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■ to  help  restore  and  stabilize 
the  intestinal  flora 

■ for  fever  blisters  and  canker 
sores  of  herpetic  origin 

LACTINEX  contains  both  Lactobacillus  acid- 
ophilus and  L.  bulgaricus  in  a standardized  viable 
culture,  with  the  naturally  occurring  metabolic 
products  produced  by  these  organisms. 

First  introduced  to  help  restore  the  flora  of 
the  intestinal  tract  in  infants  and  adults, 
LACTINEX  has  also  been  shown  to  be  useful  in  the 
treatment  of  fever  blisters  and  canker  sores  of 
herpetic  origin.^’  ® 

No  untoward  side  effects  have  been  reported  to 
date. 

Literature  on  indications  and  dosage  available  on 
request. 
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b.i.d. 

The  sensible  sehedule 
that  eovers  the 
patient  day  and  night 

If  your  objective  in  the  use  of  a broad-spectrum  antibiotic 
is  prolonged  action,  with  high  blood  levels,  then  you  know 
why  b.i.d.  DECLOMYCIN  is  considered  to  be  a 
sensible  dosage  schedule. 

The  maintenance  dosage  of  DECLOMYCIN 
can  be  kept  at  this  convenient  schedule 
because  of  its  unusually  high  effective  blood 
and  tissue  levels. 

The  b.i.d.  dosage  of  DECLOMYCIN  gives  you 
the  comfortable  assurance  that  the  patient 
is  well-covered,  day  and  night. 

In  clinical  practice,  blood  levels  produced  by 
a therapeutic  dose  of  DECLOMYCIN  are 
high,  prolonged,  and  effective;  because  of 
high  serum  binding  and  slow  renal  clearance. 

And  if  there’s  a broader  susceptibility 
pattern  of  organisms,  we’ve  yet  to  see  it. 

There  is  no  need  to  give  higher  daily  dosage 
than  300  mg  b.i.d.,  except  in  venereal  diseases 
and  Eaton  Agent  pneumonia, 

DECIX)MYCIIV 

DEMITHYLCHLORTBTRACYCLINE 


Prescribing  information  on  next  page. 


b.i.d.  The  sensible 
schedule  that  covers  the 
patient  day  and  night 

DECLOMYCIN  Demethylchlortetracycline  should  be 
equally  or  more  effective  therapeutically  than  other 
tetracyclines  when  the  offending  organisms  are 
tetracycline-sensitive. 

Contraindication:  History  of  hypersensitivity  to 
demethylchlortetracycline. 

Warning— In  renal  impairment,  usual  doses  may  lead 
to  excessive  accumulation  and  liver  toxicity.  Under  such 
conditions,  lower  than  usual  doses  are  indicated,  and,  if 
therapy  is  prolonged,  serum  level  determinations  may  be 
advisable.  A photodynamic  reaction  to  natural  or  artifi- 
cial sunlight  has  been  observed.  Small  amounts  of  drug 
and  short  exposure  may  produce  an  exaggerated  sun- 
burn reaction  which  may  range  from  erythema  to  severe, 
skin  manifestations.  In  a smaller  proportion,  photo- 
allergic  reactions  have  been  reported.  Patients  should 
avoid  direct  exposure  to  sunlight  and  discontinue  drug 
at  the  first  evidence  of  skin  discomfort.  Necessary  subse- 
quent courses  of  treatment  with  tetracyclines  should  be 
carefully  observed. 

Precautions— Overgrowth  of  nonsusceptible  organisms 
may  occure.  Constant  observation  is  essential.  If  new  in- 
fections appear,  appropriate  measures  should  be  taken. 
In  infants,  increased  intracranial  pressure  with  bulging 
fontanels  has  been  observed.  All  signs  and  symptoms 
have  disappeared  rapidly  upon  cessation  of  treatment. 
Side  Effects  — Gastrointestinal  system  — anorexia, 
nausea,  vomiting,  diarrhea,  stomatitis,  glossitis,  entero- 
colitis, pruritus  ani.  Skin— maculopapular  and  erythema- 
tous rashes.  A rare  case  of  exfoliative  dermatitis  has 
been  reported.  Photosensitivity;  onycholysis  and  dis- 
coloration of  the  nails  (rare  I . Kidney  — rise  in  BUN, 
apparently  dose  related.  Transient  increase  in  urinary 
output,  sometimes  accompanied  by  thirst  ( rare) . Hyper- 
sensitivity reactions  — urticaria,  angioneurotic  edema, 
anaphylaxis.  Teeth—  dental  staining  (yellow-brown)  in 
children  of  mothers  given  this  drug  during  the  latter 
half  of  pregnancy,  and  in  children  given  the  drug  during 
the  neonatal  period,  infancy  and  early  childhood. 
Enamel  hypoplasia  has  been  seen  in  a few  children.  If 
adverse  reaction  or  idiosyncrasy  occurs  discontinue 
medication  and  institute  appropriate  therapy. 
Average  Adult  Daily  Dosage:  150  mg  q.i.d.  or  300 
mg  b.i.d.  Should  be  given  1 hour  before  or  2 hours  after 
meals,  since  absorption  is  impaired  by  the  concomitant 
administration  of  high  calcium  content  drugs,  foods  and 
some  dairy  products.  Treatment  of  streptococcal  infec- 
tions should  continue  for  10  days,  even  though  symp- 
toms have  subsided. 

In  the  treatment  of  syphilis  a dosage  schedule  of  a total  of  12  to  18  Gm. 
given  in  equally  divided  doses  over  a period  of  10  to  15  days  should  be 
followed.  Close  follow-up  observatittn  of  the  patient  is  recommended, 
including  appropriate  laboratory  tests,  since  demethylchlortetracycline 
has  not  had  adequate  evaluation  in  all  stages  of  syphilis.  Spinal  fluid 
examination  should  be  included  as  part  of  this  follow-up. 

Acute  gonococcal  anleritir  urethritis  in  males  has  been  treated  effectively 
with  a single  dose  of  600-900  mg.  oi  DECLOMYCIN  Demethylchlorletra* 
cycline.  Individuals  unable  to  tolerate  large  single  doses  due  to  gastro- 
intestinal side  effects  may  be  treated  with  150  mg.  every  6 hours  for  a 
minimum  of  4 doses  or  300  mg.  every  12  hours  for  a minimum  of  2 doses. 
Females  should  be  treated  with  a dosage  of  150  mg.  every  6 hours  or  300 
mg.  every  12  hours  until  a cure  is  effected. 

Primary  Atypical  Pneumonia  (Eaton  Agent):  The  average  adult  daily 
dosage  is  900  mg.  in  3 divided  doses  for  six  days. 

LEDERLE  LABORATORIES,  A Division  of 
American  Cyanamid  Company,  Pearl  River,  N.Y. 


491-7-6046 


Dietary  Violations  are 
Diminished  Profoundly  with*.. 

tSTEDYTABS  Delfeta-sed  i 


‘SEDAFAX  (brand  of  special  micronized 
grade  of  AMOBARBITAL  - Warning; 
ma/  be  habit  forming  ) 120  mg. 

•DELFET AMINE  (brand  of  dl-N-METHYL- 
amphetamIne  HCI) 30  mg. 

Usual  Adult  Dosage:  On*  tablet  deilr.- 
To  b*  takan  m th*  morning. 


Tablets  Delfeta-sed*  ^ 

•SEDAFAX  (brand  of  special  micronized 
grade  of  AMOBARBITAL  - Warning; 
may  be  habit  forming.) 40  mg. 

•DELFETAMINE  (brand  of  dl-N-METHYL- 
AMPHETAMINE  HCI.) 10  mg. 

Usual  Adult  Dosage:  In  obesity,  1 tablet 
I.  i d.  30-60  minutes  before  meals.  In  all  other 
conditions,  take  1 tablet  t.  i.  d.  immediately  after 
meals. 


tSTEDYTABS  DaFETA-SEO  are  so  prepared  tlial 
the  active  ingredients  are  released  continuously  lo 
provide  for  prolonged  therapeutic  effects  for  a 
period  of  up  to  8 to  10  hours, 

r 

{ 

The  dieting  obese  sometime  experience  emo- 
tional problems  as  secondary  symptoms  resulting  from 
restricted  food  intake:  anxiety,  depression,  irritability 
and  tension.  Subjective  relief  is  accomplished  with 
Delfeta-sed  (Delfetamine,  dl-N-Methylamphetamine 
HCI)  balanced  with  the  mild  euphoric  sedative  action 
of  Sedafax,  brand  of  Amobarbital- Warning;  may  be 
habit  forming).  The  mood  is  altered  to  promote 
optimism  and  impart  a cheerful  sense  of.  energy 
and  well-being.  * 

IN  DEPRESSION:  A completely  logical  syner-^ 
gistic  combination  of  wide  application  as  a moodV 
normalizer  for  the  common  depressed  states  en- 
countered  in  everyday  practice.  Induces  a serene 
outlook  without  excessive  tranquillity.  The 
patient  is  alert  but  composed,  free  from  emotional 
peaks  and  troughs.  Relieves  anxiety  which  is  a part  of 
every  illness. 

CAUTION:  f . 

Contraindicated  in  the  presence  of  marked  hypertension 
and  in  cases  of  coronary  or  cardiovascular  disease;  also,  in  patients 
hypersensitive  to  Barbiturates  or  ephedrine-like  drugs. 
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EASTERN  RESEARCH  LABORATORIES,  Inc 

302  S.  CENTRAL  AVENUE  BALTIMORE  X MD.  ' 
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MESSAGE 
FROM  THE 
PRESIDENT 


Keeping  in  Step* 

The  word  “auxiliary”  is  defined  in  the  dictionary  as: 
a.  Offering  or  providing  help, 
b.  Functioning  in  a subsidiary  capacity. 

These  things,  I feel,  the  Woman’s  Auxiliary  has  carried  out  in  the  past 
to  the  best  of  its  ability.  However,  instead  of  “Being  on  Call,”  so  to  speak,  we 
would  like  to  feel  we  are  keeping  in  step  with  our  medical  group. 

We  fully  understand  the  fact  that  our  organization  would  not  be  in  existence 
if  it  were  not  for  the  Kentucky  Medical  Association.  We  need  your  continued 
guidance  and  support. 

In  recent  years  we  have  been  called  upon  to  speak  at  the  opening  session  of 
the  House  of  Delegates,  to  serve  on  the  committee  which  makes  plans  for  the  ' 
Interim  Meeting,  and  to  talk  to  the  new  doctors  at  their  orientation  sessions  at  the 
Interim  and  Annual  Meetings. 

These  assignments  have  brought  our  organizations  closer  together.  It  is  our 
desire  to  plan  some  functions,  to  be  held  during  the  Annual  Meeting,  which  will 
bring  our  organizations  together  in  a social  way. 

We  do  not  have  as  many  members  as  the  state  association.  You  can  help  us 
by  finding  out  if  your  wife  is  a member  of  Medical  Auxiliary.  If  not,  please  en- 
courage her  to  join  today.  j 


I 


Mrs.  Charles  C.  Kissinger,  President 
Woman’s  Auxiliary  to  the  KMA 


*This  is  the  first  in  a series  of  articles,  written  at  the  request  of  KMA  President  George  F. 
Brockman,  M.D.,  by  the  president  of  the  Woman’s  Auxiliary  to  KMA  and  the  three  KMA 
vice-presidents. 


W*- 


"All  Interns  are  Alike" 


It  stands  to  reason.  They  all  go  through  the  same 
training;  they  all  have  to  pass  the  same  tests;  they 
all  have  to  measure  up  to  the  same  standards;  they 
all  are  underpaid,  too.  Therefore,  all  interns  are 
alike. 

That's  utter  nonsense,  of  course.  But  it's  no 
more  nonsensical  than  what  some  people  say 
about  aspirin.  Namely:  since  all  aspirin  is  at  least 
supposed  to  come  up  to  certain  required  stand- 
ards, then  all  aspirin  tablets  must  be  alike. 

Bayer's  standards  are  far  more  demanding.  In 
fact,  there  are  at  least  nine  specific  differences  in- 


volving purity,  potency  and  speed  of  tablet  disinte- 
gration. These  Bayer®  standards  result  in  significant 
product  benefits  including  gentleness  to  the  stom- 
ach, and  product  stability  that  enables  Bayer  tab- 
lets to  stay  strong  and  gentle  until  they  are  taken. 

So  next  time  you  hear  someone  say  that  all 
aspirin  tablets  are  alike,  you  can  say,  with  confi- 
dence, that  it  just  isn't  so. 

You  might  also  say  that  all  interns  aren't  alike. 
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1968  Revision  of  Birth,  Death  and  Fetal  Death  Certificatest 

Russell  E.  Teague,  M.D.,  M.P.H. 

Commissioner  of  Health 
Commomvealth  of  Kentucky 


This  is  to  introduce  to  you  the  new  birth, 
death  and  fetal  death  certificate  forms  and  to 
discuss  some  of  the  important  changes  and 
background  under  which  they  were  developed. 

The  standard  certificates  of  live  birth,  death,  and 
fetal  death  have  been  revised  and  recommended  by 
the  Public  Health  Service  to  the  states  and  inde- 
pendent registration  areas  for  use  beginning  January 
1.  1968.  Final  versions  of  the  standard  certificates 
were  prepared  by  the  Division  of  Vital  Statistics, 
National  Center  for  Health  Statistics,  after  prelimi- 
nary drafts  were  reviewed  by  the  Public  Health  Con- 
ference on  Records  and  Statistics.  This  followed  con- 
sideration of  the  advice  of  state  health  officers  and 
registrars,  local  public  health  officials,  federal  agen- 
cies, physicians  and  interested  professional  associa- 
tions. 

This  revision  is  part  of  a program  which  periodi- 
cally assesses  the  adequacy  of  current  vital  records 
to  fulfill  their  various  purposes  in  the  fields  of  law, 
medicine,  public  health  and  government.  The  present 
revision  follows  by  12  years  the  last  revision  of 
standard  certificates,  which  took  effect  in  1956.  While 
the  new  birth  certificate  adds  eight  items  not  on  the 
previous  form,  nine  items  from  the  old  certificate 
have  been  deleted  at  the  suggestion  of  physicians 
and  others  who  helped  in  the  revision  process. 

It  is  important  to  note  that  the  following  major 
organizations  have  been  provided  an  opportunity  to 
review  carefully  the  proposed  changes  prior  to  the 
adoption  of  the  forms: 

E.  H.  Christopherson,  M.D. 

Executive  Director,  American  Academy  of  Pedi- 
atrics 

Paul  E.  Beeson,  M.D. 

Secretary,  Association  of  American  Physicians 
Craig  W.  Muckle,  M.D. 

American  Association  of  Obstetricians  and  Gyne- 
cologists 

Edwin  L.  Crosby,  M.D. 

American  Hospital  Association 

fThis  article  was  prepared  by  Lewis  C.  Bush,  Di- 
rector, Office  of  Vital  Statistics,  State  Department 
of  Health,  Commonwealth  of  Kentucky,  275  East 
Main  Street,  Frankfort,  Kentucky. 


John  J.  Eeonagan 

Executive  Director,  Catholic  Hospital  Association 
E.  G.  L.  Blasingame,  M.D. 

Executive  Vice-President 
American  Medical  Association 
Judith  J.  Whitaker 
Executive  Secretary 
American  Nurses  Association 
Conrad  M.  Riley,  M.D. 

Secretary,  American  Pediatric  Society 
Edward  Roseman,  Jr. 

Executive  Director,  American  College  of  Physi- 
cians 

Mac  E.  Cahal,  M.D. 

Executive  Director,  American  Academy  of  General 
Practice 

Ben  Eiseman,  M.D. 

Secretary,  Society  of  University  Surgeons 
Samuel  A.  Smith 
Administrative  Secretary 
National  Medical  Association 

The  information  provided  on  the  new  birth  cer- 
tificate, particularly  as  related  to  birth  injuries  and 
congenital  malformations,  will  be  quite  useful  to  key 
medical  committees  and  other  medical  researchers  in 
accurately  identifying  problems  and  solutions.  Robert 
N.  McCloud.  Jr.,  M.D.,  president  of  the  Kentucky 
Chapter  of  the  American  Academy  of  Pediatrics, 
states  that  this  new  information  would  be  valuable  in 
developing  sets  of  information  which  will  be  helpful 
to  medical  groups  in  the  prevention  and  treatment 
of  complications  of  pregnancy.  Guy  Cunningham, 
M.D..  chairman.  Committee  on  the  Eetus  and  the 
New  Born,  Kentucky  Chapter  of  the  American  Acad- 
emy of  Pediatrics,  also  expressed  the  opinion  that 
this  new  information  on  malformations  and  compli- 
cations of  pregnancy  will  be  quite  effective  in  de- 
veloping new  concepts  and  analyzing  related  prob- 
lems. It  is  believed,  therefore,  that  medical  reviev/ 
bodies  and  other  health  organizations  throughout  the 
state  will  find  this  new  information  most  beneficial. 

It  can  be  concluded  that  medical  specialists  with 
interests  in  mothers  and  children  have  indicated  their 

(Continued  on  Page  102) 
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will 


the  only  leading  compound 
analgesic  that  ^ 

instead  of  caffeinates 


Each  capsule  contains: 

Phenobarbital  (%  gr.) 16.2  mg. 

(Warning:  may  be  habit  forming) 

Aspirin  (2V2  gr.) 162.0  mg. 

Phenacetin  (3  gr.) 194.0  mg. 

Hyoscyamine  sulfate 0.031  mg. 

Codeine  phosphate % gr.  (No.  2), 


V2  gr.  (No.  3),  1 gr.  (No.  4) 
(Warning:  may  be  habit  forming) 


Contraindications:  Hypersensitivity  to  any  ingredient. 


Precautions:  As  with  all  phenacetin-containing  products,  avoid 
excessive  or  prolonged  use. 


Side  Effects:  Side  effects  are  uncommon -nausea,  constipation, 
and  drowsiness  have  been  reported. 


AH- 


A.  H.  ROBINS  CO.,  INC.,  Richmond,  Va.  23220 


[ROBINS 


He  goes  home  at  night 
and  takes  it  out  on  — 
his  family. 


When  the  agitated 
businessman 


goes  to  work... 


He  loses  his  temper 
with  colleagues  and 
subordinates. 


Emotionally  upset,  he 
misses  half  of  what 
is  said  at  meetings. 


He  is  always  fearful 
about  his  standing 
with  the  boss. 


He  just  can’t  seem 
to  settle  down 
to  his  work. 


Meiiaril' 

(thioridazine) 


25mg.t.i.d.  M 


SANDOZ 


When  the  agitated 
businessman  goes  to  work . . . 

Anxiety  that  seriously  interferes  with  the 
individual’s  performance  at  work,  at 
home,  or  in  the  community  may  be  re- 
garded as  moderate  to  severe  in  degree. 

Mellaril  often  recommends  itself  to  the 
treatment  of  moderate  to  severe  anxiety 
because  it 

• helps  control  the  most  frequent  symp- 
toms; marked  tension,  agitation,  appre- 
hension, restlessness,  hypermotility 

• often  alleviates  anxiety-induced  so- 
matic complaints 

• frequently  helps  strengthen  emotional 
resources 

• helps  the  patient  maintain  realistic 
contact  with  environment,  closer  har- 
mony with  family 

Thus,  when  you  consider  the  anxiety 
moderate  to  severe . . . consider  Mellaril. 

Contraindications:  Severely  depressed  or 
comatose  states  from  any  cause,  and  in  - 
association  with  or  following  MAO  inhibi- 
tors; severe  hypertensive  or  hypotensive 
heart  disease. 

Precautions:  Hypersensitivity  reactions 
(e.g.,  leukopenia,  agranulocytosis)  and 
convulsive  seizures  are  infrequent.  Pig- 
mentary retinopathy  has  been  observed 
where  doses  in  excess  of  those  recom- 
mended were  used  for  long  periods  of 
time.  May  potentiate  central  nervous 
system  depressants,  atropine,  and  phos- 
phorus insecticides.  Where  complete  men- 
tal alertness  is  required,  administer  the 
drug  cautiously  and  increase  dosage  grad- 
ually. In  addition,  orthostatic  hypotension 
(especially  in  female  patients)  has  been 
observed.  Epinephrine  should  be  avoided 
in  treatment  of  drug-induced  hypotension. 

Side  Effects:  Pseudoparkinsonism  and 
other  extrapyramidal  disorders  are  infre- 
quent; drowsiness,  especially  in  high 
doses  early  in  treatment,  may  occur;  noc- 
turnal confusion,  dryness  of  the  mouth, 
nasal  stuffiness,  headache,  peripheral 
edema,  lactation,  galactorrhea,  and  inhibi- 
tion of  ejaculation  are  noted  on  occasion; 
photosensitivity  and  other  allergic  skin  re- 
actions may  occur  but  are  extremely  rare. 

Before  prescribing,  see  package  insert  for 
full  product  information. 

for  moderate  to  severe  anxiety 

MeUaril’ 

(thioridazine) 

25  mg.  t.i.d.  ^ 


TTuMnaiie* 


EMPHYSEMA 

• ASTHMA 

• CHRONIC  BRONCHITIS 

• BRONCHIECTASIS 


i ■■ 


15 


Each  tablet  contains: 

Potassium  Iodide 195  mg. 

Aminophylline 130  mg. 

Phenobarbital,  Caution:  May  be  habit  forming.  . . 21  mg. 

Ephedrine  HCl 16  mg. 

FEDERAL  LAW  PROHIBITS 
DISPENSING  WITHOUT  PRESCRIPTION 


Precautions;  Usual  for  aminophylline-cphcdrinc- 
phenobarbital.  Iodides  may  cause  nausea,  long  use 
may  cause  goiter.  Discontinue  if  symptoms  of 
iodism  develop. 

Iodide  contraindications:  tuberculosis,  pregnancy. 

DOSAGE 

One  tablet,  with  full  glass  of 
water,  3 or  4 times  daily. 

Dispensed  in  bottles  of  100  and  1000  tablets. 

MUDRANE  GG — Formula,  dosage  and  package  identi- 
cal to  Mudrane — except — 100  mg.  glyceryl  guaiacolate 
replaces  the  potassium  iodide.  The  value  of  Mudrane 
cannot  be  enjoyed  by  a small  group  in  which  K.I.  is 
contraindicated.  Mudrane  GG  is  prepared  for  this  group. 

MUDRANE  GG  ELIXIR— Four  5 cc  teaspoonfuls  is 
equivalent  to  one  Mudrane  GG  tablet.  Dosage  adjusted 
to  age  and  weight  of  child.  Mudrane  GG  Elixir  is  for 
pediatric  patients  and  those  who  think  they  cannot  swal- 
low tablets.  Dispensed  in  pint  and  half  gallon  bottles. 

WM.  P.  POYTHRESS  & CO.,  INC. 

RICHMOND,  VIRGINIA  23217 
Manufacturers  of  ethical  pharmaceuticals  since  1856 


SANOOZ 


Continuing  Educational 


From  The 


Opportunities 


KMA  Postgraduate  Medical  Education  Office 


IN  KENTUCKY  MARCH 


JANUARY 

15  Fifth  KMA  Trustee  District  Meeting,  6 p.m.. 
Executive  Inn.  Louisville 

17  Methodist  Evangelical  Hospital  Third  Annual 
Postgraduate  Day,  Hospital  Conference  Room, 
Louisville 

18  Obstetrics  and  Gynecology  Grand  Rounds. 
“Operative  Management  of  Complicated  Preg- 
nancy,” University  of  Kentucky  Medical  Cen- 
ter, Lexington 

23  Second  KMA  Trustee  District  Meeting.  6:30 
p.m..  Gabe’s  Restaurant.  Owensboro 

24  First  KMA  Trustee  District  Meeting.  6:30 
p.m.,  Paducah  Country  Club,  Paducah 

25  Obstetrics  and  Gynecology  Grand  Rounds, 
“Resuscitation  of  Newborn,”  University  of 
Kentucky  Medical  Center,  Lexington 


FEBRUARY 

I Obstetrics  and  Gynecology  Grand  Rounds, 

“Care  of  Newborn,”  University  of  Kentucky 
Medical  Center.  Lexington 

8 Obstetrics  and  Gynecology  Grand  Rounds. 

“Marriage  Counseling,”  University  of  Ken- 
tucky Medical  Center,  Lexington 

10  University  of  Louisville  Oral  Cancer  Sym- 

posium, Rankin  Amphitheatre.  General  Hos- 
pital. Louisville 

15  Obstetrics  and  Gynecology  Grand  Rounds. 

“Amniotic  Fluid  Biopsy  As  Diagnostic  Tool.” 
University  of  Kentucky  Medical  Center.  Lex- 
ington 

22  Obstetrics  and  Gynecology  Grand  Rounds. 

"Therapeutic  Abortion  — Management  and 
Related  Cytology,”  University  of  Kentucky 
Medical  Center,  Lexington 

29  Obstetrics  and  Gynecology  Grand  Rounds, 

“Hormonal  Producing  Ovarian  Tumors”  and 
“Endometriosis”,  University  of  Kentucky 
Medical  Center,  Lexington 


28  Thirteenth  Annual  Lexington  Clinic  Confer- 
ence, Lexington  Clinic,  Lexington 

APRIL 

24-25  Kentucky  Chapter  American  Academy  of 
Pediatrics  joint  meeting  with  Kentucky  Chap- 
ter American  Academy  of  Radiology.  Park- 
Mammoth  Resort.  Park  City 


IN  SURROUNDING  STATES 

JANUARY 

17  Post  Graduate  Symposium  in  Nuclear  Medi- 
cine, “Introduction  to  Nuclear  Medicine,” 
Washington  University  School  of  Medicine, 
St.  Louis,  Mo. 

17- 18  Cleveland  Clinic  Educational  Foundation 

Postgraduate  Course,  “The  Treatment  of 
Surgical  Emergencies,”  Bunts  Auditorium, 
Cleveland 

18- 19  Post  Graduate  Symposium  in  Nuclear  Medi- 

cine, “Progress  in  Nuclear  Medicine,”  Wash- 
ington University  School  of  Medicine,  St. 
Louis,  Mo. 

20-25  American  Academy  of  Orthopaedic  Sur- 
geons, Palmer  House,  Chicago 

FEBRUARY 

3-4  American  Academy  of  Allergy  Postgraduate 
Course,  Statler  Hilton  Hotel,  Boston,  Mass. 

5-7  American  Academy  of  Allergy  24th  Annual 
Meeting,  Statler  Hilton  Hotel,  Boston,  Mass. 

12  Seventh  Annual  Alfred  K.  Nippert  Memorial 
Lecture.  “The  Emerging  Role  of  the  Com- 
munity Hospital,”  8:15  p.m..  The  Christ  Hos- 
pital. Cincinnati,  Ohio 

22-24  Central  Surgical  Association  Meeting,  Shera- 
ton-Cleveland.  Cleveland,  Ohio 

28-29  “Advances  in  Pediatrics”  Postgraduate 
Course,  Cleveland  Clinic  Educational  Foun- 
dation, Cleveland,  Ohio 


15 


New-Two  Pediatric  Forms  of 
rythromycin  and  Triple  Sulfas 


! 


mHROCIN -SULFAS 

lewable  (Erythromycin  ethyl 
:inate-trisulfapyrimidines  chewable 
et) 

;linical  trials^  ^ this  orange-flavored 
et  was  given  to  55  patients,  aged 
r months  to  18  years. 

gnoses  (multiple  in  some  cases) 
resented  a cross  section  of  bacterial 
ctions  commonly  seen  in  pediatric 
:e  practice. 

irapy  was  given  from  three  to  12 
s,  with  an  average  of  six  days. 

he  55  patients,  30  were  reported 
ed  within  72  hours,  while  22  showed 
tial  recovery  within  the  same  time, 

J subsequent  clinical  cure. 


E RYTH  ROCI N - SU  LFAS 

Granules  (Erythromycin  ethyl 
succinate-trisulfapyrimidines  granules  for 
oral  suspension) 

87  patients  were  treated^’^— all  children, 
ages  four  months  to  15  years. 

The  diagnoses  were  multiple  in  some 
cases  and  were  chiefly  bacterial 
infections  of  the  respiratory  tract. 

Dosage  was  maintained  from  three  to 
10  days;  average  treatment  was  five 
days.  All  of  the  ill  children  accepted  the 
orange-flavored  suspension  favorably. 

53  were  clinically  cured  within  72  hours, 
while  32  showed  partial  relief  within 
the  same  time,  and  subsequent 

clinical  cure.  701358 


plinical  cure  rate  of  94.5%  A clinical  cure  rate  of  97.7% 

|ase  Reports  on  File,  Dept.  Clin.  Development, 

Bobott  Laboratories. 

piley,  R.F.L.,  Use  of  Erythromycin-Sulfas  in  Office 
llactice,  Western  Med.,  7:177,  July,  1966. 


Brief 

Summary 
on  next 
page 


ERYTHROCIN-SULFAS 

Brief  Summary 

Contraindications:  Known  sensitivity  to  eryth- 
romycin or  sulfonamides.  Because  of  the  possi- 
bility of  kernicterus  with  sulfonamides,  do  not 
use  in  pregnancy  at  term,  premature  or  new- 
born infants. 

Warnings:  As  with  other  forms  of  sulfonamide 
therapy,  carefully  evaluate  patients  with  liver  or 
kidney  damage,  urinary  obstruction,  or  blood 
dyscrasia.  Deaths  have  been  reported  from  hy- 
persensitivity reactions  and  blood  dyscrasias 
following  use  of  sulfonamides.  Perform  blood 
counts  and  liver  and  kidney  function  tests  if 
used  repeatedly  at  close  intervals  or  for  long 
periods. 

Precautions,  Side  Effects:  Occasionally  mild 
abdominal  discomfort,  nausea  or  vomiting  may 
occur  with  erythromycin,  generally  controlled 
by  reduction  of  dosage.  Mild  allergic  reactions 
(such  as  urticaria  and  other  skin  rashes)  may 
occur.  Serious  allergic  reactions  have  been  ex- 
tremely infrequent.  Use  sulfonamides  with  cau- 
tion in  patients  with  a history  of  allergy.  Assure 
adequate  fluid  intake  to  prevent  crystalluria  and 
institute  alkali  therapy  if  indicated.  If  overgrowth 
of  nonsusceptible  organisms  occurs,  withdraw 
the  drug  and  institute  appropriate  treatment.  If 
a patient  should  show  signs  of  hypersensitivity, 
appropriate  countermeasures  (e.g.  epinephrine, 
steriods,  etc.)  should  be  administered  and  the 
drug  withdrawn. 

Adverse  Reactions:  Sulfonamide  therapy  may 
be  associated  with  headache,  nausea,  vomiting, 
urticaria,  diarrhea,  hepatitis,  pancreatitis,  blood 
dyscrasias,  neuropathy,  drug  fever,  skin  rash,  in- 
jection of  the  conjunctiva  and  sclera,  petechiae, 
purpura,  hematuria  and  crystalluria. 

Side  effects  due  to  erythromycin  are  infrequent, 
but  occasional  abdominal  discomfort,  nausea, 
or  vomiting,  urticaria  and  other  skin  rashes  may 
occur. 

Supplied:  The  Granules  for  Oral  Suspension 
come  in  bottles  of  60  ml.  and  150  ml.  The  Chew- 
able  tablets  are  in  bottles  of  50.  Each  5-ml.  tea- 
spoonful of  reconstituted  Granules  or  each 
Chewable  tablet  provides  erythromycin  ethyl 
succinate  equivalent  to  125  mg.  of  erythromycin 
activity  and  167  mg.  of  each  of  sul- 
fadiazine, sulfamerazine  and  sulfa- 
methazine. 701358 


anticostive^ 

hematinic 


PERITIXIC 

Hematinic  with  Vitamins  and  Fecal  Softener 

A tablet-a-day  provides: 


• Elemental  Iron  (as  Ferrous  Fumarate)  . 100  mg 

• Dioctyl  Sodium  Sulfosuccinate  (to 

counteract  constipating  effect  of  iron)  100  mg 

Vitamin  Bi 7.5  mg 

Vitamin  Ba 7.5  mg 

Vitamin  Ba 7.5  mg 

Vitamin  B12 50  mcgm 

Vitamin  C 200  mg 

Niacinamide 30  mg 

Folic  Acid 0.05  mg 

Pantothenic  Acid 15  mg 

I . Bottles  of  60 


anticostive,  adj.  (anti  opposed  to 
+ costive  causing  constipation.) 
Against  constipation.  (Now  isn’t 
that  a good  idea  in  an  iron-contain- 
ing  hematinic?  We’ll  send  you 
samples  if  you’ll  send  a request  on 
your  Rx  blank,  addressed  to 
Department  150.) 


LEDERLE  LABORATORIES 


A Division  of  American  Cyanamitd  Company 
Pearl  River,  New  York  10965 


488.7-6062 
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Will  it  help  “my 
gassy  stomach?” 


a puzzle 
of  antacid 
complaints 


Niyianta 

aluminum  and  magnesium  hydroxide  plus  simethicone 

a solution 
to  peptic  ulcer 
distress 


ATLAS  CHEMICAL  INDUSTRIES,  INC. 


Effective  neutralization— 

with  the  two  most  widely  prescribed  antacids: 
aluminum  and  magnesium  hydroxides. 

Concomitant  relief  of  G.l.  gas  distress— 

with  the  proven^  defoaming  action  of  simethicone. 

Prolonged  acceptance  confirmed- 

in  87.5%  of  104  patients  after  a total  of  20,459 
documented  days  of  therapy.^ 

Composition:  Each  Mylanta  chewable  tablet  or  teaspoonful 
(5  ml.)  contains;  magnesium  hydroxide,  200  mg.; 
aluminum  hydroxide,  dried  gel,  200  mg.;  simethicone,  20  mg. 
Dosage:  One  or  two  tablets  (well  chewed  or  allowed 
to  dissolve  in  the  mouth)  or  one  or  two  teaspoonfuls  to  be 
taken  between  meals  and  at  bedtime. 

References:  1.  Hoon,  J.  R.:  Arch.  Surg.  93;467  (Sept.)  1966. 

2.  Danhof,  I.E.,  Personal  communication. 


ne\5^ 
evidence 


foi*TAO«,™ 


a 


macrolide 

antibiotic  for  the 
frequently  seen 
respiratory  infection 
in  the  office 
and 

for  a problem  pathogen 
in  the  hospital. 

"Staphylococcus  aureus 


* 


study  I 


Results  of  a 1967  in  vitro-in  vivo 
correlation  study  involving  116  patients  with  Gram-posi- 
tive coccal  infections  in  five  institutions.  All  patients 
were  given  TAG  prior  to  determining  the  susceptibility 
of  the  offending  organism. 


97.0% 

of  the 

organisms  were 
susceptible 
to  oleandomycin* 

! 98.0% 

of  the 
patients 

responded 

favorably 
to  TAO(trjacetyloleandomycin) 


Effect  of  oral  therapy  with 
)xacillin  on  the  survival  time 
of  Rhesus  monkeys  after  intravenous  inoculations  of  le- 
thal doses  of  staphylococci,  phage  type  80/81. 

(8  monkeys  in  each  group) 

conclusion: 


study  II 

TAO,  erythromycin,  and  c 


*Under  the  conditions  of  this  study  and  the  doses  employed, 
it  was  found  that 


was  far  superior  to  erythro- 
mycin, as  was  cloxacillin,  a 
bactericidal  agent,  and  of  par- 
ticular interest,".. .bacterio- 
static triacetyloleandomycin 
was  as  effective  or  perhaps 
superior  to  cloxacillin  in 
preventing  lethal  (staphylo- 
coccal, phage  type  80/81) 
infection.” 


(triacetyl- 

oleandomycin) 


In  some  cases  more  than  one  pathogenic  organism  was 
'isolated  from  the  patient. 


*lt  should  be  pointed  out  that  results  obtained  in  an  exper- 
imental study  of  this  nature  may  not  necessarily  be  di- 
rectly extrapolated  to  the  clinical  situation  as  it  pertains 
to  man. 


AO  Rx  Information 

NDICATIONS:  Include  streptococci,  staphylococci,  pneumococci  and  gonococci.  Recommended  for  acute,  severe  infections 
/here  adequate  sensitivity  testing  has  demonstrated  susceptibility  to  this  antibiotic  and  resistance  to  less  toxic  agents. 
rONTRAINDICATIONS  AND  PRECAUTIONS:  Not  recommended  for  prophylaxis  or  in  the  treatment  of  infectious  processes 
i/hich  may  require  more  than  ten  days  continuous  therapy.  In  view  of  the  possible  hepatoxicity  of  this  drug  when  therapy 
ieyond  ten  days  proves  necessary,  other  less  toxic  agents  should  be  used.  If  clinical  judgement  dictates  continuation  of 
!herapy  for  longer  periods,  serial  monitoring  of  liver  profile  is  recommended,  and  the  drug  should  be  discontinued  at  the 
'irst  evidence  of  any  form  of  liver  abnormality.  When  treating  gonorrhea  in  which  lesions  of  primary  or  secondary  syphilis 
ire  suspected,  proper  diagnostic  procedures,  including  darkfield  examinations,  should  be  followed.  In  other  cases  in  which 
'oncomitant  syphilis  is  suspected,  monthly  serological  tests  should  be  made  for  at  least  four  months.  Contraindicated  in 
ire-existing  liver  disease  or  dysfunction,  and  in  individuals  hypersensitive  to  the  drug.  Although  reactions  of  an  allergic 
lature  are  infrequent  and  seldom  severe,  those  of  the  anaphylactoid  type  have  occurred  on  rare  occasions.  When  used  in 
itreptococcal  infections,  therapy  should  be  continued  for  ten  days  to  prevent  the  development  of  rheumatic  fever  or 
lomerulonephritis.  The  use  of  antibiotics  may  occasionally  permit  overgrowth  of  nonsusceptible  organisms.  A resistant 
jifection  or  superinfection  requires  re-evaluation  of  the  patient’s  therapy.  In  the  event  such  occurs  with  this  drug  the 
jiedication  should  be  discontinued,  and  specific  antibacterial  and  supportive  therapy  instituted, 
eferences:  1.  Isenberg,  H.  D.:  Clinical  Evaluation  of  Laboratory  Guidance  to 
ntibiotic  Therapy;  Health  Laboratory  Science  (July)  1967.  2.  Saslaw,  S.,  Car- 
sle,  H.  N.:  Studies  on  Therapy  of  Staphylococcal  Infections  in  Monkeys. 

. Comparison  of  Cloxacillin,  Triacetyloleandomycin  and  Erythromycin.  Proc. 
oc.  Exp.  Biol.  & Med.:  Vol.  125,  No.  4 (Aug.-Sept.)  1967. 


J.  B.  ROERIG  DIVISION 
CHAS.  PFIZER  & CO..  INC. 
235  EAST  42nd  STREET 
NEW  YORK.  N.Y.  10017 


lASAI 


ehei 
lasa 
m c( 


For  your  impatient  coid  patients 


Two  sprays  from  nTz  Nasal  Spray— and  nasal  congestion,  rhinorrhea, 
sneezing  are  reduced  for  immediate  comfort  for  patients  with  colds. 

nTz  is  more  than  a simple  vasoconstrictor.  It  contains: 


i-reo-Synephrine®  (brand  of  phenylephrine)  HCI  0.5  per  cent,  the 

major  component,  virtually  synonymous  with  fast,  efficient  but 
gentle  nasal  vasoconstriction  on  contact. 


Thenfadil  (brand  of  thenyidiamine)  HCI  0.1  per  cent,  topical  anti- 
histamine for  reduction  of  rhinorrhea,  sneezing  or  itching.  It 
combats  the  allergic  reactions  that  may  occur  in  colds  or  sinusitis. 


Zephiran®  (brand  of  benzalkonium,  as  chloride,  refined)  1:5000, 

antiseptic  preservative  and  wetting  agent  to  promote  penetration 
and  spread  of  the  formula. 


nTz  is  well  tolerated.  Used  in  a cold  it  may  help  prevent  sinus- 
itis by  opening  sinus  ostia  and  permitting  drainage.  It  may  also 
be  used  in  sinusitis  to  help  establish  drainage. 

The  spray  is  best  used  twice,  the  second  a few  minutes  after 
the  first,  repeated  every  three  or  four  hours  as  needed.  nTz 
is  for  temporary  relief  of  nasal  symptoms,  and  overdosage 
should  be  avoided. 

Supplied:  nTz  Nasal  Spray,  plastic  squeeze  bottles 
of  20  ml.;  nTz  Nasal  Solution,  bottles  of  30  ml. 

(1  fl.  oz.)  with  dropper. 


Winthrop  Laboratories 
New  York.  N.Y.10016 


Don’t  let  monilia 

cut  broad-spectrum  therapy  short... 


„ start  with 

Tetrex-F 

;etracycline  phosphate 
complex-nystatin 


Use  of  broad-spectrum  antibiotics  can  cause 
fungal  overgrowth  in  the  alimentary  tract... 
and  give  rise  to  symptoms  so  troublesome 
that  therapy  must  be  prematurely  stopped. 
Tetrex-F  (tetracycline  phosphate  complex- 
nystatin)  helps  you  circumvent  this  problem. 

The  nystatin  can  prevent  overgrowth  of 
monilia;  the  phosphate  complex  delivers  tet- 
racycline to  the  blood  rapidly.  Side  effects 
are  infrequent. 

High-Risk  Patients 

Tetrex-F  (tetracycline  phosphate  complex- 
nystatin)  is  especially  useful  in  patients  most 
susceptible  to  fungal  overgrowth  during  tet- 
racycline therapy:  (1)  the  elderly  or  debili- 
tated, (2)  young  children,  (3)  the  diabetic, 

(4)  those  on  long-term  tetracycline  therapy, 

(5)  those  on  steroid  therapy,  (6)  those  who 
have  had  moniliasis  before,  and  (7)  pregnant 
patients  with  a history  of  monilial  vaginitis. 

When  you  start  with  economical  Tetrex-F 
(tetracycline  phosphate  complex-nystatin), 
you  can  complete  the  full  course  of  broad- 


spectrum  therapy  with  less  chance  of  los- 
ing control  elsewhere.  A good  start  for  a 
healthy  finish. 

PRESCRIBING  INFORMATION.  For  complete  information 
consult  Official  Package  Circular.  Indications:  Infections  of  res- 
piratory, gastrointestinal  and  genitourinary  tracts  and  skin  and 
soft  tissues  due  to  tetracycline-sensitive  organisms,  in  patients 
with  increased  susceptibility  to  monilial  infections.  Contraindi- 
cations: The  drug  is  contraindicated  in  patients  hypersensitive 
to  its  components.  H'arnings:  Photodynamic  reactions  have  been 
produced  by  tetracyclines.  Natural  and  artificial  sunlight  should 
be  avoided  during  therapy.  .Stop  treatment  if  skin  discomfort 
occurs.  With  renal  impairment,  systemic  accumulation  and  hep- 
atotoxicity  may  occur.  In  this  situation,  lower  doses  should  be 
used.  Tooth  staining  and  enamel  hypoplasia  may  be  induced 
during  tooth  development  (last  trimester  of  pregnancy,  neonatal 
period  and  childhood).  Precautions:  Bacterial  superinfections 
may  occur.  Infants  may  develop  increased  intracranial  pressure 
with  bulging  fontanels.  In  gonorrheal  therapy,  serologic  tests 
for  syphilis  should  be  conducted  initially  and  monthly  for  3 
months.  Adverse  Reactions:  Glossitis,  stomatitis,  nausea,  diar- 
rhea. flatulence,  proctitis,  vaginitis,  dermatitis,  and  allergic  re- 
actions may  occur.  Usual  Adult  Dosage:  1 capsule  q.i.d.  Con- 
tinue for  10  days  in  Beta-hemolytic  streptococcal  infections. 
Administer  one  hour  before  or  two  hours  after  meals.  Supplied: 
Capsules,  bottles  of  16  and  100.  Each  capsule  contains  tetra- 
cycline phosphate  complex  equivalent  to  250  mg.  tetracycline 
HCl  activity  and  250,000  units  of  nystatin.  For  Oral  Suspension, 
125  mg.  tetracycline  and  125,000  u.  nystatin  5 ml.,  60  ml.  bottles. 

BRISTOL  LABORATORIES 
Division  of  Bristol-Myers  Company 
Syracuse,  New  York  13201 
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OPTIMUM  CONTENTMENT 

New  Optimil’s  marked  superiority  in 
achieving  satiety  — reflected  by  in- 
fants’ infrequent  crying  — is  most 
reassuring  to  mothers. 

Excessive  appetite  and  inordinate  cry- 
ing in  the  infant  are  symptoms  of 
essential  fatty-acid  deficiency.  There 
may  be  insufficient  linoleic  acid  in 
the  diet,  or  the  conversion  of  linoleic 
to  metabolically-active  arachidonic 
acid  may  be  blocked  by  an  inhibitory 
fatty  acid.  Optimil  maintains  opti- 
I mum  tissue  levels  of  arachidonic  acid 
by  providing  linoleic  acid  at  9%  of 
total  calories,  with  only  a trace  of 
linolenic  acid,  the  potent  blocking 
agent. 


OPTIMUM  DIGESTIBILITY 

New  Optimil  provides  protein,  fat  and 
carbohydrate  in  kinds  and  amounts 
more  consistent  with  the  infant’s 
needs.  Spitting-up  is  minimized  and 
skin  integrity  maximized. 

Human  milk  is  still  the  ideal  food 
for  human  infants,  and  Optimil  is 
closer  in  balance  of  major  nutrients 
than  any  competitive  infant  feeding. 
Optimil  contains  a high  level  of  un- 
saturated fat  (58%),  a low  level  of 
stearic  acid  (2%),  the  least  digestible 
fatty  acid,  and  an  ample  level  of  oleic 
acid  (40%)  to  enhance  absorption  of 
unsaturated  fatty  acids.®  (Fat  reten- 
tion of  Optimil  is  over  90%. ) Process- 
ing of  Optimil  protein  produces  mini- 
mum curd  tension. 


OPTIMUM  GROWTH 

New  Optimil’s  superior  nutritional 
balance  of  major  nutrients  and  their 
components  provides  highest  caloric 
efficiency.  Optimum  protein  and  min- 
eral content  assures  lowest  renal 
solute  load. 

Because  Optimil  is  so  similar  to 
human  milk  and  maintains  high  tis- 
sue levels  of  arachidonic  acid,  it  offers 
superior  caloric  efficiency  for  opti- 
mum growth.  The  protein  and  min- 
eral content  is  lower  than  that  of  any 
competitive  infant  formula.  Therefore 
the  osmolarity  of  Optimil  is  also  the 
lowest.  This  extended  formula  has 
demonstrated  its  ability  to  provide 
optimum  growth  in  comparative 
studies  with  leading  modified-milk 
infant  formulas. 


Optimil  is  available  for  your  specification  at  leading  drugstores 
in  the  new,  full  16-fluid-ounce  can.  Dilutes  1 to  1 with  water 
to  provide  a full  quart  of  formula,  a full  day's  supply. 

1.  Hepner,  R.,  et  al.:  Pediatrics  33:94,  1964.  2.  Hepner,  R.,  et 
al.:  Pediatrics  (to  be  published).  3.  Hansen.  A.  E..  et  al.:  Pedia- 
trics 31:171,  1963.  4.  Holman,  R.  T.:  Fed.  Proceed.  23:1062. 
1964.  5.  Holman,  R.  T..  et  al.:  Amer.  J,  Clin.  Nut.  14:83.  1964. 
6.  Young,  R.  J.,  and  Garrett,  R.  L.:  J.  Nut.  81:321,  1963.  7. 
Hepner,  R.:  “New  Perspectives  on  Nutritional  Aspects  of  Modi- 
fied Milk-Fat  Formulas,"  a colloquium  held  under  the  auspices 
of  The  Pediatric  Department,  Western  Reserve  University  School 
of  Medicine,  Cleveland,  Ohio,  Sept.  8,  1966.  8.  Carson,  M..  and 
Hart,  L.:  ibid.  9.  Nichols,  M.:  ibid. 


Optimil,  the  first  optimum-nutrition  infant  formula 


from  a world  leader  in  nutritional  research . . . 
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Kentucky  Physicians  Mutual,  Inc. 
Rural  Ky.  Medical  Scholarship  Fund 


When  the  talk  turns  to 
oral  contraceptives,  it  makes 
medical  sense  to  remember 
low-dose  Norinyl-1. 

(norethindronelmg.  c mestranol  0.05mg.) 

Turn  page  for  contraindications,  precautions  and  side  effects. 


Reduction  of  oral  contraceptive 
dosage  to  the  lowest  effective  levels  is 
a well-accepted  principle  of  conserva- 
tive medical  practice.  In  keeping  with 
this  view,  Norinyl  is  now  also  avail- 
able as  Norinyl-1,  containing  exactly 
one  half  the  previous  dosage  of 
norethindrone  and  mestranol.  Clinical 
experience  has  established  that  effec- 
tive fertility  control  can  be  achieved 
with  the  same  degree  of  reliability 
and  safety  with  new  Norinyl-1  when 
taken  as  directed. 

What  about  switching  patients  from 
higher  dosage  forms? 

In  transferring  patients  to  low-dose 
Norinyl-1  from  higher-dosage  oral 
contraceptives,  some  breakthrough 
bleeding  may  occur  in  the  early 
cycles.  In  the  majority  of  cases  the 
bleeding  episode  is  mild  and  self- 
limited. The  long-term  advantages  of 
the  lower  dosage  form  should  be 
weighed  against  the  inconvenience  of 
possible  breakthrough  bleeding  in 
the  individual  patient. 


Prescribing  Information 
Contraindications:  Patients  with  any 
symptoms  or  history  of  thrombo- 
phlebitis, pulmonary  embolism,  liver 
dysfunction  or  disease,  carcinoma 
of  breast  or  genital  organs,  or  un- 
diagnosed vaginal  bleeding. 
Warnings:  Discontinue  medication 
pending  examination  if  there  is  sud- 
den partial  or  complete  loss  of  vision, 
proptosis,  diplopia  or  migraine.  If 
examination  reveals  papilledema  or 
retinal  vascular  lesions,  medication 
should  be  withdrawn.  The  safety  of 
Norinyl-1  in  pregnancy  has  not  been 
demonstrated.  If  a patient  misses 
two  consecutive  periods,  pregnancy 
should  be  ruled  out  before  continu- 
ing the  medication.  If  she  has  not  ad- 
hered to  the  prescribed  schedule, 
pregnancy  should  be  considered  at 
the  first  missed  period.  Active  ingre- 
dients of  oral  contraceptives  have 
been  detected  in  the  milk  of  mothers 
who  received  these  drugs;  the  signifi- 
cance to  infants  has  not  been  de- 
termined. 

Precautions:  Pretreatment  physical 
should  include  examination  of  the 
breasts  and  pelvic  organs,  as  well  as 
a Papanicolaou  smear.  If  endocrine 
or  liver  function  tests  are  abnormal 
during  therapy,  repeat  tests  are  rec- 
ommended after  the  drug  has  been 
withdrawn  for  two  months.  Follow- 
ing administration  of  drug,  preex- 
isting uterine  fibromyomata  may 
increase  in  size.  Careful  observation 
and  caution  are  required  for  patients 
with  symptoms  or  history  of  epi- 
lepsy, migraine,  asthma,  cardiac  or 
renal  dysfunction,  cerebrovascular 
accident,  psychic  depression,  and 
diabetes.  In  cases  of  undiagnosed 
vaginal  bleeding,  adequate  diagnos- 
tic measures  are  indicated.  Possible 
long-term  effects  of  the  drug  on  pitu- 
itary, ovarian,  adrenal,  hepatic  or 
uterine  function  must  await  further 
studies.  The  physician  should  be 
alert  to  the  earliest  manifestations 
of  thrombophlebitis  and  pulmonary 
embolism.  The  drug  should  be  used 
judiciously  in  those  young  patients 
in  whom  bone  growth  is  not  com- 
plete. The  age  of  the  patient  consti- 
tutes no  absolute  limiting  factor, 
although  treatment  with  Norinyl-1 
may  mask  symptoms  of  the  climac- 
teric. The  pathologist  should  be 
advised  of  Norinyl-1  therapy  when 
relevant  specimens  are  submitted. 


Side  Effects;  The  following  have 
been  observed  with  varying  incidi 
in  patients  receiving  oral  contrao 
tives : nausea,  vomiting,  gastroini 
tinal  symptoms,  breakthrough 
bleeding,  spotting,  change  in 
menstrual  flow,  amenorrhea,  edei 
chloasma  or  melasma,  breast  ch, 
(tenderness,  enlargement  and 
secretion),  change  in  weight  (inc« 
or  decrease),  changes  in  cervical 
erosion  and  cervical  secretions, 
suppression  of  lactation  when  gi\ 
immediately  postpartum,  cholest 
jaundice,  migraine,  rash  (allergic) 
rise  in  blood  pressure  in  susceptil 
individuals,  mental  depression. 
Although  the  following  side  eHe 
have  been  reported  in  users  of  or 
contraceptives,  no  cause  and  effi 
relationship  has  been  establishei 
anovulation  posttreatment,  premi 
struallike  syndrome,  changes  in 
libido,  changes  in  appetite,  cystitii 
like  syndrome,  headache,  nervo' 
ness,  dizziness,  fatigue,  backache,"' 
hirsutism,  loss  of  scalp  hair, 
erythema  multiforme,  erythema 
nodosum,  hemorrhagic  eruption, 
itching.  The  following  occurrem 
have  been  observed  in  users  of  oi 
contraceptives  (a  cause  and  effect 
relationship  has  neither  been  esb 
lished  nor  disproved) : thrombo-1 
phlebitis,  pulmonary  embolism, 
neuroocular  lesions. 


The  following  laboratory  tests  i 
be  altered  by  the  use  of  oral  conti 
ceptives:  increased  sulfobromo- 
phthalein  and  other  hepatic  func 
tests,  coagulation  tests  (increase^ 
prothrombin,  factors  VII,  VIII,  I> 
and  X),  thyroid  function  (increas 
FBI  and  butanol  extractable  prot^ 
bound  iodine  and  decrease  in  T’ 
values),  metyrapone  test,  preg- 
nanediol  determination. 


norethindrone  — an  original  steroid  fronrt 
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Here's  why 

Norinyl-1  makes 
medical  sense. 


Untreated  Patient 


The  effectiveness  of  Norinyl-1  as  a 
low-dose  oral  contraceptive  may  be 
explained  by  its  possible  multiple 
action.  In  addition  to  its  primary 
action  of  suppression  of  ovulation, 

^ Norinyl-1  may  offer  additional  pro- 
tective mechanisms ...  (1)  creation  of 
a cervical  mucus  that  may  be  hostile 
to  sperm  penetration,  and  (2)  devel- 
opment of  an  endometrium  that  may 
be  out  of  phase  with  nidation. 

These  effects  are  illustrated  below. 

Norinyl-1  Patient 


\ ■ 

^ 

Cervical  mucus  at  midcycle  is  usually  thin  and  watery^  with 
Spinnbarkeit  (stretchability)  of  15  to  20  cm. 


Cervical  mucus  at  midcycle  is  scanty,  viscous  — with  Spinn 
barkeit  of  1 cm.  or  less. 


j|v .i- 


Spermatozoa  appear  healthy,  active,  freemoving. 


* « '• 


Immobile  spermatozoa  as  they  appear  in  cervical  mucus 
taken  from  patient  treated  with  Norinyl-1. 


Endometrium  of  untreated  patient  is  receptive  to  the  fertil-  Norethindrone  in  Norinyl-1  accelerates  secretory  phase,  sup 
ized  ovum  during  secretory  phase.  presses  glandular  and  vascular  development. 
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new  low  dose  of  time-proved  ingredients 
established  norethindrone/mestranol  ratio 
1 lower  patient  cost 


An  uncommon  steroid 
for  common  inflammatory  dermatoses 


In  everyday  topical  steroid 
therapy,  Synalar  produces  rapid 
resolution  of  inflammation  and 
itching  in  steroid-responsive 
dermatoses— and  at  relatively 
low  cost  to  the  patient. 

Advanced  molecular 
design  enhances  potency 

Synalar  combines  the  advantage 
of  earlier  corticosteroid  com- 
pounds with  unique  structural 
innovations.  As  a result,  prepara- 
tions of  Synalar  0.01%  and  Synalar 
0.025%  have  been  reported  to  be 
more  potent  topically  and  signifi- 
cantly more  effective  than  hydro- 


cortisone 1.0%. The  unique  fluo- 
cinolone  acetonide  molecule 
provides  one  of  the  most  useful 
topical  corticosteroids  for  every- 
day practice. 

Impressive  clinical 
results  in  a wide  range  of 
dermatologic  problems 

The  clinical  efficacy  of  Synalar 
has  been  extensively  documented 
in  the  world  literature.  Commonly 
encountered  diseases  such  as  al- 
lergic and  contact  dermatitis, 
eczematous  and  seborrheic  der- 
matitis, and  neurodermatitis  re- 
spond rapidly  to  Synalar,  often 


where  previous  therapy  with  other 
topical  corticosteroids  has  failed. 

Low  patient  cost 
for  wider  usefulness 

With  Synalar,  a high  degree  of 
efficacy  does  not  mean  high  price. 
And -a  small  quantity  goes  a long 
way.  Thus,  your  patients  can 
often  obtain  the  “economy”  of  a 
hydrocortisone  preparation  with 
the  proved  efficacy  of  a potent, 
truly  advanced  steroid. 


Synalar 

fluocinolone  acetonide 


For  everyday  topical  steroid  therapy 

Synalaraor^ 

fluocinolone  acetonide 

provides  economy  m two  practical  dosage  forms 


For  general  use,  the  most 
economical  and  widely  applicable 
concentration  of  Synalar  is  0.01% 
Cream  in  a water- washable,  van- 
ishing cream  base.  Synalar  Solu- 
tion 0.01%  is  especially  valuable  in 
dermatoses  involving  moist,  inter- 
triginous  areas  or  hairy  sites 
where  creams  and  ointments  do 
not  spread  or  penetrate  readily. 
Synalar  Solution  is  a unique 
dosage  form— clear,  nongreasy, 
cosmetically  elegant. 


Product  I rtformation 

Contraindications:  Tuberculous,  fungal,  and  most 
viral  lesions  of  the  skin  (including  herpes  simplex, 
vaccinia,  and  varicella).  Not  for  ophthalmic  use. 
Contraindicated  in  individuals  with  a history  of 
hypersensitivity  to  any  of  the  components. 
Precautions:  Synalar  preparations  are  virtually 
nonsensitizing  and  nonirritating.  However,  the 
solution  may  produce  burning  or  stinging  when 
applied  to  denuded  or  fissured  areas.  In  some  pa- 
tients with  dry  lesions,  the  solution  may  increase 
dryness,  scaling  or  itching.  Where  severe  local 
infection  or  systemic  infection  exists,  the  use  of 
systemic  antibiotics  should  be  considered,  based 
on  susceptibility  testing.  While  topical  steroids 
have  not  been  reported  to  have  an  adverse  effect 
on  pregnancy,  the  safety  of  their  use  on  pregnant 
females  has  not  absolutely  been  established. 
Therefore,  they  should  not  be  used  extensively  on 
pregnant  patients,  in  large  amounts,  or  for 


prolonged  periods  of  time.  Side  Effects:  Side 
effects  are  uncommon  with  topical  corticosteroidi. 
As  with  all  drugs,  however,  a few  patients  may 
react  unfavorably  to  Synalar  under  certain 
conditions.  In  such  cases  the  agent  should  be 
discontinued  and  appropriate  measures  taken. 
Availability:  Synalar  (fluocinolone  acetonide) 
Cream  0.025X  — 5.  1 5 and  60  Cm.  tubes  and  425 
Gm.  jars.  Cream  0.012  — 15,  45  and  60  Gm.  tubes 
and  120  Gm.  jars.  Solution  0.012  — 20  and  60  cc. 
plastic  squeeze  bottles.  Ointment  0.0252—  15  and 
60  Gm.  tubes.  Neo- Synalar*  (neomycin  sulfate 
0.52  [0.352  neomycin  base],  fluocinolone  acetonide 
0.0252)  Cream  — 5,15  and  60  Gm.  tubes. 
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If  hypothyroidism  leaves  your  patient  feeling  like  this... 


Letter®  provides  all  the  advantages 
of  the  synthetically  pure  chemical 
sodium  levothyroxine.  Dosage  is 
precise  and  potency  is  consistently 
uniform, 

and 

Letter®  is  micronized  to  provide  max- 
imum opportunity  for  full  absorption 
and  clinical  response. 

In  addition  Letter®  is  distinctively 
color  coded  with  an  identifying  num- 
ber stamped  on  each  tablet  to  pro- 
vide accurate  dosage  control. 


Indications:  Hypothyroid  conditions.  Contraindications: 
Thyrotoxicosis,  acute  myocardial  infarctions  unless  associated 
with  hypothyroidism.  In  hypothyroidism  with  hypoadrenalism 
coadministration  of  corticoids  with  LETTER®  is  recommend- 
ed. Precautions  and  Side  Effects:  Excessive  dosage  may 
result  in  diarrhea,  cramps,  palpitation,  nervousness,  rapid  pulse, 
sweating.  If  symptoms  appear,  discontinue  medication  for  sev- 
eral days,  then  reinstitute  at  a lower  level.  Since  myxedema 
patients  with  heart  disease  may  suffer  seriously  from  abrupt 
increases  in  dosage,  caution  should  be  exercised  in  adjusting 
dosage.  Dosage:  Generally,  the  initial  adult  dosage  is  0.1  mg. 
daily.  This  may  be  increased  in  small  increments  every  one  to 
three  weeks  until  proper  metabolic  balance  is  achieved.  Avail- 
able : Bottles  of  1 00  tablets,  in  six  potencies:  0.025  mg.  (violet), 
0.05  mg.  (peach),  0.1  mg.  (pink),  0.2  mg.  (green),  0.3  mg. 
(yellow),  and  0.5  mg.  (white). 


Synthetic  Thyroid  Replacement  Therapy 


consider 

LETTER* 

(SODIUM  LEVOTHYROXINE, 
ARMOUR)  TABLETS 


ARMOUR  PHARMACEUTICAL  COMPANY 


CHICAGO,  ILLINOIS 
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Indications:  ToUanW  is  recommended 
for  the  treatment  of  depressive  states 
of  diverse  psychopathology. 
Contraindications:  The  concomitant 
use  of  Tofranil  and  monoamine  oxi- 
dase inhibiting  (M.A.O.I.)  compounds 
is  contraindicated.  Hyperpyretic  crises 
or  severe  convulsive  seizures  may 
occur.  Potentiation  of  adverse  effects 
can  be  serious  or  even  fatal.  An  inter- 
val of  at  least  7 days  after  M.A.O.I. 
therapy  has  been  discontinued  should 
be  allowed  before  Tofranil  may  be  sub- 
stituted. Initial  Tofranil  dosage  should 
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The  Physician's  Role  in  Learning  Disorders 

Jo  Anne  Sexton,  M.D.* 

Frankfort,  Kentucky 


Many  of  the  acute,  life-threatening  pedi- 
atric problems  of  a generation  or  two  ago 
have  now  been  largely  conquered.  Learn- 
ing disorders,  or  school  failure  remain  as 
a perplexing  problem  to  physicians  caring 
for  school  age  children.  With  some  in- 
terest and  experience,  the  physician  can 
soon  familiarize  himself  with  the  various 
causes  of  school  failure. 

A GENERATION  or  two  ago  the  child 
who  showed  little  aptitude  for  learning 
j would  have  left  school  after  a few 

semesters  in  order  to  learn  a trade.  He  might 
I have  become  successful  as  a wage  earner  and 

^ member  of  his  community.  No  embarrassing 

j diagnostic  label  would  have  been  attached  to 

, his  poor  school  achievement. 

In  the  United  States  today  children  are  re- 
j quired  to  attend  school  until  their  mid-teens, 

i and  much  emphasis  is  placed  upon  school 

! progress.  Failure  to  pass  third  grade  reading 

i may  imperil  the  child’s  entire  school  career 

and  may  throw  parents  and  pupil  into  a state 
of  panic. 

When  school  problems  arise  the  family  may 
turn  first  to  the  child’s  physician.  All  too  often 
the  family  doctor  or  pediatrician  has  only  a 
j vague  concept  of  causes  and  types  of  learning 
I disorders.  He  may  be  at  a loss  as  to  how  to 
diagnose  the  problem,  or  to  know  where  the 
child  should  be  sent  for  help.  If  the  physician 
graduated  from  medical  school  as  much  as 

*Director,  Mental  Retardation  Program,  Department 
of  Health,  Frankfort 


eight  or  ten  years  ago  it  is  likely  that  he  was 
led  to  look  upon  learning  disorders  as  educa- 
tional problems,  hence  out  of  his  realm.  In- 
deed, some  medical  schools  today  are  glossing 
over  this  important  aspect  of  child  neurology. 
It  needs  to  be  stressed  anew  that  the  learning 
process,  being  a function  of  the  brain,  is  a 
physiological  process. 

Now  that  infectious  diseases  and  numerous 
other  life-threatening  disorders  of  childhood 
have  largely  been  conquered,  the  physician 
who  cares  for  children  has  an  opportunity  to 
broaden  his  interests  to  encompass  the  needs 
of  the  whole  child.  Certainly  few  activities  of 
the  school  age  child  are  as  time-consuming  or 
as  important  to  his  future  life  adjustment  as 
classroom  experiences.  The  doctor  who  fails  to 
consider  this  phase  of  his  patient’s  life  will  fall 
short  of  fulfilling  his  responsibility  to  the  pa- 
tient. Further,  he  will  be  depriving  himself  of 
an  opportunity  to  grapple  with  this  important, 
and  still  mysterious  question  of  how  normal 
children  learn,  and  why  deviations  in  the 
learning  process  occur. 

Although  the  evaluation  of  a child  for  learn- 
ing disorders  is  a time-consuming  process,  the 
physician  will  not  want  to  relegate  the  matter 
of  diagnosis  entirely  to  other  professionals  such 
as  teachers,  psychologists,  and  social  workers. 
Each  discipline  has  something  to  offer  to  the 
understanding  of  learning  problems.  The  med- 
ical aspects  of  learning  disorders  are  of  pri- 
mary importance,  however.  Unfortunately, 
there  are  too  few  pediatricians  and  neurologists 
with  knowledge  and  interest  in  this  field.  The 
family  doctor  must  become  involved  in  the 
problems  if  more  than  a fraction  of  children 
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with  learning  problems  are  to  receive  medical 
evaluations. 

Information  as  to  the  causes  of  learning  dis- 
turbances has  been  acquired  slowly.  This  is 
largely  due  to  the  fact  that  most  studies  of 
growth  and  development  follow  the  child  only 
through  infancy  or  to  school  age.  Somatic 
growth  is  given  primary  emphasis  over  mental 
and  social  development.  Most  combined  ob- 
stetric-pediatric conferences  consider  the  child 
only  while  he  remains  in  the  newborn  nursery. 
Babies  who  had  “problems”  during  the 
neonatal  period  are  generally  followed  for  only 
a few  months.  Although  it  is  now  known  that  a 
significant  number  of  these  who  appear  nor- 
mal at  one  or  two  years  of  age  will  have  trou- 
ble in  the  classroom,^  few  long-term  studies 
are  available  to  allow  for  cause  and  effect 
estimations. 

The  search  for  diagnostic  clues  in  children 
with  neurological  problems  is  a continuing 
process.  Hence,  most  of  the  following  “causes” 
of  learning  disorders  are  actually  symptoms. 
One  must  ask,  “Mental  retardation,  due  to 
what  cause?”  Similar  questions  must  be  asked 
of  all  these  diagnostic  labels.  With  this  reserva- 
tion in  mind,  the  more  common  direct  causes 
of  learning  disturbances  are  as  follows: 

( 1 ) Mental  retardation — estimated  3 per- 
cent of  all  children^^ 

(2)  Perceptual  problems 

( 3 ) Hyperactive,  distractible  behavior 

(4)  Epilepsy 

(a)  uncontrolled  seizures 

(b)  improperly  regulated  medication 

(5)  Motor  impairment 

( 6 ) Emotional  disturbances 

Mental  Retardation 

At  first  glance,  this  common  cause  of  learn- 
ing problems  would  appear  obvious.  It  is  true 
that  the  more  severely  retarded  children  have 
generally  been  identified  before  school  age. 
Frequently,  however,  the  diagnosis  of  mental 
retardation  is  not  suspected  by  the  parents  or 
doctor  of  the  child  who  is  mildly  limited.  The 
more  closely  the  child  approaches  the  norm, 
the  more  likely  he  is  to  function  adequately  in 
his  preschool  years.  Although  the  possibility 
of  mental  retardation  should  be  considered  in 
any  child  who  is  having  trouble  with  his  school 
subjects,  this  possibility  may  not  dawn  upon 
those  responsible  for  his  care  until  after  he 
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has  failed  two  or  three  grades.  By  then  emo- 
tional disturbances  may  have  arisen  as  the  re- 
sult of  repeated  failure.  By  this  time,  parents, 
teachers  and  physicians  have  usually  over- 
looked some  important  diagnostic  clues. 

The  need  for  early  diagnosis  of  mental  re- 
tardation is  evident.  Early  parental  acceptance 
of  the  problem  and  proper  school  placement 
are  necessary  if  emotional  disorders  are  to  be 
avoided.  If  the  child  wastes  two  or  three  years 
of  his  school  life  in  an  unsuitable  classroom 
setting,  his  opportunity  for  maximum  educa- 
tional benefits  is  not  provided.  He  will  then 
fail  to  achieve  as  expected  for  his  mental  age. 

It  is  estimated  that  85  percent  of  all  re- 
tarded children  are  in  the  mildly  retarded  or 
educable  category. “ These  children  usually  do 
poorly  in  a regular  classroom.  Most  of  these 
can,  with  appropriate  educational  facilities,  ac- 
quire the  equivalent  of  several  years  of  ele- 
mentary education. 

As  with  other  medical  conditions,  diagnosis 
of  mental  retardation  begins  with  complete 
history  and  physical  examination.  In  many 
pediatric  histories,  detailed  consideration  of 
prenatal  course,  delivery,  and  developmental 
“milestones”  is  often  omitted.  “Growth  and  de- 
velopment” is  too  often  interpreted  as  somatic 
growth,  while  the  more  important  subject  of 
mental  and  neurological  development  is 
glossed  over. 

The  physician  will  want  to  familiarize  him- 
self with  several  of  the  important  development- 
al milestones.  Some  excellent  texts  are  avail- 
able on  the  subject. Knowledge  of  normal 
time  of  appearance  of  social  smile,  head  con- 
trol and  the  further  developmental  accomplish- 
ments will  enable  the  doctor  to  know  when 
closer  observation  or  further  evaluation  may 
be  in  order.  It  is  important  to  record  these 
milestones  on  the  child’s  chart  so  that  undue 
delay  in  suspecting  correctable  defects,  such 
as  deafness  or  visual  disturbances,  does  not 
occur.  If  the  child  is  retarded,  he  can  be  placed 
in  a suitable  classroom  setting  from  the  begin- 
ning of  hi,  school  career.  I 

Perceptual  Problems 

Perceptual  problems  are  usually  discussed  in 
association  with  children  of  normal  overall  in-  1 
telligence.  Obviously,  the  retarded  child  may 
also  do  relatively  worse  in  certain  areas  of 
learning  than  in  others.  For  educational  pur- 
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poses,  the  “perceptually  handicapped  child”  is 
generally  defined  as  the  child  with  normal  IQ 
scores,  but  with  specific  learning  problems. 

Much  confusion  has  arisen  as  to  these  com- 
mon types  of  learning  problems.  One  outstand- 
ing pitfall  is  the  tendency  to  place  all  per- 
ceptually handicapped  children  in  the  same 
category.  Since  the  pioneering  work  of  Lehti- 
nen  and  Strauss,-®  there  has  been  a regrettable 
tendency  to  ascribe  a variety  of  symptoms  to 
all  children  with  perceptual  problems.  In  some 
instances  this  grouping  of  symptoms  is  little 
more  logical  than  saying.  “All  patients  with 
pneumonia  have  brown  eyes”. 

Some  symptoms  indiscriminately  attributed 
to  the  pupil  with  perceptual  problems  include: 
hyperactive,  distractible  behavior 
incomplete  hand  dominance 
poor  coordination 
visual-motor  problems 
emotional  lability 

A child  with  perceptual  problems  may  have  all 
or  none  of  the  above  symptoms. 

Our  knowledge  of  how  normal  children 
learn  is  still  rudimentary.  It  is  stated  that  we 
learn  through  three  major  pathways:  the  vis- 
ual, the  auditory,  and  the  kinesthetic.  The 
pupil  may  have  difficulty  learning  in  one  or 
more  of  these  pathways.  Manifestations  of  his 
learning  disability  depend  upon  which  learn- 
ing pathway  is  primarily  defective. 

A.  Visual  Perception 

The  visual  pathway,  for  most  of  us,  is  the 
most  important  channel  of  learning.  This 
modality  includes  not  only  vision  per  se,  but 
visual  perception  and  visual  memory.  It  is 
closely  allied  with  visual-motor  coordination. 

Visual  perception  allows  an  individual  to  see 
parts  as  a whole,  and  to  distinguish  the  im- 
portant figure  in  a scene  or  picture  from  the 
background.  Visual  memory  enables  him  to  re- 
member patterns  and  visual  symbols.  Both  at- 
tributes are  necessary  to  the  child  if  he  is  to 
learn  to  read.  It  would  appear  that  the  Chi- 
nese or  Japanese  child,  who  must  memorize 
hundreds  of  visual  symbols  in  order  to  read, 
must  develop  an  excellent  visual  memory.  The 
child  who  has  difficulty  remembering  patterns 
of  the  printed  word  is  sometimes  called  “word- 
blind”. 

It  is  possible  to  get  a clue  to  visual  per- 
ceptual problems  by  having  the  child  do  a 
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few  simple  paper  and  pencil  tests.  These  in- 
clude asking  him  to  write  his  name,  the  alpha- 
bet (depending  on  the  age  of  the  child),  and 
numbers  to  20  and  to  draw  a person.  He  may 
be  asked  to  copy  simple  geometric  figures,  or 
Bender-Gestalt  drawings  may  be  given.^  The 
pupil  with  difficulty  in  this  realm  tends  to  re- 
verse letters  and  numbers  and  to  distort  draw- 
ings. 

In  the  experience  of  this  author,  visual  per- 
ceptual problems  are  more  often  associated 
with  a history  of  cerebral  insult  and  with  ob- 
jective signs  of  neurological  impairment  than 
are  the  other  perceptual  problems.  Related 
symptoms,  such  as  hyperactivity,  poor  coordi- 
nation, incompletely  developed  hand  domi- 
nance, and  visual  disturbances  may  be  present. 
Although  visual  pathway  problems  are  proba- 
bly not  as  common  as  some  of  the  other  per- 
ceptual problems,  they  are  apparently  more 
widely  recognized  than  the  other  perceptual 
disorders.  From  reading  literature  and  attend- 
ing conferences  on  the  subject,  one  gets  the  im- 
pression that  many  educators  and  psycholo- 
gists are  thinking  solely  of  this  disorder  when- 
ever they  use  the  term  “perceptual  handicap”. 
Tests  which  are  given  to  identify  children  with 
perceptual  problems  often  appear  to  check 
only  visual  memory  and  perception,  and  vis- 
ual-motor skills. 

Special  education  classes  will  be  needed  for 
most  children  with  visual  perceptual  problems. 
Attention  should  be  given  to  related  medical 
disorders,  such  as  visual  disturbances  or  hyper- 
active, distractible  behavior.  Medication  is  of- 
ten of  considerable  benefit  in  the  latter  condi- 
tion, as  will  be  discussed  later. 

B.  Auditory  Perception 

The  auditory  pathway  is  also  a very  im- 
portant channel  for  learning.  It  involves  con- 
siderably more  than  auditory  acuity.  Auditory 
perception  relates  to  the  ability  to  distinguish 
points  in  tone  and  sound.  This  skill  is  required 
if  the  child  is  to  learn  phonics  readily.  Audi- 
tory memory  is  essential  for  memorization,  a 
frequently  utilized  step  in  the  early  stages  of 
learning. 

It  is  not  clear  how  auditory  perception  and 
memory  relate  to  intelligence.  A child  may  have 
excellent  rote  memory  without  necessarily  hav- 
ing high  grade  intelligence.  Indeed,  the  retard- 
ed child  may  utilize  rote  memory  to  compen- 
sate for  the  fact  that  he  may  be  poor  in  ab- 
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stract  reasoning.  There  does  not  seem  to  be 
conclusive  evidence  that  children  with  audi- 
tory pathway  problems  are  necessarily  “brain 
damaged”  in  the  usual  sense  of  the  term.  In 
contrast  to  the  “usual”  child  with  visual  per- 
ceptual problems,^'  the  child  with  auditory 
pathway  difficulty  may  be  calm,  well-integrat- 
ed in  personality,  agile,  and  well-coordinated. 
When  behavior  problems  occur,  they  may  be 
due  to  the  stress  of  repeated  school  failure 
rather  than  to  a psychiatric  disorder.  This 
problem  often  runs  in  families,  and  is,  in  the 
author’s  experience,  four  or  five  times  as  com- 
mon in  boys  as  in  girls.  It  is  sometimes  given 
the  confusing  term  “familial  dyslexia”. 

Auditory  perceptual  problems  may  not  be- 
come apparent  until  the  child  is  in  the  second 
or  third  grade.  In  the  first  grade  he  may  ac- 
quire most  of  his  reading  vocabulary  by  sight, 
or  by  utilization  of  visual  memory.  As  reading 
vocabulary  becomes  larger  and  the  complicat- 
ed factors  of  -ed  and  -ing  endings  have  to  be 
dealt  with,  the  child  will  show  increasing  read- 
ing difficulty.  Since  spelling  involves  utiliza- 
tion of  rote  memory  and  phonics,  the  child 
with  poor  auditory  memory  and  poor  auditory 
perception  will  show  his  greatest  difficulty  in 
this  subject. 

Auditory  memory  (immediate  auditory  re- 
call ) can  be  roughly  checked  by  asking  the 
patient  to  repeat  numbers,  words  or  phrases. 
He  can  be  asked  to  write  a sentence  from  dic- 
tation; for  example,  “The  little  boy  threw  the 
ball  across  the  river”.  If  handicapped  in  this 
modality,  he  will  misspell  simple  words  and 
will  have  to  ask  for  parts  of  the  sentence  to  be 
repeated.  Although  he  may  show  good  visual 
motor  performance,  with  individual  letters 
written  correctly,  he  will  have  trouble  remem- 
bering the  alphabet,  and  may  have  to  resort 
to  the  “alphabet  song”  or  may  have  to  keep 
going  back  to  the  first.  His  reading  performance 
shows  some  characteristic  features.  He  may 
confuse  simple  words  such  as  “of”  and  “for.” 
He  will  often  confuse  words  with  similar  mean- 
ing. but  dissimilar  sounds.  For  example,  he 
may  say  “dinner”  for  “supper”;  may  say  “win- 
dow” for  “glass”. 

Although  these  children  would  probably 
have  gone  through  school  as  mediocre  readers 
and  spellers  in  previous  generations,  they  will 
be  seriously  penalized  in  their  school  careers 
today  unless  given  the  benefit  of  remedial 


reading  programs  or  other  educational  aids. 
This  disorder  appears  more  amenable  to  spe- 
cial educational  therapy  than  most  of  the  other 
learning  disorders. 

C.  Kinesthetic  Sense 

Kinesthetic  sense  is  usually  understood  to 
include  those  functions  having  to  do  with  mus- 
cle sense,  sense  of  position,  body  image  and 
related  temporal-spatial  concepts.  It  is  postu- 
lated that  these  functions  reside  in  the  non- 
dominant cerebral  hemisphere.  Theoretically, 
then,  one  would  expect  the  child  with  left 
hemiparesis  to  have  kinesthetic  perceptual 
problems.  This  association  has  been  noted.®’'® 
However,  some  children  with  hemiparesis  show 
no  evidence  of  perceptual  problems. 

Kinesthetic  pathway  problems  may  exist  in 
“pure”  form,  or  may  be  seen  in  association 
with  one  of  the  other  perceptual  problems.  The 
child  so  handicapped  may  also  have  difficulty 
with  abstract  reasoning.  He  may  or  may  not 
show  objective  evidence  of  “brain  damage”. 

Neurological  examination  of  children  with 
perceptual  problems  should  include  testing  of 
position  sense,  two-point  discrimination,  and 
figure  writing  on  the  palm  in  addition  to  other 
sensory  tests.  The  patient  should  be  given 
problems  of  two  column  addition.  He  will  show 
confusion  as  to  which  column  to  add  first.  He 
will  therefore  have  encountered  difficulty  in 
arithmetic  by  the  time  “carrying”  and  “bor- 
rowing” are  introduced.  He  may  have  difficul- 
ty in  reasoning  out  a simple  problem  like,  “If 
you  had  six  pieces  of  candy  and  gave  two  to 
your  sister,  how  many  pieces  would  you  have 
left?”  Because  of  his  confusion  in  direction  and 
time-space  concepts,  he  will  usually  do  poorly 
in  geography.  When  shown  a map  of  the  Unit- 
ed States,  he  may  be  unsure  which  side  is  east, 
and  whether  the  Pacific  Ocean  should  go  on 
the  right  or  left  hand  side  of  the  page. 

It  should  be  emphasized  that  the  foregoing 
paragraphs  are  an  over-simplification  of  the 
complex  subject  of  perceptual  disorders.  Per- 
ceptual problems  are  manifested  differently  in 
each  child  and  educational  therapy  will  de- 
pend upon  the  nature  of  the  child’s  problem. 
The  variety  of  these  disorders  makes  their 
study  more  challenging  to  physician,  educator, 
and  psychologist. 

Hyperactivity 

Hyperactive,  distractible  behavior  can  occur 
in  association  with  a variety  of  neurological 


40 


January  1968  • The  Journal 


The  Physician’s  Role  in 

disturbances  of  childhood.  The  child  with 
“brain  damage”  due  to  any  cause  may  show 
this  unpleasant  symptom.  In  some  children, 
erratic,  distractible  behavior  may  be  the  only 
symptom  of  cerebral  dysfunction.  However, 
this  disorder  may  be  sufficient  to  seriously  in- 
terfere with  the  child’s  ability  to  learn  and 
may  result  in  his  being  banished  from  the 
classroom. 

Hyperactivity  can  be  a manifestation  of  emo- 
tional disturbance.  However,  it  is  usually  of  a 
different  type  from  the  hyperactivity  of  the 
brain  injured  child.  Careful  observation  will 
usually  distinguish  the  two. 

History  of  difficult  delivery  or  other  cerebral 
insult  may  be  obtained  in  the  hyperactive  child. 
He  may  have  been  irritable,  with  poor  sleep 
habits  since  birth,  or  he  may  have  first  shown 
the  disorder  when  he  began  to  walk.  The 
mothers  complain  that  these  children  seem  to 
remain  in  the  “toddler”  stage  for  a prolonged 
period  of  time.  They  do  not  profit  from  in- 
struction, are  heedless  of  danger,  and  are  from 
one  activity  to  another.  Fortunately,  the  hy- 
peractivity tends  to  clear  in  the  pre-adolescent 
years.  Some  children  who  were  previously  hy- 
peractive appear  completely  normal  in  be- 
havior and  activity  by  the  time  they  reach  their 
teens. 

Medication  is  often  quite  helpful  in  enabling 
the  child  to  adjust  to  school.  The  purpose  of 
medication  is  to  slow  the  child’s  driving  energy 
so  that  he  can  respond  to  routine  and  lengthen 
his  attention  span.  It  is  undesirable  to  produce 
over-sedation,  mental  sluggishness,  or  a 
“drugged”  state  in  the  child.  The  physician 
should  familiarize  himself  with  several  drugs 
which  are  generally  useful  for  such  children, 
as  there  is  no  pat  rule  as  to  which  child  will 
do  well  on  which  drug.  Each  article  in  the 
medical  literature  suggests  a different  thera- 
peutic regimen.  Some  which  have  been  found 
by  the  author  to  be  useful  are : 

a)  Dilantin  (R) — 5-8  mg/kg/day  in  two  or 
three  divided  doses.  This  drug  is  bene- 
ficial to  a number  of  hyperactive  chil- 
dren even  though  there  is  no  history  of 
seizures. 

Although  one  would  expect  this  drug  to 
be  more  useful  in  children  with  abnor- 
mal EEG  findings,  there  does  not  ap- 
pear to  be  a direct  correlation. 
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b)  Thorazine  (R) — This  drug  has,  in  the 
author’s  experience,  been  more  useful 
than  any  of  the  other  “tranquilizers”. 
This  could  be  because  of  greater  experi- 
ence with  this  drug.  Ten  to  25  mg.,  two 
or  three  times  a day  is  usually  adequate 
for  the  school  child;  exact  dosage  must 
be  tailored  to  the  individual. 

3)  Dexedrine  (R) — This  drug  is  usually 
either  of  dramatic  effect  after  only  a 
short  trial  period,  or  is  aggravating  to 
the  child’s  symptoms.  Five  to  10  mg. 
spansules  one  or  two  times  a day  have 
been  tried,  though  considerably  larger 
doses  have  been  used  in  some  centers. 

d)  Phenobarbital  — Barbiturates  are  men- 
tioned only  to  be  condemned.  If  given 
in  a large  enough  dose  to  “slow  the 
child  down”,  they  usually  have  sufficient 
sedative  effect  to  produce  physical  and 
mental  sluggishness.  The  latter  is  partic- 
ularly undesirable  to  the  school  child. 

The  barbiturates  have  a paradoxical  ef- 
fect on  many  children,  being  accom- 
panied by  irritability,  hyperactivity,  and 
emotional  lability.  These  side  effects  lim- 
it their  usefulness  in  the  treatment  of 
convulsive  disorders,  as  well  as  treatment 
of  behavior  problems. 

A variety  of  other  “tranquilizers”  and  re- 
lated drugs  have  been  tried.  One  major  point 
to  remember  is  to  try  one  drug  for  an  adequate 
period  (about  a month  unless  undesirable  side 
effects  are  noted)  before  switching  to  another. 
It  is  well  to  obtain  the  teacher’s  opinion,  as 
well  as  that  of  the  mother,  in  deciding  whether 
medication  has  been  helpful.  Too  often  this  de- 
tail is  overlooked.  Not  only  is  the  teacher’s 
observation  helpful,  but  she  will  usually  ap- 
preciate being  consulted  in  this  way  and  will 
prove  a valuable  and  sympathetic  ally  in  the 
treatment  of  the  child. 

Epilepsy 

The  subject  of  treatment  of  childhood  seiz- 
ure disorders  is  a complex  one  and  beyond  the 
scope  of  this  paper.®  Two  complications  of 
epilepsy,  in  the  child  with  normal  learning  po- 
tential, are  sometimes  detrimental  to  the  men- 
tal functioning  of  the  school  child. 

Uncontrolled  epilepsy  may  be  associated 
with  mental  torpor.  The  child  may  be  in  a 
sub-clinical  seizure  state  much  of  the  time.  The 
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doctor  should  be  alert  to  this  possibility  any 
time  an  epileptic  child’s  teacher  reports  that 
he  appears  dazed  or  “in  another  world”  at 
times. 

Some  physicians,  in  their  zeal  to  prevent 
epileptic  attacks,  lose  sight  of  the  overall  func- 
tioning of  the  child,  and  render  him  stuporous. 
It  is  not  uncommon  to  see  a child  who  has 
been  thought  to  be  retarded,  only  to  learn  that 
he  is  mentally  obtunded  from  the  use  of  ex- 
cessive amounts  of  barbiturates  and  other  anti- 
convulsants. Simple  changes  in  therapeutic  reg- 
imen can  allow  the  pupil  to  function  normally 
again. 

Dilantin  overdosage  results  in  the  well- 
known  symptoms  of  ataxia,  nystagmus,  and 
nausea.  These  symptoms  have  occasionally  led 
the  unwary  physician  to  suspect  brain  tumor 
or  degenerative  disease  in  the  child  with  Dilan- 
tin overdosage.  Although  this  drug  is  felt  by 
the  author  to  be  the  single  most  effective  drug 
in  the  treatment  of  childhood  epilepsy,  and 
one  relatively  free  from  side  effects,^  overdos- 
age is  to  be  deplored.  There  is  evidence  to 
suggest  that  permanent  cerebellar  damage  may 
result  from  prolonged  Dilantin  overdosage. 

Many  physicians  tend  to  “give  up”  on  seiz- 
ure control  if  the  first  two  or  three  drugs  tried 
do  not  produce  the  desired  effects.  In  addition 
to  diphenylhydantoin  and  various  barbitu- 
rates, the  succinimides,  oxazolidinediones  aceta- 
zolamide  and  others  may  be  useful.'*  Side  ef- 
fects should  be  famliar  to  the  physician  so  that 
they  can  be  recognized  early. 

Motor  Impairment 

The  plight  of  the  child  with  spastic  quadri- 
paresis  or  overt  “cerebral  palsy”  is  obvious  to 
all.  There  is  not  a sharp  line  of  demarcation 
between  “cerebral  palsy”,  incoordination  and 
normal  motor  function.  Children  who  are 
clumsy,  poorly  coordinated  or  “mal-adroit” 
should  not  be  penalized  unduly  for  their  handi- 
cap. Hand-writing  and  physical  education  en- 
deavors will  tend  to  suffer  most. 

Much  good  has  doubtlessly  come  of  the  in- 
terest which  educators  have  shown  in  the  child 
with  minimal  brain  dysfunction.  Their  findings 
have  served  to  remind  us  all  that  the  brain 
functions  as  a unified  whole,  and  that  the 
clumsy  child  may  also  be  the  child  with  learn- 
ing problems.  However,  this  conclusion  does 
not  necessarily  follow. 


Physicians  realize  that  there  is  no  invariable 
correlation  between  motor  and  mental  func- 
tioning. The  child  with  cerebral  palsy  may 
have  a brilliant  mind,  with  a record  of  excel- 
lent school  achievement.  The  mentally  defici- 
ent youngster  may  be  unexpectedly  agile.  The 
doctor  can  temper  occasional  over-enthusiasm 
of  educators  who  may  tend  to  place  undue  em- 
phasis on  programs  stressing  physical  agUity. 
One  child  was  about  to  be  retained  in  the 
first  grade  because  she  had  not  mastered  rope 
jumping!  Such  illogical  extensions  of  this  school 
of  thought  do  exist.  One  must  have  reserva- 
tions about  carryover  from  improvement  in 
motor  functioning  to  academic  performance, 
while  endorsing  physical  fitness  and  improved 
coordination  in  general. 

Emotional  Disturbance 

It  is  common  practice  for  children  with 
learning  disabilities  to  be  labelled  as  “emotion- 
ally disturbed”.  Rather,  the  child  who  is  other- 
wise normal  may  become  disturbed  as  the  re- 
sult of  his  school  failure.  Careful  investigation 
will  usually  show  that  emotional  and  behavior 
problems  in  many  of  these  children  were  the 
result  of,  not  the  cause  of,  the  poor  school 
progress.  One  often  hears  that  Rusty  is  “just 
lazy”,  or  Johnny  is  “all  boy”,  or  that  Sally 
merely  “does  not  like  school”.  These  super- 
ficial pronouncements  do  more  harm  than 
good.  Closer  investigation  will  usually  separate 
the  children  with  learning  disorders  from  the 
much  rarer  group  of  children  who  fail  to  learn 
because  of  emotional  disorders. 

Conclusion 

Causes  of  learning  disorders  are  legion.  The 
one  best  equipped  to  come  to  a scientific  un- 
derstanding of  the  problem,  and  to  correlate 
the  various  disciplines  involved  in  this  subject, 
is  the  physician.  With  a modest  amount  of 
study  and  experience  in  this  field,  he  will  soon 
find  that  he  is  “expert”  among  his  colleagues. 
He  is  then  ready  to  expand  his  knowledge  in 
this  fascinating  area,  and  to  help  the  total 
needs  of  the  child. 

Summary 

One  of  the  most  common  problems  for 
which  a school  age  child  is  brought  to  his 
physician  is  that  of  learning  disability.  Until  re- 
cent years,  this  difficulty  was  not  considered 
(Continued  on  Page  89) 


42 


January  1968  • The  Journal  of 


Experience  with  the  Technique  of  Pituitary 
Freezing  As  a Means  of  Destruction 
of  the  Glandt 

William  W.  Winternitz,  M.D.,*  James  A.  Maddy,  M.D..** 
Charles  B.  Wilson,  M.D..***  and  Horace  Norrell.  M.D.**** 

Lexington.  Kentucky 


Experience  with  cryohypophysectomy  is 
reviewed.  Forty-four  patients  underwent 
the  procedure  in  the  treatment  of  cancer 
of  the  breast  and  prostate,  diabetic  retin- 
opathy, and  selected  functioning  and 
non-ftmctioning  pituitary  tumors. 

OVER  the  past  two  years  we  have  ac- 
quired considerable  experience  with  the 
technique  of  cryohypophysectomy  in  a 
number  of  clinical  circumstances.  Stereotaxic 
placement  of  a freezing  probe  has  provided  a 
relatively  safe  and  usually  effective  means  of 
destroying  the  contents  of  the  sella  turcica. 

Indications  For  Hypophysectomy 

Carcinoma  of  the  Breast 

Hypophysectomy  in  recurrent  inoperable 
carcinoma  of  the  breast  has  been  a recognized 
form  of  palliation  for  many  years.  In  the  pre- 
menopausal patient,  hypophysectomy  may  be 
followed  by  a remission  of  the  tumor,  particu- 
larly if  the  patient  has  had  a previous  response 
to  oophorectomy.  In  these  circumstances  a 
third  to  a half  of  the  patients  will  obtain  a 
second  remission  following  pituitary  ablation. 

' Post-menopausal  patients  are  likely  to  benefit 

I from  hypophysectomy  if  they  have  previously 

demonstrated  a response  to  estrogen  therapy. 
Approximately  one-third  of  post-menopausal 
patients  may  have  regression  of  tumor  after 
this  procedure  and  the  percentage  may  be 
greater  if  they  are  selected  on  the  basis  of 
previous  response  to  estrogen  therapy.^  Un- 
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fortunately  there  are  no  adequate  methods  for 
predicting  the  response  of  the  individual  pa- 
tient to  this  procedure. 

Carcinoma  of  the  Prostate 

Hypophysectomy  has  been  less  extensively 
tried  in  cancer  of  the  prostate  and  there  are  no 
extensive  series  reported.  As  in  the  case  of 
breast  cancer,  our  indication  for  cryohypophy- 
sectomy was  the  development  of  progressive 
disease  following  endocrine  therapy  (orchiec- 
tomy and  estrogen  administration).  We  did  not 
limit  hypophysectomy  to  those  who  had  shown 
a response  to  previous  endocrine  manipulation, 
although  these  patients  are  the  most  likely  to 
benefit  from  the  procedure. 

Response  to  Operation 

The  effect  of  the  operation  in  all  patients 
with  cancer  was  judged  by  subjective  and  ob- 
jective response.  These  include  relief  of  pain, 
weight  gain,  improved  blood  picture,  decreased 
bone  metastases,  decreased  soft  tissue  masses, 
diminution  of  pleural  or  pericardial  effusions, 
shrinking  of  the  primary  tumor,  relief  of  com- 
pression symptoms  on  nerve  trunks,  spinal 
cord,  gastrointestinal  tract,  ureters,  blad- 
der, etc. 

Diabetic  Retinopathy 

Severe  diabetic  retinopathy  is  known  to  im- 
prove following  partial  or  complete  destruction 
cf  the  pituitary  gland.  Response  is  sometimes 
dramatic  and  in  50  to  75%  of  selected  cases, 
progress  of  the  lesion  can  be  arrested.-  Neo- 
vascular  proliferation  and  development  of  new 
hemorrhages  are  particularly  susceptible  to  im- 
provement following  hypophysectomy.  Patients 
must  be  carefully  selected  to  avoid  unneces- 
sary surgery.  Criteria  usually  set  are:  presence 
of  progressive  retinal  disease  with  some  sal- 
vageable vision,  the  absence  of  overwhelming 
disease  of  other  organs,  and  the  ability  of  the 
patient  to  cooperate  in  the  course  of  post-opera- 
tive management.  The  availability  of  a rela- 
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lively  non-trauniatic  procedure  for  pituitary 
destruction  facilitates  the  treatment  of  some 
diabetics  who  might  tolerate  craniotomy  poor- 
ly. Thus  the  criteria  for  this  procedure  may  be 
somewhat  relaxed  (experimentally  at  least) 
because  of  the  greatly  reduced  difficulty  of 
post-operative  control  following  trans-sphenoi- 
dal  cryohypophysectomy. 

Pituitary  Tumors 

Selected  patients  with  functioning  pituitary 
tumors  with  resultant  Cushing’s  disease  or 
acromegaly  are  candidates  for  pituitary  de- 
struction by  freezing  or  other  techniques.  In 
cases  of  excessive  adrenal  secretion  due  to  a 
pituitary  disorder,  particularly  when  associated 
with  evidence  of  an  intrasellar  tumor,  logical 
therapy  is  directed  to  the  pituitary  gland.  If 
irradiation  of  the  gland  fails  to  control  the  dis- 
order, the  more  drastic  procedure  of  hypophy- 
sectomy  is  indicated.  Acromegaly  has  also 
traditionally  been  treated  by  an  irradiation  of 
the  pituitary  gland,  but  recent  studies  employ- 
ing specific  growth  hormone  assays  have 
shown  that  in  many,  if  not  most  instances, 
destruction  of  the  functioning  tumor  is  incom- 
plete and  acromegaly  continues  although  in  a 
somewhat  less  active  form.^  A safe  and  if  pos- 
sible selective  method  of  pituitary  destruction 
is  probably  the  first  treatment  of  choice  in 
most  cases  of  active  acromegaly. 

Techinque  Of  Cryohypophysectomy 

This  technique  was  first  developed  by  Rand^ 
and  has  been  adequately  described  in  previous 
publications.®  Procedure  is  carried  out  under 
local  anesthesia  with  the  head  held  in  a stereo- 
taxic frame.  Position  of  the  probe  is  controlled 
by  x-rays  in  the  horizontal  and  vertical  planes. 
Freezing  is  carried  out  at  a temperature  of 
. — -185°  C for  the  desired  period  of  time.  Tissue 
can  be  removed  prior  to  freezing  through  a 
biopsy  needle  designed  for  this  purpose.  Ade- 
quate specimens  from  all  tumors  have  been 
obtained  in  this  manner.  Post-operatively  the 
patient  is  cautioned  against  nose  blowing  and 
activity  is  somewhat  reduced  for  a day  or  so, 
but  is  in  general  unrestricted.  Adrenal  steroid 
replacement  is  started  at  the  time  of  operation 
and  continued  parenterally  for  24-48  hours  and 
then  by  oral  administration  with  decreasing 
doses  to  a maintenance  level  of  cortisone  37.5 
mgs.  daily.  A single  midline,  15  minute  lesion 


has  proved  adequate  for  satisfactory  functional 
ablation  of  the  pituitary  gland  in  most  in- 
stances. The  two  most  frequent  complications 
of  the  procedure  in  our  hands  have  been  dia- 
betes insipidus  (usually  temporary)  and  cere- 
brospinal fluid  rhinorrhea. 

Pre-  and  Post-Operafive  Studies 

All  patients  underwent  pre-  and  post-opera- 
tive tests  of  endocrine  function  as  well  as  ap- 
propriate clinical  studies  to  evaluate  the  effects 
of  hypophysectomy.  Routine  studies  were  as 
follows:  corticotrophin  (ACTH)  function 

by  determination  of  plasma  hydrocortisone 
level  (A.M.  and  P.M.),  urinary  17-ketogenic 
and  17-ketosteroid  excretion,  and  response  to 
metyrapone;  thyrotrophin  (TSH)  function  by 
means  of  protein-bound  iodine  (FBI)  and  the 
24  hour  uptake;  gonadotrophins  by  bioas- 
say of  urinary  follicle-stimulating  hormone 
(FSH);  growth  hormone  (STH)  by  immuno- 
assay in  the  fasting  state  and  in  response  to 
insulin-induced  hypoglycemia.  Glucose  toler- 
ance tests  were  routinely  carried  out  pre-  and 
post-operatively. 

Following  operation  the  above  function 
studies  were  repeated.  The  patients  were  with- 
drawn from  steroid  support  as  soon  as  their 
post-operative  condition  became  stable,  usual- 
ly in  two  or  three  days.  Plasma  and  urinary 
steroids  and  clinical  status  were  followed  care- 
fully. If  adrenal  collapse  had  not  ensued  in 
four  to  five  days,  metyrapone  was  adminis- 
tered. If  the  patient  withstood  adrenal  steroid 
withdrawal  and  metyrapone  administration 
without  definite  clinical  adrenal  insufficiency, 
he  was  judged  to  be  incompletely  hypophysec- 
tomized,  although  in  some  instances  urinary 
and  plasma  levels  of  corticosteroids  ap- 
proached zero.  The  FBI,  uptake,  and  FSH 
levels  were  followed  at  intervals  of  one  week, 
one  month,  and  one  to  two  months  thereafter, 
until  the  FBI  was  below  3.5  micrograms  per- 
cent and  the  P®^  uptake  persistently  below 
10%.  The  FSH  was  repeated  until  demon- 
strated to  be  persistently  zero  mouse  units. 
(Table  1 ) 

Results 

Forty-four  patients  underwent  hypophysec- 
tomy between  June,  1965,  and  June,  1967. 
The  majority  (36)  had  wide-spread  carcinoma 
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TABLE  1 

CRITERIA  FOR  INSUFFICIENCY  (I) 

ACTH  - I = Adrenol  crisis  following  steroid  withdrawal 
with  metyrapone  administration  if  necessary. 
Plasma  and  urinary  corticosteroid  levels  at 
or  near  O during  this  period. 

TSH  - I = l“"  less  10%,  PBI  less  than  3.5  meg  % 

or  both. 

FSH  - I = O m.u./24  hr. 

STH  - I = 2 millimicrograms/ ml.  or  less  with  failure  to 
rise  following  hypoglycemic  stimulus. 

of  the  breast  or  prostate.  The  remainder  had 
pituitary  tumors  or  diabetes  mellitus  with  reti- 
nopathy. (Table  2) 

TABLE  2 

INDICATIONS  FOR  HYPOPHYSECTOMY 


(June,  1965  - March,  1967) 

Metastatic  Ca  Breast  25 

Metastatic  Ca  Prostate  1 1 

Acromegaly  3 

Cushing’s  disease  1 

Chromophobe  adenoma  2 

Diabetes  (for  retinopathy)  2 

Total  44 


creased  ACTH  function,  but  the  third  (unique 
in  our  experience)  showed  normal  ACTH  re- 
serve following  the  operation.  TSH  function, 
when  it  could  be  adequately  evaluated,  was 
judged  to  be  destroyed  in  all  but  three  cases. 
In  two  the  uptake  fell  from  a normal  pre- 
operative level  to  less  than  10%  following  the 
operation  but  had  returned  to  normal  range 
six  weeks  following  the  procedure.  The  third 
patient  displayed  normal  uptake  immedi- 
ately following  the  operation.  (This  is  the  same 
patient  who  also  showed  no  reduction  in 
ACTH  reserve.)  FSH  excretion  was  persistent- 
ly 0 mouse  units  in  all  except  one  case  in 
which  adequate  studies  were  possible.  Growth 
hormone  function,  when  tested,  was  abolished 
by  the  operation.  In  summary,  functional  an- 
terior pituitary  destruction  was  complete  inso- 
far as  tested  except  in  seven  cases.  In  three, 
this  was  related  to  inadequate  freezing  time. 
(10  minutes),  and  in  three  it  was  related  to 
malfunctioning  of  the  probe.  (Table  3) 


Results  of  Function  Tests 

Thirty-eight  patients  had  normal  pituitary 
glands,  before  operation.  Post-operative  endoc- 
rine function  studies  in  most  cases  indicated 
complete  functional  ablation  of  the  anterior 
pituitary.  (Table  3)  ACTH  function  was 
judged  to  be  abolished  in  all  but  six  instances. 
The  first  patient  was  able  to  withstand  steroid 
withdrawal  and  metyrapone  stimulation  de- 
spite failure  to  increase  steroid  excretion  fol- 
lowing metyrapone.  This  patient  was  carried 
for  one  month  without  steroid  supplementation 
before  being  placed  on  substitution  therapy. 
One  year  later  she  was  withdrawn  from  substi- 
tution therapy  and  promptly  developed  clinical 
adrenal  insufficiency.  The  second  and  third 
patients  had  only  a single  10-minute  lesion 
placed  and  they  were  likewise  incomplete  as 
judged  by  failure  to  develop  clinical  adrenal 
insufficiency.  In  the  other  three  instances,  in- 
complete hypophysectomy  was  related  to  a 
malfunction  of  the  probe  due  to  the  leak  in  the 
system  and  inadequate  lowering  of  the  temper- 
ature. Two  of  these  patients  have  shown  de- 


TABLE  3 

FUNCTION  TESTS 

Normal  Pifuifary  (Pts.  with  Cancer  or  Diabetes) 

ACTH  TSH  FSH 

Insuffcient  27/31  28/31  27/28 


TABLE  4 


FUNCTION  TESTS  - ABNORMAL  PITUITARY 


Acromegaly 

(1) 

Acromegaly 

12) 


(3) 


ACTH 

Pre-op  N 

Post-op  incompl. 

Pre-op  incompl. 
Post-op  I 


Acromegaly  Pre-op 


Post-op 


TSH 

N 

N* 

incompl. 

I 


FSH  STH 
N 100  mug/ml. 


O 

O 

N 


2 mug/ml. 

50  mug/ml. 
50  mug/ml. 


incompl. 


Cushing's  Pre-op  N N 

Post-op  N*  N* 

Chromophobe  Pre-op  incompl.  I 
( 1 ) Post-op  I I 

Chromophobe  Pre-op  I I 


(2)  Post-op  not  tested  post-op 


N 

O 

I 

I 

I 


^Improved  during  year  after  operation. 
I Insufficient 

N = Normal 


Six  patients  with  pituitary  tumors  underwent 
cryo-surgery.  Three  of  these  patients,  one  with 
acromegaly  and  two  with  chromophobe  ade- 
nomas, had  pre-operative  loss  of  anterior  pitui- 
tary function  in  all  parameters  studied.  Post- 
operatively,  function  was  further  reduced  in 
those  instances  in  which  it  was  not  already 
completely  absent.  In  three  patients  with  ade- 
quate pituitary  function  pre-operatively  some 
normal  function  was  retained  post-operatively 
despite  destruction  of  functioning  tumor.  (Ta- 
ble 4) 
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TABLE  5 


SUMMARY 

RESULTS  OF  HYPOPHYSECTOMY — PATIENTS  WITH  CANCER 


Survived  Ade- 

More 

quate 

than  2 

Follow 

- Remis 

Dura- 

No. 

Weeks 

up 

sions 

tion 

Breast  Ca 

25 

23 

21 

7 

1-18  mos. 

Prostate  Ca 

1 1 

10 

9 

7 

2-12  mos. 

Total 

36 

33 

30 

14 

1-18  mos. 

Clinical  Results  of  Hypophysectomy 

Nineteen  patients  with  breast  cancer  have 
been  followed  long  enough  to  determine  the 
response  of  their  tumors  to  hypophysectomy. 
Six  patients  obtained  a clinical  remission.  Re- 
missions have  varied  in  duration  from  one 
month  to  20  months.  In  one  instance  remis- 
sion was  obtained  in  a patient  who  had  not 
previously  responded  to  endocrine  manipula- 
tions. Among  1 1 patients  with  prostatic  cancer, 
who  survived  more  than  two  weeks  post-opera- 
tively,  no  benefit  was  observed  in  one  instance. 
In  the  remaining  cases,  seven  showed  definite 
remission  of  the  disease  as  judged  by  relief  of 
pain  or  regression  of  the  tumor,  and  the  re- 
maining three  have  had  questionable  remis- 
sions or  have  not  been  followed  long  enough 
to  determine  their  response  of  the  tumor.  (Ta- 
ble 5 ) 

Eight  patients  without  cancer  underwent 
hypophysectomy.  (Table  6)  Remissions  were 
obtained  in  three  of  the  four  with  functioning 
pituitary  tumors.  Of  two  patients  with  severe 
diabetic  retinopathy,  one  improved.  Two  pa- 
tients with  chromophobe  adenomas  have  had 
no  signs  of  recurrence  during  a follow-up  peri- 
od of  eight  months.  (Table  6) 

Complications 

Four  patients  died  less  than  one  month  fol- 
lowing surgery.  In  two  instances  cause  of  death 

TABLE  6 

RESULTS  OF  HYPOPHYSECTOMY 
IN  NON-CANCER  PTS. 


Remission 

Patient 

or 

improvement 

Duration 

Acromegaly  1 1 ) 

Yes 

18 

mo. 

Acromegaly  12) 

No 

Acromegaly  (3) 

Yes 

3 

mo. 

Cushing’s  (1) 

Yes 

20 

mo. 

Diabetic  retinopathy 

(1  ) 

No 

Diabetic  retinopathy 

12) 

Yes 

5 

mo. 

Chromophobe  Adenoma  (1) 

Yes 

8 

mo. 

Chromophobe  Adenoma  (2) 

Yes 

8 

mo. 

was  the  continued  rapid  advancement  of  the 
tumor.  In  the  other  two  cases,  both  with  se- 
vere, wide-spread  carcinoma,  death  within  sev- 
eral days  seemed  to  be  directly  related  to  the 
operative  procedure.  Both  of  these  patients 
were  poor  operative  risks  due  to  chronic  pul- 
monary disease  and  endstage  carcinomatosis. 

Disregarding  mild  polyuria  persisting  less 
than  48  hours,  1 8 patients  developed  diabetes 
insipidus.  Persistent  diabetes  insipidus  requir- 
ing replacement  therapy  beyond  two  months 
has  occurred  in  seven  patients.  Nine  patients 
developed  cerebrospinal  rhinorrhea.  In  four, 
rhinorrhea  was  transient  and  in  four  persistent 
rhinorrhea  was  treated  successfully  by  packing 
the  sphenoid  sinus.  In  one  instance  packing  of 
the  sphenoid  sinus  was  carried  out  under  gen- 
eral anesthesia,  following  which  a cavernous 
sinus  snydrome  involving  one  eye  developed. 
This  resolved  in  four  months.  (Table  7) 

TABLE  7 
COMPLICATIONS 


Deaths  (within  2 weeks)  3 

Diabestes  Insipidus  (persistent)  7 

Rhinorrhea,  (requiring  packing)  6 

(ophthalmoplegia)  (1) 

Visual  field  defect  2 


Antibiotics  were  administered  only  to  pa- 
tients with  rhinorrhea  and  not  routinely  used. 
Patients  commonly  complained  of  headache 
for  24-72  hours  after  operation  and  cerebro- 
spinal fluid  removed  by  lumbar  puncture  often 
contained  a few  red  blood  cells  and  white  cells 
at  this  time.  No  patient  has  developed  bacterial 
meningitis. 

No  serious  complications  occurred  during 
the  course  of  surgery.  Several  patients  experi- 
enced transient  loss  of  vision  in  one  or  both 
eyes  secondary  to  cooling  of  the  optic  nerves 
or  chiasm.  One  patient  developed  a persistent 
altitudinal  visual  field  defect  in  the  left  eye. 
Vomiting  was  frequent  following  the  operation 
but  has  not  occurred  while  the  patient  was  in 
the  stereotaxic  frame.  Post-operative  bleeding 
has  not  been  a significant  problem  and  nasal 
packing  has  not  been  required.  Extraocular 
muscle  palsies  were  only  observed  in  the  case 
in  which  injury  occurred  during  the  course  of 
packing  the  sphenoid  sinus. 

Discussion 

In  this  series  of  patients  with  metastatic 
carcinoma,  our  results  tend  to  confirm  the  ob- 
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servation  that  the  patients  who  have  previously 
responded  to  endocrine  manipulation  will  be 
more  apt  to  enjoy  a remission  following  hy- 
pophysectomy.  In  only  one  of  the  patients  with 
breast  cancer  who  appeared  to  be  refractory 
to  previous  hormonal  therapy  was  remission 
observed  following  pituitary  ablation.  All  the 
patients  with  prostatic  cancer  had  had  endoc- 
rine therapy  with  some  response.  There  was, 
however,  no  clear  correlation  between  the 
length  of  the  previous  response  and  the  length 
of  the  remission  following  hypophysectomy. 

Our  experience  in  patients  with  carcinoma 
of  the  breast  is  consistent  with  previous  studies 
of  the  effect  of  hypophysectomy  in  this  dis- 
ease.^ Approximately  one-third  of  the  patients 
(who  were  unselected  as  to  previous  endocrine 
response)  showed  a favorable  response  to  the 
procedure.  In  our  series  of  patients  with  pro- 
static cancer  the  results  are  better  than  any 
previously  reported.  Of  10  patients  who  sur- 

' vived  the  operation  by  more  than  two  weeks, 
only  one  has  clearly  failed  to  improve.  A sec- 
ond case  has  shown  some  subjective  improve- 
ment although  local  advancement  of  the  dis- 
ease has  been  noted.  Of  the  remaining  eight 
patients,  seven  have  shown  definite,  although 
sometimes  transient  responses,  and  the  remain- 
ing patient  has  not  been  followed  long  enough 
to  be  certain,  but  he  may  have  been  benefited 
by  the  procedure.  This  experience  with  pro- 
static cancer,  although  still  relatively  small,  in- 
dicates that  much  wider  application  of  this 
form  of  therapy  should  be  explored. 

Two  patients  with  diabetic  retinopathy  tol- 
erated the  operation  very  well.  The  first  pa- 
tient’s vision  failed  to  improve,  and  this  was 
attributed  to  the  excessively  far-advanced  reti- 
nal disease.  The  second  patient  has  shown 
some  improvement  of  vision  over  the  post-op- 
erative period  of  five  months.  In  addition,  sev- 
eral other  patients  with  carcinoma  had  frank 
diabetes  mellitus  or  abnormal  glucose  toler- 
ance curves.  In  each  instance  there  has  been 
an  improvement  of  diabetes,  as  might  be  ex- 
pected, with  reduction  of  insulin  requirements 
by  about  50%.  Abnormal  glucose  tolerance 
curves  have  returned  to  normal  in  some  in- 
stances. In  none  of  these  patients  was  the  con- 
trol of  diabetes  difficult  during  the  operative 
or  post-operative  period. 

Our  favorable  experience  also  recommends 
cryo-surgery  for  selected  pituitary  tumors.  This 
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approach  is  contraindicated  if  the  tumor  com- 
presses the  optic  pathways  or  third  ventricle 
because  of  the  danger  of  transmitting  the  de- 
structive cold  front  from  the  tumor  into  the 
adjacent  structures.  We  froze  one  large  ACTH- 
secreting  chromophobe  adenoma  for  30  min- 
utes and  three  smaller  eosinophilic  adenomas 
for  20  minutes.  Functioning  tumor  was  de- 
stroyed in  three  patients  without  complete  de- 
struction of  normal  pituitary  tissue  adjacent  to 
the  tumor.  These  three  patients  have  had  ex- 
cellent remissions  of  their  disease.  Although 
these  tumors  may  become  active  later,  our  lim- 
ited experience  suggests  the  possibility  of  selec- 
tively destroying  tumor  cells  yet  preserving 
some  of  the  normal  pituitary  remnant.  The 
fourth  patient  had  acromegaly  with  hypopitui- 
tarism, and  following  the  operation  he  has  con- 
tinued to  require  replacement  therapy.  The 
tumor  was  not  completely  destroyed  as  deter- 
mined by  late  post-operative  return  of  elevated 
levels  of  growth  hormone.  Both  patients  with 
non-functioning  chromophobe  adenomas  have 
done  well  without  recurrence  of  their  tumor 
for  a period  of  eight  months. 

Diabetes  insipidus  persisting  more  than  four 
months  complicated  seven  of  44  therapeutic 
hypophysectomies.  All  patients  so  far  studied 
with  diabetes  insipidus  had  clinically  complete 
hypophysectomy.  Previous  workers  ‘ have  re- 
ported diabetes  insipidus  in  30-50%  of  the  pa- 
tients with  complete  hypophysectomy  carried 
out  by  cryo-surgery.  A certain  proportion  of 
patients  undergoing  this  procedure  will  proba- 
bly develop  diabetes  insipidus  regardless  of 
technique  employed.  This  is  presumably  due 
to  extension  cold  front  into  the  pituitary  stalk. 

Cerebrospinal  rhinorrhea  required  treatment 
in  five  patients.  This  complication  has  been 
less  common  in  recent  months.  This  improve- 
ment is  attributed  to  exercising  care  not  to  per- 
forate the  dura  during  the  destruction  of  the 
normal  gland.  If  rhinorrhea  persists  beyond 
one  month  it  is  treated  by  packing  of  the 
sphenoid  sinus. 

Comparison  with  Other  Methods 

Stereotaxic  cryohypophysectomy  entails  con- 
siderably less  surgical  morbidity  than  does 
craniotomy  and  open  hypophysectomy  and  ap- 
pears to  be  equally  efficacious  in  pituitary  abla- 
tion. Trans-sphenoidal  surgical  removal  of  the 
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normal  pituitary  gland  is  difficult  and  hazard- 
ous. Implantation  of  radioactive  materials  by 
the  trans-sphenoidal  route  has  presented  three 
major  difficulties:  first,  uncertainty  of  clinically 
complete  hypophysectomy  at  radiation  levels 
free  of  complications;  second,  damage  to  the 
optic  nerve  and  to  cranial  nerves  supplying 
extraocular  muscles;  and,  third,  early  and  late 
occurrence  of  cerebrospinal  rhinorrhea  and 
pituitary  abscess. Although  more  an 
inconvenience  than  a threat  to  life,  persistent 
diabetes  insipidus  has  been  the  one  common 
complication  of  cryohypophysectomy  in  our 
experience. 

Summary 

We  have  briefly  reviewed  our  experience 
with  stereotaxic  cryohypophysectomy  in  the 
treatment  of  44  patients  with  cancer  of  the 
breast  and  prostate,  diabetic  retinopathy,  and 
selected  functioning  and  non-functioning  pitui- 
tary tumors.  The  procedure  is  one  of  low  mor- 
bidity which  can  be  tolerated  with  relatively 
little  discomfort  by  even  severely  debilitated 
patients.  Operative  mortality  is  low  and  is  at- 
tributed more  to  the  extremely  poor  general 
physical  state  of  the  patient  than  to  the  pro- 
cedure. The  two  most  frequent  complications 
of  the  operation  are  diabetes  insipidus  which 


is  persistent  in  one-fifth  or  less  of  the  patients, 
and  cerebrospinal  rhinorrhea  which  has  been  a 
significant  problem  in  a smaller  number  of  the 
cases.  The  results  obtained  thus  far  indicate 
that  this  is  a safe  and  efficacious  method  of 
treating  these  conditions. 
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one-column  halftones. 

Arrangements  for  reprints  of  an  article  should  be 
made  directly  with  the  publisher  of  The  Journal, 
Gibbs-lnman  Printing  Company,  817  W.  Market  St., 
Louisville,  Ky. 

The  bylaws  of  the  Kentucky  Medical  Association 
provide  that  all  scientific  discussions  and  papers  read 
before  the  KMA  Annual  Meeting  shall  be  referred 
to  the  KMA  Journal  for  consideration  for  publication. 
The  bylaws  further  state  that  the  editor  or  the  as- 
sociate editor  may  accept  or  reject  these  papers  as  it 
appears  advisable  and  return  them  to  the  author  if  not 
considered  suitable  for  publication. 

Please  mail  your  scientific  articles  to  The  Journal 
of  the  Kentucky  Medical  Association,  3532  Janet 
A ve.,  Louisville,  Kentucky  40205. 
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let’s  be  specific  about  Campbell’s  Soups... 


and 


There  are  more  than  30  million  people  in  America  who  are  overweight. 
During  the  next  year,  you  probably  will  see  more  than  1,000  of  them  in 
your  own  practice. 

One  good  way  to  help  these  patients  is  to  give  them  a reducing  diet 
based  on  ordinary  eating  patterns. 

Campbell  has  prepared  a sensible  plan  for  weight  control  based  on 
ordinary  eating  patterns.  The  plan  consists  of  a patient  in- 
struction booklet  and  a set  of  menus  which  provide  approxi- 
mately 1,200  calories  daily.  The  menus  are  balanced  to 
provide  the  minimum  daily  requirements  of  nutrients. 

To  obtain  a supply  for  your  office  write  to: 

Campbell  Soup  Company,  Box  265,  Camden,  N.  J.  08101 


LOMOTIi: 

TABLETS/ LIQUID 

Each  tablet  and  each  5 cc.  of  liquid  contains: 


diphenoxylate  hydrochloride 2.5  mg. 

(Warning:  may  be  habit  forming) 
atropine  sulfate  0.025  mg. 


Malts  Diarrhea  Promptly 

in  children  with  . . . Gastroenteritis  ■ Spastic  bowel 
Influenza-like  infections  ■Antibiotic-induced  diarrhea 

omotil  helps  get  children  with  diarrhea  off  toast  and  tea  and  back  to  normal 
lets  and  normal  activity  with  gratifying  dispatch.  ■ Lomotil  lowers  intestinal 
lotility  and  permits  absorption  of  excess  fluid.  This  usually  controls  diarrhea 
romptly.  ■ Moreover,  lowered  intestinal  motility  achieved  with  Lomotil  often 
dieves  the  abdominal  cramps  and  discomfort  so  distressing  to  children. 


recautions:  Lomotil  is  a Federally  exempt 
arcotic  preparation  of  very  low  addictive 
Dtential.  Recommended  dosages  should 
ot  be  exceeded,  and  medication  should  be 
ept  out  of  reach  of  children.  Should  acci- 
ental  overdosage  occur  signs  may  include 
svere  respiratory  depression,  flushing, 
ithargy  or  coma,  hypotonic  reflexes,  nys- 
igmus,  pinpoint  pupils,  tachycardia; 
mtinuous  observation  is  recommended, 
omotil  should  be  used  with  caution  in  pa- 
tents with  impaired  hver  function  or  those 
aking  addicting  drugs  or  barbiturates. 

I 

tide  Effects:  Side  effects  are  relatively  un- 
lommon  but  among  those  reported  are 
(lastrointestinal  irritation,  sedation,  dizzi- 
ness, cutaneous  manifestations,  rest- 
i2ssness,  insomnia,  numbness  of  the 
jxtremities,  headache,  blurring  of  vision, 
I weUing  of  the  gums,  euphoria,  depression 
[ind  general  malaise. 


Dosage:  The  recommended  initial  daily  dos- 
ages, given  in  divided  doses  until  diarrhea 
is  controlled,  are ; 


Children:  Total  Daily  Dosage 

3-6  mo.  . ,V2  tsp.*  t.i.d.  (3  mg.)  | | || 

6-12  mo.  .V2  tsp.  q.i.d.  (4  mg.)  | I ||  | 

1- 2  yr.  . . ,V2  tsp.  5 times  daily  (5  mg.)  | | | | |[ 

2- 5  yr.  . . .1  tsp.  t.i.d.  (6  mg.)  | | | 

5-8  yr.  . . .1  tsp.  q.i.d.  (8  mg.)  | | | | 

8-12  yr.  . .1  tsp.  5 times  daily  (10  mg.)  | | | | | 

Adults: . . 2 tsp.  5 times  daily  (20  mg.)  | 
or  2 tablets  q.i.d. 


QG  GQ  GG  GG 


*Based  on  4 cc.  per  teaspoonful. 

Maintenance  dosage  may  be  as  low  as  one-fourth 
the  initial  daily  dosage. 


SEARLE 


Research  in  the 
Service  of  Medicine 


‘^ow  well  does  Vistaril  relieve  the  symptoms  that 
|iague  an  alcoholic  during  the  recovery  period? 
octors  Knott  and  Beard  of  the  Alcoholic  Reha- 
litation  Unit,  Tennessee  Psychiatric  Hospital 
id  Institute,  recently  conducted  a double-blind 
udy  comparing  Vistaril  and  another  well- 
tablished  antianxiety  agent  with  placebo  in  60 
ironic  alcoholic  patients.^ 
le  investigators  conclude : “It  was  the  opinion 
the  staff  that  hydroxyzine  was  generally  more 
:ective  than  chlordiazepoxide,  for  the  follow- 
g reasons : hydroxyzine  was  equally  if  not  more 
'ective  in  reducing  anxiety  and  tension  and  it 
'oduced  less  daytime  sedation. . . (See  results 
i succeeding  pages.) 

ere  is  new  evidence  that  Vistaril  can  ease  ten- 
m,  allay  anxiety  in  chronic,  hospitalized  alco- 
»lic  patients.  But  you  might  also  choose  Vistaril 
r what  it  doesn’t  do.  Although  not  evaluated  in 
lis  study,  Vistaril  is  reported  to  be  non-euphor- 
Jnt,  and  its  low  toxicity  makes  it  relatively  safe, 
llfest  of  all,  Vistaril  is  non-habituating.  To  date, 
■ter  more  than  ten  years  of  clinical  use,  there 
mve  been  no  reports  of  dependency  in  patients 
Iceiving  Vistaril. 

Kith  Vistaril,  it  is  as  easy  to 
■op  therapy  as  it  is  to  start. 


Visi^r 

HYDROXYZINE 

PAMOATE) 


the  study:'  Sixty  chronic  alcoholic  patients 
were  hospitalized  and  randomly  assigned  to  one 
of  three  oral  double-blind  treatment  regimens 
for  three  weeks.  Twenty  patients  received  hy- 
droxyzine (Vistaril®),  100  mg.  q.i.d.;  twenty 
others  were  given  chlordiazepoxide,  25  mg.  q.i.d. ; 
and  the  remaining  twenty  received  placebo  cap- 
sules q.i.d.  The  capsule  code  was  not  made  known 
until  after  completion  of  the  study  and  analysis 
of  the  data.  Response  was  measured  with  a modi- 
fication of  the  Brief  Psychiatric  Rating  Scale  as 
originally  outlined  by  Overall  and  Gorham.*  Sub- 
jects were  rated  daily  by  trained  staff  members. 

SYMPTOM  RATING  KEY 

l=Not  Present  4=Moderately  Severe 

2=Mild  5=Severe 

3=Moderate  6=Extremely  Severe 

The  figures  which  are  given  below  represent  the  composite 

conclusions  of  the  staff  based  on  daily  ratings  during  initial  and 
final  weeks  of  the  study. 

•Psychological  Reports  10:799,  1962 


rckcilltc'  r~^  DURING  DURING 

ine  resuiis  first  week  ■Hthird  week 

Anxiety  reduced  with  Vistaril 

Composite  Rating  of  Anxiety: 


OVERALL  REDUCTION  OF  ANXIETY  (%) 

VISTARIL  (hydroxyzine  pamoate)  Chlordiazepoxide  Placebo 
50%  33%  20% 


Tension  eased  with  Vistaril 


Composite  Rating  of  Tension: 

1 2 3 4 5 6 


OVERALL  REDUCTION  OF  TENSION  (%) 

VISTARIL  (hydroxyzine  pamoate)  Chlordiazepoxide  Placebo 
40%  34%  27% 


■.EASE  SEE  LAST  PAGE  FOR  PRESCRIBING  INFORMATION 


In  Alcoholism... 


‘Both  hydroxyzine  and  chlordiazepoxide  were 
generally  more  effective  than  the  placebo. 

In  some  aspects,  hydroxyzine  was  superior  to 
chlordiazepoxide,  which  is  currently  the 
most  frequently  used  psychotropic  drug  in 
the  management  of  alcoholism.”^ 


DURING  FIRST  WEEK 


DURING  THIRD  WEEK 


Depressive  mood  improved 
with  chlordiazepoxide 

Composite  Rating  of  Depression; 

1 2 3 4 5 6 

VISTARIL 
(hydroxyzine 
pamoate) 


Chlor- 

diazepoxide 


Placebo 


OVERALL  IMPROVEMENT  IN  DEPRESSIVE  MOOD  (%) 

VISTARIL  (hydroxyzine  pamoate)  Chlordiazepoxide  Placebo 
20%  30%  13% 

Guilt  feelings  allayed 
with  Vistaril 

Composite  Rating  of  Guilt  Feelings: 

1 2 3 4 5 6 

VISTARIL 
(hydroxyzine 
pamoate) 


Chlor- 

diazepoxide 


Placebo 


OVERALL  DECREASE  IN  GUILT  FEELINGS  (%) 

VISTARIL  (hydroxyzine  pamoate)  Chlordiazepoxide  Placebo 
34%  17%  17% 


FIRST 

WEEK 

THIRD 

WEEK 

FIRST 

WEEK 

THIRD 

WEEK 

FIRST 

WEEK 

THIRD 

WEEK 

FIRST 

WEEK 

THIRD 

WEEK 

FIRST 

WEEK 

THIRD 

WEEK 

FIRST 

WEEK 

TWRD 

WEEK 

Emotional  withdrawal  counter- 
acted with  chlordiazepoxide 

Composite  Rating  of  Emotional  Withdrawal: 

1 2 3 4 5 


Ml 


VISTARIL 

(hydroxyzine 

pamoate) 


Chlor- 

diazepoxide 


Placebo 


FIRST 

WEEK 

THIRD 

WEEK 

B 

FIRST 

WEEK 

THIRD 

WEEK 

FIRST 

WEEK 

THIRD 

WEEK 

OVERALL  IMPROVEMENT  IN  EMOTIONAL  WITHDRAWAL 


VISTARIL  (hydroxyzine  pamoate)  Chlordiazepoxide 
21%  27% 


Placet 

13% 


Somatic  concern  alleviated  to 
minor  degree  in  each  group 

Composite  Rating  of  Somatic  Concern: 


VISTARIL 
(hyd  roxyzine 
pamoate) 


Chlor- 

diazepoxide 


Placebo 


FIRST 

WEEK 

1 

FIRST 

WEEK 

! 

, ■ -* 
' '-Vt  ' 

1 

FIRST 

WEEK 

Ik 

1 

OVERALL  ALLEVIATION  OF  SOMATIC  CONCERN  (%) 


VISTARIL  (hydroxyzine  pamoate)  Chlordiazepoxide 
17%  13% 


Place 

14°/ 


Less  drowsiness  with  Vistaril 


VISTARIL 

(hydroxyzine 

pamoate) 

Chlor- 

diazepoxide 


Drowsiness 

Dizziness 

Mouth 

Dryness 

Increased 

Motor 

Activity 

Ataxia 

Nausea 

Comments 

6 patients 
(mild) 

3 patients 
(mild) 

2 patients 
(moderate) 

— 

— 

— 

Side 
Effects 
Not  Treated 

10  patients 
(severe 
in  6) 

4 patients 
(mild) 

— 

1 patient 
(moderately 
severe  in 
first  week 
but  gradually 
subsided) 

— 

— 

Side 
Effects 
Not  Treated 

2 patients 
(mild) 

2 patients 
(mild) 

— 

— 

1 patient 
(mild) 

2 patients 
(mild) 

Side 
Effects 
Not  Treated 

1 


I 


Placebo 


)i  Increase  in  hostility  minimized 
fith  Vistaril  and  chlordiazepoxide 

Composite  Rating  of  Hostility: 

1 2 3 4 5 6 

VISTARIL 
;ydroxyzine 
pamoate) 


Chlor- 
' nazepoxide 


Placebo 


/ERALL  CHANGE  IN  HOSTILITY  (%) 

. STARIL  (hydroxyzine  pamoate)  Chlordiazepoxide  Placebo 
5%  4%  -28% 

>looperativeness  not  a significant 
problem 

Composite  Rating  of  Uncooperativeness: 

1 2 3 4 5 6 

VISTARIL 
.ydroxyzine 
pamoate) 


Chlor- 
- liazepoxide 


Placebo 


VERALL  CHANGES  IN  COOPERATIVENESS  (%) 

ilSTARIL  (hydroxyzine  pamoate)  Chlordiazepoxide  Placebo 
No  change  31%  -70% 


FIRST 

WEEK 

FIRST 

WEEK 

THIRD 

WEEK 

FIRST 

WEEK 

THSD 
1 WgEK 

FIRST 

WEEK 

FIRST 

WEEK 

THIRD 

WEEK 

FIRST 

WEEK 

THIRD 

WEEK 

n Alcoholism... 


HYDROXYZINE 

PAMOATE) 


BRIEF  SUMMARY 

Contraindications : Hypersensitivity  to  hydroxyzine.  The  pa- 
renteral solution,  for  intramuscular  or  intravenous  use,  must 
not  be  injected  subcutaneously  or  intra-arterially. 

Hydroxyzine,  when  administered  to  the  pregnant  mouse,  rat, 
and  rabbit  induced  fetal  abnormalities  in  the  rat  at  doses  sub- 
stantially above  the  human  therapeutic  range.  Clinical  data  in 
human  beings  are  inadequate.  Until  adequate  data  are  avail- 
able to  establish  safety  in  early  pregnancy,  hydroxyzine  is 
contraindicated  during  this  period. 

Precautions : Hydroxyzine  may  potentiate  the  action  of  central 
nervous  system  depressants  such  as  narcotics  and  barbiturates. 
In  conjunctive  use,  dosage  for  these  drugs  should  be  decreased, 
as  much  as  50%.  Because  drowsiness  may  occur,  patients  should 
be  cautioned  against  driving  a car  or  operating  dangerous 
machinery.  The  usual  precautions  for  intramuscular  injection 
should  be  followed;  soft-tissue  reactions  have  rarely  been  re- 
ported when  proper  technique  has  been  used.  Hydroxyzine 
parenteral  solution  for  intramuscular  use  should  be  injected 
well  within  the  body  of  a relatively  large  muscle.  In  adults, 
the  preferred  sites  are  the  upper  outer  quadrant  of  the  buttock 
(i.e.,  gluteus  maximus),  or  the  mid-lateral  thigh.  In  children, 
preferably  the  mid-lateral  muscle  of  the  thigh.  In  infants  and 
small  children  the  upper  outer  quadrant  of  the  gluteal  region 
should  only  be  used  when  necessary,  as  in  burn  patients,  in 
order  to  minimize  the  possibility  of  damage  to  the  sciatic 
nerve.  The  deltoid  area  should  be  used  only  if  well  developed, 
such  as  in  certain  adults  and  older  children,  and  only  with 
caution  to  avoid  radial  nerve  injury.  Injections  should  not  be 
made  in  the  lower  and  middle  thirds  of  the  upper  arm.  Aspira- 
tion should  be  done  to  help  avoid  intravascular  injection.  On 
reported  intravenous  injection  a few  instances  of  digital  gan- 
grene have  occurred  distal  to  the  injection  site,  considered  to 
be  due  to  inadvertent  intra-arterial  injection  or  possibly  peri- 
arterial extravasation.  Therefore,  particular  caution  (aspira- 
tion and  site  injection)  should  be  observed  to  insure  injection 
only  into  intact  veins;  avoid  either  intra-arterial  injection  or 
extravasation.  Intravenous  administration  should  be  accom- 
plished slowly,  no  faster  than  25  mg.  per  minute,  and  not  to 
exceed  100  mg.  in  any  single  dose.  In  order  to  avoid  possible 
adverse  effects  it  is  recommended  that  hydroxyzine  parenteral 
solution  be  diluted  to  at  least  50  cc.  with  sterile  normal  saline 
and  administered  over  a period  of  four  minutes  or  more,  pref- 
erably into  tbe  tubing  of  a running  intravenous  infusion. 
Adverse  Reactions : Drowsiness  may  occur;  if  so,  it  is  usually 
transitory  and  may  disappear  in  a few  days  of  continued 
therapy  or  upon  dosage  reduction.  Dryness  of  the  mouth  may 
occur  with  higher  doses.  Involuntary  motor  activity,  including 
rare  instances  of  tremor  and  convulsions,  has  been  reported, 
usually  with  higher  than  recommended  dosage. 

When  this  product  is  given  intravenously  undiluted,  minimal 
amounts  of  intravascular  hemolysis  occur  at  the  site  of  injec- 
tion. Giving  the  maximum  recommended  intravenous  dose 
(100  mg.)  to  adults  results  in  immediate  transient  hemolysis 
with  the  liberation  of  a total  of  2-3  grams  of  hemoglobin, 
which,  in  some  individuals,  can  cause  small  amounts  of  hemo- 
globinuria. This  compares  with  the  normal  red  cell  destruction 
from  which  approximately  8 Gm.  of  hemoglobin  are  liberated 
every  24  hours.  If  the  hydroxyzine  is  diluted  with  50  cc.  of 
normal  saline  and  given  during  a period  of  four  minutes  or 
more,  this  phenomenon  does  not  occur. 

Supply:  Vistaril  (hydroxyzine  pamoate)  Capsules:  Equivalent 
to  25  mg.,  50  mg.,  100  mg.  hydroxyzine  HCl.  Vistaril  (hydroxy- 
zine pamoate)  Oral  Suspension:  Equivalent  to  25  mg.  hydroxy- 
zine HCl  per  5 cc.  teaspoonful.  Vistaril  (hydroxyzine  HCl) 
Parenteral  Solution:  25  mg./cc.— 10  cc.  vial  and  50  mg./cc.— 
2 cc.and  10  cc.  vial;  Isoject,®  25  and  50  mg.  per  cc.,  1 cc.per  unit. 

More  detailed  professional  information  available  on  request. 

Reference:  1.  Knott,  D.  H.  and  Beard,  J.D.:  CP  36:118,  Sep- 
tember, 1967. 


LABORATORIES  DIVISION 

New  York,  N.Y.  10017 


Night  Leg  Cramps . . . Unwelcome  Bedfellow 
In  Diabetes!  Arthritis^ and  Peripheral  Vascular  Disorders^ 


now ...  specific  therapy  for  night  leg  cramps 


QUINAMM 


Consistently  effective,  QUINAMM  provided  com- 
plete relief  in  94%  of  200  patients  studied,  many  of 
whom  were  severe  cases  refractory  to  other  medica- 
tion.^ Your  prescription  for  one  tablet  at  bedtime 
often  controls  painful  night  cramps  with  the  initial 
dose  . . . helps  restore  restful  sleep. 

THE  NATIONAL  DRUG  COMPANY 

DIVISION  OF  RICHARDSON  MERRELL  INC 

PHILADELPHIA.  PENNSYLVANIA  19144 


Prescribing  Information:  Composition:  Each  white,  bev* 
eled,  compressed  tablet  contains:  Quinine  Sulfate  260  mg. 
and  Aminophylline  195  mg.  Contraindication:  QUINAMM 
is  contraindicated  in  pregnancy  because  of  Its  quinine  con- 
tent. Precautions:  Aminophylline  may  produce  intestinal 
cramps  In  some  Instances,  and  quinine  may  produce  symp- 
toms of  cinchonism,  such  as  tinnitus,  dizziness,  and  gastro- 
intestinal disturbance.  Discontinue  use  if  ringing  in  the  ears, 
deafness,  skin  rash,  or  visual  disturbances  occur.  Dosage: 
One  tablet  upon  retiring.  Where  necessary,  dosage  may  be 
increased  to  one  tablet  following  the  evening  meal  and  one 
tablet  upon  retiring.  Supplied:  Bottles  of  100  and  500  tablets. 
References:  1.  Shuman,  C.:  Am.  J.  Med.  Sci.,  225:54,  1953. 
2.  Perchuk,  E.,  et  al.:  Angiology,  12:102,  1961.  3.  Rawls,  W., 
et  al.:  Med.  Times,  87:818,  1959.  6/67  Q-706A 


Primary  Idiopathic  Segmental  Infarction  of  the 
Greater  Omentum  in  Childrent 

James  W.  Mullen,  M.D.,* *  and  Ward  O.  Griffen,  Jr.,  M.D.,  Ph.D.** 

Lexington,  Kentucky 


Primary  omental  infarction  is  a disease 
which  simulates  appendicitis.  Prolonged 
symptoms  without  marked  abdominal 
signs  should  alert  one’s  suspicion.  At 
laparotomy  serosanguineous  fluid  and  a 
normal  appendix  are  the  usual  findings. 
Recovery  is  complete. 

The  surgical  solution  of  the  acute  abdo- 
men commonly  resides  in  a few  disorders, 
e.g.  appendicitis,  cholecystitis,  perforated 
ulcer  and  bowel  obstruction.  Appendicitis  is 
by  far  the  most  common  preoperative  diag- 
nosis in  a child  with  abdominal  pain  requiring 
surgery.  Two  recent  cases  of  primary  idiopath- 
ic segmental  infarction  of  the  greater  omentum 
in  children  stimulated  this  review. 

Case  Reports 

M.  W.  UKMC  #06-70-92  The  patient,  a 
3 year  old  white  girl,  was  admitted  to  the 
UKMC  on  September  29,  1966.  She  was  in 
good  health  untU  morning  two  days  prior  to 
admission  at  which  time  she  noted  anorexia  and 
right-sided  abdominal  pain.  The  pain  subsided 
during  the  afternoon  but  recurred  in  the  eve- 
ning and  remained  constant  until  admission. 
She  had  not  had  a similar  episode.  Physical 
examination  showed  normal  vital  signs;  there 
was  slight  erythema  of  the  right  anterior  ton- 
sillar pillar.  She  had  guarding  and  tenderness 
in  the  entire  right  abdomen — more  so  in  the 
right  lower  quadrant.  No  masses  could  be  felt 
and  no  rebound  elicited.  She  had  a positive 
psoas  sign.  There  was  pain  on  the  right  on 
rectal  examination.  The  white  cell  count  was 
16,100  with  60%  neutrophils,  and  the  rine 


iFrom  the  department  of  surgery,  University  of  Ken- 
tucky Medical  Center,  Lexington 

*Intern,  department  of  surgery.  University  of  Minne- 
sota Hospitals,  Minneapolis 

**Chairman,  department  of  surgery.  University  of 
Kentucky  Medical  Center,  Lexington 


contained  a few  white  cells.  Exploratory  la- 
parotomy was  undertaken  because  of  presump- 
tive diagnosis  of  acute  appendicitis.  The  peri- 
toneal fluid  which  was  serosanguineous  even- 
tually grew  Klebsiella  aerobacter.  However, 
she  was  found  to  have  a normal  appendix, 
mesenteric  lymphadenitis,  and  a 5 x 3 x 2 cm. 
segment  of  omentum  which  was  darkened  and 
indurated  and  histologically  showed  acute  and 
chronic  inflammation  and  multiple  thromboses. 
Her  postoperative  course  was  uneventful  and 
she  was  discharged  on  October  3,  1966. 

N.  T.  UKMC  #06-81-15  This  8 year  old 
white  girl  was  admitted  for  the  first  time  to 
UKMC  on  October  16,  1966.  She  gave  a his- 
tory of  one  week  of  insidious  and  intermittent 
right  lower  quadrant  abdominal  pain.  At  first 
it  was  thought  to  be  due  to  a muscle  strain 
and  was  treated  with  local  heat.  However,  the 
pain  intensified  and  24  hours  prior  to  admis- 
sion it  became  persistent  and  was  associated 
with  vomiting  and  anorexia.  There  were  no 
constipation,  fever  or  chills.  She  had  never  had 
a similar  episode.  On  physical  examination  her 
vital  signs  were  normal  except  for  an  oral  tem- 
perature of  99.4°.  She  seemed  to  be  in  acute 
distress  with  her  thighs  flexed  on  the  abdomen. 
There  was  voluntary  guarding  in  the  right 
lower  quadrant  with  point  tenderness.  No 
masses  could  be  palpated.  Rectal  examination 
was  negative.  Laboratory  work-up  showed  a 
white  cell  count  of  12,000  with  66%  neutro- 
phils, urinalysis  showed  a 15-20  polymorpho- 
nuclear cells.  Abdominal  films  were  negative. 
Preoperative  diagnosis  of  acute  appendicitis 
was  made  although  segmental  omental  infarc- 
tion was  mentioned  as  a possibility.  At  opera- 
tion, however,  the  appendix  was  normal.  She 
did  have  a 5 x 3 x 1 cm.  segment  of  omentum 
which  was  covered  by  a fibrinous  exudate. 
This  portion  of  the  omentum  was  removed 
along  with  the  appendix.  Her  postoperative 
course  was  complicated  by  some  persistent 
fever  and  an  inflamed  wound  which  when 
opened  failed  to  grow  out  any  pathogens.  Cul- 
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ture  of  the  peritoneal  fluid  was  sterile.  Histo- 
logic examination  of  the  omental  segment 
demonstrated  severe  non-specific  inflammatory 
reaction  with  thrombosis  of  all  vessels.  She  was 
discharged  on  November  1,  1966  and  has  re- 
mained in  good  health  since. 


3. )  The  infarction  must  be  segmental,  in- 
volving only  a limited  segment  of  the  greater 
omentum  and  not  involving  large  areas  of  the 
omentum. 

4. )  The  infarction  must  present  a typical 
gross  and  microscopic  picture  of  the  disease. 


Incidence 

The  absolute  incidence  of  this  entity  prob- 
ably has  not  increased  although  it  is  being 
recognized  and  reported  more  frequently. 
Classically  a disease  of  middle-aged  men,  it, 
nevertheless,  occurs  as  frequently  in  children 
according  to  a recent  review  by  Perry ^ The 
two  cases  described  here  make  a total  of  42 
children  who  have  been  reported  to  have  the 
lesion.  (Table  1 ) 

Criteria  For  Diagnosis 

Primary  segmental  infarction  of  the  omen- 
tum should  be  distinguished  from  omental  in- 
farction associated  with  other  disease,  e.  g. 
known  abdominal  trauma,  hernia,  etc. 

Wrizeresenski  et  al-  proposed  the  following 
criteria  for  the  diagnosis: 

1 .  ) The  infarction  of  the  greater  omentum 
must  be  idiopathic,  of  no  obvious  etiologic  fac- 
tor, and  spontaneous. 

2. )  The  infarction  must  be  primary  in  the 
omentum  and  not  accompanied  by  tension, 
trauma,  etc.,  or  secondary  to  some  other 
pathology. 


Etiologic  Theories 

Many  explanations  of  the  cause  of  primary 
segmental  infarction  have  been  proposed. 

Some  authors  have  proposed  a distinction  be- 
tween torsion  of  the  omentum  and  infarction, 
but  in  the  reported  cases  the  difference  is  over- 
looked. However,  in  this  review  cases  of  tor- 
sion of  the  entire  omentum  and  those  of  cysts 
of  the  omentum  occurring  after  gradual  tor- 
sion have  been  eliminated.  Schottenfeld  and 
Rubenstein^  are  proponents  of  subjectively  in- 
significant minor  blunt  abdominal  trauma  as  a 
cause  of  the  lesion.  If  this  were  the  case,  one 
would  expect  children,  who  have  a greater 
incidence  of  such  minor  injuries,  to  have  this 
disease  more  often  than  adults.  This  is  not 
true. 

Obesity  has  been  a consistent  clinical  find- 
ing regardless  of  the  age  of  the  patient.  Harris  | 

et  aP  have  theorized  that  the  weight  of  the 
heavy  fatty  omentum  might  stretch  the  thin- 
walled  veins  sufficiently  to  cause  rupture  and 
subsequent  thrombosis.  The  tendency  of  the  i 

disease  to  localize  on  the  right  side,  particularly 
at  the  RLQ,  has  led  to  a theory  of  an  anatomi- 
cal peculiarity  of  the  vasculature  of  that  por- 


TABLE  I 

SEGMENTAL  OMENTAL  INFARCTION — CHILDREN 


Symptoms  Pre-Op. 


Author 

Year 

Age 

Sex 

Duration 

(Days) 

Vomiting 

Tenderness 

WBC 

xlO^^ 

Diagnosis 

Acute 

Peritoneal 

Fluid 

Infarction 
Size  (CM) 

ErdmannTl 

1921 

14 

M 

Not 

recorded 

Yes 

RLO 

— 

Appendi- 

citis 

Not 

Mentioned 

Not 

recorded 

Coen^- 

1928 

7 

M 

Not 

recorded 

No 

RLQ 

— 

Appendi- 

citis 

Turbid 

8x4 

D'Errico^^ 

1930 

7 

F 

3 

No 

RLO 

16.2 

Appendi- 

citis 

Turbid 

6x1. 5x2. 5 

Straussl'i 

1930 

15 

F 

3 

No 

RLO 

12.0 

Appendi- 

citis 

Sero- 

sanguineous 

Not 

recorded 

BarskylS 

1936 

5 

F 

1 

Yes  with 
acute 
phase 

RLO 

14.4 

Appendi- 

citis 

Serous 

Not 

recorded 

Schottenfeld'^ 

~1949 

7 

M 

6 

No 

RUO 

13.0 

Appendi- 

citis 

None 

described 

Not 

recorded 

Romsey'” 

1941 

9 

F 

1 

No 

RLQ 

13.7 

Appendi- 

citis 

Bloody 

7.5 

(diameter) 

PuderbachlS 

1945 

8 

F 

1 

No 

RLQ 

17.9 

Appendi- 

citis 

Bloody 

egg-sized 

(Continued  on  Next  Page) 
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(Table  I Continued) 

Symptoms  Pre-Op. 


Author 

Year 

Age 

Sex 

Duration 

(Days) 

Vomiting 

Tenderness 

V7BC 

xl03 

Diagnosis 

Acute 

Peritoneal 

Fluid 

Infarction 
Size  (CM) 

Maclean^** 

1950 

6 

F 

1 

Yes 

RLQ 

— 

Appendi- 

citis 

Clear 

7x5 

1950 

4 

F 

5 

Yes 

RLQ 

— 

Appendi- 

citis 

Not 

mentioned 

3 X 1.5 

1950 

4 

F 

1 

Yes 

RLQ 

— 

Appendi- 

citis 

Not 

mentioned 

4x4 

Manfriedi^O 

1950 

9 

F 

1 

No 

RLQ 

13.8 

Append!- 

citis 

Clear 

2x3 

Catanzaro^l 

1952 

4 

F 

1 

No 

RLQ 

1 1.35 

Appendi- 

citis 

None 

described 

9x4 

1952 

10 

M 

4 

Yes 

RLQ 

1 1.9 

Appendi- 

citis 

None 

described 

5.5  X 3.5 

Hallstrand-- 

1954 

3 

F 

4 

Yes 

RLQ 

11.2 

Appendi- 

citis 

Sero- 

sanguineous 

large 

1954 

1 1 

M 

1 

No 

Peri- 

umbilical 

1 1.55 

Appendi- 

citis 

Sero- 

sanguineous 

Not 

recorded 

MillerSS 

1954 

6 

F 

2 

Yes 

RLQ 

23.5 

Appendi- 

citis 

Not 

mentioned 

15 

(length) 

Mitchener^-t 

1954 

5 

F 

1 

No 

RLQ 

17.6 

Appendi- 

citis 

Sero- 

sanguineous 

1x5x3 

Davises 

1954 

6 

M 

14 

No 

RLQ 

17.0 

Appendi- 

citis 

Sero- 
sa nguineous 

Not 

recorded 

1954 

3 

F 

0.5 

No 

RLQ 

18.0 

Appendi- 

citis 

Sero- 

sangulneous 

Not 

recorded 

Cooper-6 

1955 

S'A 

F 

5 

No 

RLQ 

— 

Appendi- 

citis 

Sero- 

sanguineous 

Not 

recorded 

Cavanagh^'? 

1955 

5 

F 

1 

No 

RLQ 

14.5 

Appendi- 

citis 

Sero- 

sanguineous 

8 X 4 X 2.5 

Shea-6 

1955 

13 

M 

2 

No 

RLQ 

10.0 

Appendi- 

citis 

Amber 

2.5  diam. 

Farrugia-66 

Bonnici 

1957 

6 

F 

1 

Yes 

RLQ 

12.0 

Appendi- 

citis 

None 

9x7 

1957 

1 1 

M 

3 

No 

RLQ 

14.4 

Appendi- 

citis 

None 

5.5  X 9 

1957 

8 

F 

2 

No 

RLQ 

15.4 

Appendi- 

citis 

None 

4 X 3.5 

Hinshaw29 

1956 

9 

M 

1 

No 

RLQ 

12.0 

Appendi- 

citis 

Sero- 

sanguineous 

4x6 

Til|31 

1957 

9 

M 

2 

Yes 

RLQ 

16.2 

Appendi- 

citis 

Not 

mentioned 

3x4 

1957 

8 

F 

2 

Yes 

RUQ 

18.5 

Mass  ? 
etiology 

Serosan- 

guineous 

3x7 

Neeley3- 

1958 

10 

M 

3 

No 

RUQ 

8.4 

Infectious 

hepatitis 

Sero- 

sanguineous 

8. 5x4x3. 5 

1958 

1 1 

F 

4 

No 

RLQ 

8.2 

Ovarian  cyst 

Not 

mentioned 

8x4x2 

1958 

8 

M 

3 

No 

RLQ 

12.4 

Appendi- 

citis 

Sero- 

sanguineous 

6x5 

Blansfield33 

1959 

6 

F 

2 

Yes 

RLQ 

8.8 

Appendi- 

citis 

Sero- 

sanguineous 

6x7x4 

Dugas^'t 

1959 

9 

M 

1 

Yes 

RLQ 

10.6 

Appendi- 

citis 

None 

described 

3x1. 5x1.2 

Knudson^S 

1962 

9 

M 

1 

No 

RLQ 

14.1 

Appendi- 

citis 

None 

described 

Not 

recorded 

Perryl 

1963 

9 

F 

4 

No 

RUQ 

13.5 

Appendi- 

citis 

Sero- 

sanguineous 

3 x 2 X 1.5 

Fahlund36 

1965 

10 

M 

3 

No 

RLQ 

10.0 

Mesenteric 

adenitis 

None 

described 

2x4 

Takita^" 

1965 

7 

M 

Not 

recorded 

Yes 

R-mid- 

abdomen 

14.0 

Appendi- 

citis 

None 

described 

Not 

recorded 

Tompkinses 

1966 

14 

7 

1 

7 

RLQ 

13.8 

Appendi- 

citis 

None 

described 

Not 

recorded 

Mullen 

1966 

3 

F 

2 

No 

RLQ 

16.1 

Appendi- 

citis 

Sero- 

sanguineous 

5x3x2 

Mullen 

1966 

8 

F 

7 

Yes 

RLQ 

1 2.0 

Omental 

infarction 

(tongue-in- 

cheek) 

Sero- 

sanguineous 

5x3x1 

ncky  Modi 

cal  Association 

• 
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tion  of  the  omentum.  Since  the  right  free  mar- 
gin of  the  omentum  is  the  most  dependent  as- 
pect, the  differential  effect  of  gravity  might 
predispose  this  area  to  greater  congestion  and 
thrombosis. 

Totten®  explained  the  pathogenesis  of  epi- 
ploic infarction  on  the  basis  of  its  blood  supply 
from  the  right  and  left  gastroepiploic  system. 
He  was  impressed  by  the  fact  that  the  symp- 
toms often  began  following  a heavy  meal  and 
reasoned  that  the  full  stomach  compressed  the 
gastroepiploic  venous  return  and  led  to  throm- 
bosis of  the  omental  veins. 

Experimentally,  Nario®  attempted  to  repro- 
duce the  stasis  and  congestion  of  acute  omental 
blood  flow  disruption.  By  ligation  of  the  left 
and  right  epiploic  veins  in  animals  he  observed 
the  development  of  multiple,  miliary  hemor- 
rhagic infarcts  in  the  omentum.  No  segmental 
infarctions  were  seen.  Pines  and  Rabinovitch' 
showed  that  sudden  stretching  of  jugular  veins 
in  rabbits  caused  thrombosis  and  felt  that  this 
proved  that  same  sequence  could  occur  in  the 
omental  veins. 

More  recently  the  pathogenesis  has  been 
explained  on  the  basis  of  allergic  factors  by 
Sosa-Gallardo  et  al®.  In  experimental  work 
they  have  been  able  to  demonstrate  localized 
segmental  infarction  of  the  omentum  as  a man- 
ifestation of  the  Arthus  and  Schwartzman 
phenomena.  This  theory  may  have  merit  in 
view  of  the  long-purported  antibody  produc- 
tion capabilities  of  the  omentum. 

Clinical  Features 

In  children  the  sex  distribution  is  equal.  The 
patient  gradually  develops  a moderately  se- 
vere, steady,  diffuse  mid-abdominal  pain  that 
becomes  localized  to  an  abdominal  quadrant 
(usually  RLQ)  within  24  to  48  hours.  Ano- 
rexia is  common;  nausea  infrequent;  and  vom- 
iting rare  although  more  usual  in  children. 

The  patient  has  a mildly  elevated  tempera- 
ture. On  abdominal  examination  the  tender- 
ness in  the  right  lower  quadrant  is  often  slight- 
ly higher  than  McBurney’s.  point  and  is  not  as 
well  localized  as  with  appendicitis.  Rebound 
tenderness  may  be  present  and  a mass  palpa- 
ble. The  patient  often  exhibits  exquisite  cutane- 
ous hyperesthesia  over  the  area  of  most  ten- 
derness. The  bowel  sounds  are  normal  or 
slightly  depressed.  Usually  rectal  examination 

()U 


and  the  psoas  and  obturator  signs  are  unre- 
warding. 

The  white  blood  cell  count  may  be  normal 
or  elevated;  urinalysis  is  within  normal  limits. 
Abdominal  X-rays  are  usually  not  helpful,  al- 
though Ribet®  has  noted  that  segmental  epi- 
ploic infarction  may  produce  a patch  of  gray- 
ish radio-density  in  the  area  of  greatest  tender- 
ness. 

The  preoperative  misdiagnosis  of  segmental 
omental  infarction  varies  with  the  localization 
of  the  clinical  findings.  Since  the  signs  are  most 
frequently  found  in  the  RLQ,  acute  appendici- 
tis is  the  most  frequent  preoperative  diagnosis. 
Right  upper  quadrant  localization  of  the  com- 
plaints usually  leads  to  a diagnosis  of  acute 
cholecystitis,  or,  on  occasion,  a perforated 
peptic  ulcer.  Left  lower  quadrant  signs  lead  to 
a diagnosis  of  diverticulitis,  or  in  females  a 
diagnosis  of  an  ovarian  lesion.  In  our  second 
case  a diagnosis  of  primary  segmental  infarction 
of  the  omentum  was  made  facetiously  because 
of  the  prior  exposure.  This  same  sequence  has 
been  reported  before'®. 

Operative  Management 

At  laparotomy,  the  first  characteristic  find- 
ing is  serosanguineous  fluid  in  the  peritoneal 
cavity.  As  much  as  150  ml.  of  this  fluid  has 
been  recovered.  Exploration  of  the  abdominal 
organs  shows  no  gross  abnormalities  except 
for  the  localized  area  of  infarction  of  the  omen- 
tum. The  involved  segment  is  usually  well-de- 
marcated, wedged  shape,  thickened  and  at  the 
free  margin.  Occasionally  the  omental  area  is 
attached  to  the  peritoneal  wall.  Grossly  vary- 
ing degrees  of  hemorrhagic  and  gangrenous 
changes  are  present.  Microscopic  examina- 
tion shows  venous  congestion,  thrombosis  of 
the  arteries,  hemorrhage,  fat  necrosis  and  in- 
flammatory changes. 

The  treatment  of  choice  is  excision  of  the 
infarcted  area.  Uually  the  appendix,  which  is 
normal,  is  removed.  All  patients  have  had  an 
unremarkable  postoperative  course,  and  no 
recurrences  have  been  reported. 

Summary 

Despite  divergent  etiologic  views,  the  ther- 
apy of  primary  idiopathic  segmental  infarction 
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of  the  greater  omentum  is  clearly  surgical.  This 
diagnosis  will  be  made  preoperatively  only 
with  a high  index  of  suspicion,  but  it  should  be 
suspected  when  the  duration  and  severity  of 
complaints  do  not  corroborate  the  abdominal 
findings.  At  laparotomy  the  appearance  of 
serosanguineous  fluid  associated  with  a normal 
appendix  should  make  the  surgeon  suspicious 
of  the  diagnosis  and  encourage  him  to  look 
carefully  at  the  omentum  for  a segmental  in- 
farction. Recurrence  is  not  seen  and  recovery 
is  uneventful. 
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SPECIAL  ARTICLES 


Inactivated  Measles  Vaccine: 
Discontinuance  of  Use 

ALTER  T.  Hughes,  M.D.* 


PUBLIC  health  authorities  see  a distinct  possi- 
bility of  the  end  of  measles  (rubeola)  as  an 
epidemic  disease.  The  reality  of  this  goal  is 
already  becoming  apparent  in  the  United  States.  The 
marked  decrease  in  morbidity  and  mortality  from 
measles,  evident  in  1965  and  1966,  resulted  from  in- 
tensive immunization  programs  with  measles  vac- 
cines. Two  general  types  of  vaccines  have  been  used; 
the  inactivated,  killed  and  the  live,  attenuated  measles 
vaccines.  The  latter  type  has  been  used  much  more 
extensively  than  the  killed  vaccines. 

It  is  presently  strongly  recommended  that  all  in- 
fants receive  the  live,  attentuated  measles  vaccine  at 
about  one  year  of  age.  Recently,  California  has  be- 
come the  latest  of  six  states  to  pass  laws  making 
measles  vaccination  compulsory  for  all  children. 

Because  immunity  derived  from  the  killed  vaccines 
was  of  relatively  short  duration,  children  who  re- 
ceived these  vaccines  in  the  early  immunization  pro- 
grams have  subsequently  been  given  the  live,  attenu- 
ated vaccine. 

Within  the  past  year  certain  unusual  local  and 
systemic  reactions  have  been  observed  when  recipients 
of  inactivated  vaccine  later  encountered  natural 
measles  or  received  the  live  attenuated  measles  virus 
vaccine.  These  reactions  have  been  of  two  general 
types: 

1.  After  exposure  to  natural  measles:  illness  has 
followed  characterized  by  an  atypical  rash  be- 
ginning on  the  feet  and  extending  superiorly, 
concentrating  on  the  lower  extremities.  The 
lesions  have  been  petechial,  vesicular  and  urti- 
carial. Pneumonitis,  high  fever  and  edema  have 
also  occurred. 

2.  After  administration  of  live  vaccine:  a reaction 
at  the  injection  site  occurs  with  erythema,  tend- 
erness and  swelling.  A localized  vesicular  or 
hemorrhagic  lesion  accompanied  by  fever,  ma- 
laise and  regional  lymphadenopathy  has  also 
been  described. 

This  “Arthus-like”  phenomenon  was  observed  in 
16  (4%)  of  400  children  in  Switzerland  who  were 
vaccinated  with  live  measles  vaccine  one  month  after 
a prevaccination  with  inactivated  measles  vaccine. 

^Professor  of  pediatrics,  University  of  Louisville 
School  of  Medicine 
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The  adverse  reactions  appeared  six  to  eight  days 
after  the  administration  of  the  live  measles  vaccine 
and  consisted  of  a local  swelling  at  the  injection  site 
and  a mild  maculopapular  rash.  In  four  ( 1 % ) of 
these  children  fever  was  present.  Antibody  studies 
and  clinical  observations  suggest  an  antigen  antibody 
reaction  of  the  Arthus  type.  None  of  these  reactions 
seemed  to  be  related  to  allergy  to  the  culture  media 
of  the  vaccines. 

Krugman,  Giles  and  Friedman  found  that  11  of  66 
children  at  risk  developed  the  atypical  illness  when 
exposed  to  natural  measles  four  years  after  the  ad- 
ministration of  the  inactivated  vaccine.  Katz,  in  Bos- 
ton, reported  that  nine  of  3 1 children  had  local  reac- 
tions when  given  live  vaccine  one  year  after  the  in- 
activated antigen. 

It  should  be  emphasized  that  these  reactions  have 
not  been  reported  with  the  live,  attenuated  measles 
virus  vaccine  unless  prior  administration  of  the  killed 
vaccine  has  occurred. 

In  no  instance  has  the  reaction  been  fatal  or  led 
to  any  serious  sequelae. 

On  November  15,  1967,  the  Committee  on  Con- 
trol of  Infectious  Diseases  of  the  American  Academy 
of  Pediatrics  made  the  following  recommendations: 

1.  “Inactivated  measles  vaccine  be  deleted  from  all 
schedules  of  immunization. 

2.  Live,  attenuated  virus  vaccine  be  given  as  soon 
as  possible  to  all  children  who  may  have  re- 
ceived only  inactivated  vaccine  previously  and 
that  their  parents  be  cautioned  of  possible  local 
and  systemic  reactions  which  may  occur. 

3.  Children  with  underlying  illnesses  or  receiving 
forms  of  therapy  which  contraindicate  the  use 
of  live  vaccines  be  given  immune  globulin 
(human)  for  protection  on  exposure  to  measles. 
Special  attention  should  be  directed  to  the 
prompt  immunization  of  the  siblings  and  close 
contacts  of  such  children  w'ith  live  attenuated 
vaccine  in  order  to  reduce  their  opportunity  for 
contact  with  natural  disease.” 

These  recommendations  are  sound  and  safe.  We 
also  strongly  urge  the  continued  administration  of 
the  live  attenuated  measles  virus  vaccine  to  suscepti- 
ble children  in  the  manner  described  by  the  American 
Academy  of  Pediatrics  and  the  U.  S.  Public  Health 
Service. 
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One  Step  Further 


People  come  to  physicians  usually  for 
one  of  three  reasons:  they  present  some 
specific  complaint,  or  complaints,  which 
they  wish  investigated;  they  desire  a general 
physical  and  laboratory  examination  to  discov- 
er any  unsuspected  abnormality;  or  they  come 
for  a periodic  or  annual  examination  because 
they  have  been  taught  that  is  a good  health 
measure.  The  common  denominator,  especial- 
ly of  the  second  and  third  groups,  is  generally 
a secret  or  expressed  fear  of  cancer.  Almost 
everyone  is  now  cancer  conscious.  There  is  an 
earnest  desire  for  some  one  simple  overall  test 
that  would  define  clearly  whether  or  not  one 
is  the  victim  of  cancerous  disease.  Unfortun- 
ately none  is  available. 

The  success  of  the  cytological  examination 
of  cervical  smears  has  been  the  greatest  stimu- 
lus of  all  in  causing  women  to  come  for  per- 
odic  examination  at  which  time  among  other 
things  the  breasts  are  carefully  inspected  and 
palpated.  The  prostate  is  almost  as  vulnerable 
an  organ  as  the  cervix,  but  it  has  been  far 
more  difficult  to  impress  upon  men  the  neces- 
sity for  its  frequent  palpation  for  evidences  of 
malignancy.  The  long  effort  at  educating  peo- 
ple to  the  urgency  for  early  detection  of  cancer 
has  however  been  largely  successful.  The  most 
vulnerable  sites  are  generally  known  and  peri- 
odic health  examinations  are  becoming  more 
and  more  the  accepted  pattern. 

Interest  in  measures  for  prevention  of  can- 
cer has  now  become  a chief  medical  concern. 
The  long  investigation  for  the  cause  for  in- 
creasing malignant  diseases  of  the  lung  has 
borne  more  positive  return  than  that  directed 
to  other  systems.  The  use  of  tobacco  in  its 
various  forms — chiefly  cigarettes  and  snuff 
— is  almost  certainly  a cancerogenic  agent.  The 
constant  breathing  of  irritating  substances  as 
certain  fumes  or  gases  or  dusts  has  long  been 
suspect  and  perhaps  with  good  reason.  The 
patient  who  has  had  a malignant  lesion  demon- 
strated in  one  breast  is  far  more  likely  to  have 
the  same  type  of  lesion  in  the  other  breast 
than  are  women  in  general.  So  important  is 
this  that  removal  of  both  breasts  is  now  more 
frequently  advised  than  ever  before. 

The  prolonged  and  excessive  use  of  alcohol 
in  manv  persons  produces  irreparable  damage 
to  the  liver  and  biliary  tree,  and  it  appears 


that  this  may  be  an  important  factor  in  the 
increase  found  in  pancreatic  malignancy. 

Many  large  centers  for  the  early  detection 
and  treatment  of  cancer  have  learned  much  in 
recent  years  of  predisposing  factors  and  have 
made  wide  investigation  in  the  detection  of 
precancerous  disease.  The  Strang  Clinic  in 
New  York  this  year  has  undertaken  to  estab- 
lish and  operate  a Preventive  Medicine  Insti- 
tute. For  the  formal  opening  of  this  Center, 
Ronald  W.  Raven,  F.R.C.S.,  Senior  Surgeon, 
Royal  Marsden  Hospital  and  Institute  of  Can- 
cer Research,  Royal  Cancer  Hospital,  London, 
gave  an  address  on  “The  Prospects  of  Cancer 
Prevention.”  He  presented  little  of  positive  or 
tried  means  of  detecting  precancerous  states 
but  suggested  a number  of  avenues  which  may 
be  worth  exploring. 

Our  knowledge  of  the  carcinogenicity  of 
estrogens  and  the  prolonged  use  of  oral  hor- 
monal contraceptives  is  not  yet  conclusive.  Ad- 
ditives to  foods  deserve  the  most  careful  scruti- 
ny. The  prolonged  use  of  some  of  the  newer 
drugs  deserves  study  in  this  regard.  Smoking 
is  associated  with  cancer  involving  the  laryngx, 
pharynx  and  esophagus,  and  higher  rates  of 
cancer  of  the  urinary  bladder  have  been  found 
among  smokers.  Many  workers  in  medical  and 
other  fields  are  subjected  to  ionizing  radiation 
in  one  form  or  another,  and  the  radioactive 
fallout  from  the  explosion  of  nuclear  devices 
provides  carcinogenic  potentiality  of  entirely 
unknown  extent.  Familial  polyposis  and  ulcer- 
ative colitis  of  long  duration  have  long  been 
recognized  as  carrying  high  potentials  for  can- 
cer. Asymptomatic  adenomas  and  ployps  of 
the  colon  probably  precede  the  development 
of  malignant  disease;  for  this  reason  routine 
sigmoidoscopy  in  well  persons  over  30  years 
of  age  at  yearly  intervals  is  reasonable.  Osteitis 
Deformans  or  Pagets  Disease  of  the  bone  is  a 
non-malignant  disease,  but  may  progress  to 
malignancy,  usually  osteogenic  sarcoma,  as 
long  as  35  years  after  its  early  recognition. 

Of  prevention  Mr.  Raven  says: 

We  are  moving  forward  into  a new  phase 
of  the  fight  to  control  cancer,  where  pre- 
vention will  provide  a most  powerful  weap- 
on which  we  are  just  starting  to  use.  Its 
potential  value  is  enormous,  future  prospects 
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are  bright.  Cytodiagnosis  is  still  in  its  in- 
fancy but  its  value  is  already  proved;  this 
technique  for  studying  cellular  variations 
from  the  normal,  through  pre-malignancy  to 
cancer  is  capable  of  application  to  many 
organs  and  tissues.  We  must  develop  com- 
puter techniques  to  screen  whole  popula- 
tions and  learn  more  about  the  changes  in 
cells  that  precede  the  state  of  invasive  can- 
cer. Then  methods  will  evolve  for  reversing 
those  changes  to  normality  again.  Cancer 
diagnosis  should  be  advanced  into  the  sub- 
clinical  stage  of  cancer  development.  In  ad- 
dition to  cytological  techniques  including 
electron  microscopy,  cytophotometry,  ther- 


mography and  ultra-sonic  methods  should 
be  used.  The  detection  of  human  carcino- 
gens and  the  mechanism  of  carcinogenesis 
are  fundamental  problems  to  solve  in  addi- 
tion to  discovering  the  enzymic  pathways 
which  are  essential  for  converting  normal  to 
malignant  tissue.  Such  problems  are  of  great 
complexity  but  should  not  be  insoluble  with 
all  the  available  resources  of  modern  bio- 
chemistry. 

We  must  confess  that  our  vision  or  imagina- 
tion is  less  graphic  or  far  reaching,  but  he  has 
something  there. 

Sam  a.  Overstreet,  M.D. 


Moke  Reservations  Now 


KMA  Interim  Meeting 
April  17-18 


Statler-Hilton  Motel 


Covington 
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Photo  professionally  posed. 


No  injection  after  all! 

This  penicillin  produces  high,  fast  levels— orally. 


Pen*Vee®  K is  usually  so  rapidly  and  com- 
pletely absorbed  that  therapeutic  penicillin 
levels  are  attained  within  15  to  30  minutes. 
Thus  it  can  often  obviate  the  need  for  peni- 
cillin injections.  The  higher  serum  levels 
produced  generally  last  longer  than  with  those 
of  oral  penicillin  G. 

Indications:  Infections  susceptible  to  oral  penicillin  G:  prophylaxis 
and  treatment  of  streptococcal  infections;  treatment  of  pneumococcal, 
gonococcal,  and  susceptible  staphylococcal  infections;  prophylaxis  of 
rheumatic  fever  in  patients  with  a previous  history  of  the  disease. 
Contraindications:  Infections  caused  by  nonsusceptible  organisms; 
history  of  penicillin  sensitivity. 

Warnings;  Acute  anaphylaxis  (may  prove  fatal  unless  promptly  con- 
trolled) is  rare  but  more  frequent  in  patients  with  previous  penicillin 
sensitivity,  bronchial  asthma  or  other  allergies.  Resuscitative (epineph- 
rine, aminophylline,  pressor  amines)  and  supportive  (antihista- 
mines, methylprednisolone  sodium  succinate)  drugs  should  be 
readily  available.  Other  rare  hypersensitivity  reactions  include 
nephropathy,  hemolytic  anemia,  leucopenia  and  thrombocytopenia. 


In  suspected  hypersensitivity,  evaluation  of  renal  and  hematopoietic 
systems  is  recommended. 

Precautions;  In  suspected  staphylococcal  infections,  perform  proper 
laboratory  studies  including  sensitivity  tests.  If  overgrowth  of 
nonsusceptible  organisms  occurs  (constant  observation  is  essential), 
discontinue  penicillin  and  take  appropriate  measures.  Whenever 
allergic  reactions  occur,  withdraw  penicillin  unless  condition  being 
treated  is  considered  life  threatening  and  amenable  only  to  penicillin. 
Penicillin  may  delay  or  prevent  appearance  of  primary  syphilitic 
lesions.  Gonorrhea  patients  suspected  of  concurrent  syphilis  should 
be  tested  serologically  for  at  least  3 months.  When  lesions  of  primary 
syphilis  are  suspected,  dark-field  examination  should  precede  use  of 
penicillin.  Treat  beta-hemolytic  streptococcal  infections  with  full 
therapeutic  dosage  for  at  least  10  days  to  prevent  rheumatic  fever 
or  glomerulonephritis.  In  staphylococcal  infections,  perform  surgery 
as  indicated. 

Adverse  Reactions:  (Penicillin  has  significant  index  of  sensitiza- 
tion) : Skin  rashes,  ranging  from  maculopapular  eruptions  to  exfolia- 
tive dermatitis;  urticaria;  serum  sickness-like  reactions,  including 
chills,  fever,  edema,  arthralgia  and  prostration.  Severe  and  often  fatal 
anaphylaxis  has  been  reported  (see  “Warnings”). 

Composition;  Tablets— 125  mg.  (200,000  units),  250  mg.  (400,000 
units),  500  mg.  (800,000  units);  Liquid— 125  mg.  (200,000  units)  and 
250  mg.  (400,000  units)  per  5 cc. 

Wyeth  Laboratories  Philadelphia,  Pa. 


o«ALpEN.VEE®K 

(potassium  phenoxymethyl  penicillin) 


WHAT  DOES 

' GALVANIC  SKIN  RESISTANCE 
DEMONSTRATE 
AROUT  THE  EFFECT  OF 

\ALIUM  (diazepam)? 


Galvanic  skin  resistance . . . one  measure  of  the  Valium  (diazepam)  effect 
in  reducing  the  somatic  response  to  acute  stress' 


' The  subjective  value  of  Valium  (diazepam)  has  been  proved  by 
! many  clinical  and  empirical  evaluations.  Now,  also  objective 
criteria  such  as  used  in  other  areas  of  scientific  research  have 
demonstrated  the  effectiveness  of  Valium  (diazepam)  in  reduc- 
' ing  certain  somatic  responses  to  acute  stress. 

Devised  as  a research  tool  in  psychosomatic  medicine,  this  in- 
teresting method  records  respiratory  excursions,  galvanic  skin 
t resistance,  cardiac  activity  and  finger  pulse  volume  as  physical 


responses  to  stress.  These  autonomic  nervous  system  responses 
to  a standardized  stressor  — a film  dealing  with  life-threatening 
incidents  — are  continuously  monitored  on  the  polygraph. 

This  gives  a graphic  representation  of  changes  which  the  body 
may  undergo  in  reacting  to  stress.  The  application  of  modern 
statistical  analysis  to  these  graphs  provides  a yardstick  by 
which  the  calming  effect  of  Valium  (diazepam)  can  be  meas- 
ured quantitatively. 


Before  prescribing,  please  consult  complete  product  informa- 
tion, a summary  of  which  follows: 

Contraindications:  Infants,  patients  with  a history  of  con- 
vulsive disorders,  glaucoma  or  known  hypersensitivity  to  drug. 
Warning:  Not  of  value  in  the  treatment  of  psychotic  patients, 
and  should  not  be  employed  in  lieu  of  appropriate  treatment. 
Precautions:  Limit  dosage  to  smallest  effective  amount  in 
elderly  or  debilitated  patients  (not  more  than  1 mg,  one  or  two 
times  daily  initially)  to  preclude  ataxia  or  oversedation,  in- 
creasing gradually  as  needed  or  tolerated.  As  is  true  of  all 
CNS-acting  drugs,  until  correct  maintenance  dosage  is  estab- 
lished, advise  patients  against  possibly  hazardous  procedures 
requiring  complete  mental  alertness  or  physical  coordination. 
Driving  during  therapy  not  recommended.  In  general,  concur- 
rent use  with  other  psychotropic  agents  is  not  recommended. 
If  such  combination  therapy  is  used,  carefully  consider  in- 
dividual pharmacologic  effects— particularly  with  known  com- 
pounds which  may  potentiate  action  of  Valium  (diazepam), 
such  as  phenothiazines,  barbiturates,  MAO  inhibitors  and 
other  antidepressants.  Advise  patients  against  simultaneous 
ingestion  of  alcohol  or  other  CNS  depressants.  Safe  use  in 
pregnancy  not  established.  Employ  usual  precautions  in  treat- 
ment of  anxiety  states  with  evidence  of  impending  depression; 
suicidal  tendencies  may  be  present  and  protective  measures 
necessary.  Observe  usual  precautions  in  impaired  renal  or 
hepatic  function.  Periodic  blood  counts  and  liver  function  tests 
advisable  in  long-term  use.  Cease  therapy  gradually. 

Side  Effects:  Side  effects  (usually  dose-related)  are  fatigue, 
drowsiness  and  ataxia.  Also  reported:  mild  nausea,  dizzi- 
ness, blurred  vision,  diplopia,  headache,  incontinence,  slurred 
speech,  tremor  and  skin  rash;  paradoxical  reactions  (excite- 


ment, depression,  stimulation,  sleep  disturbances,  acute  hyper- 
excited  states,  hallucinations);  changes  in  EEG  patterns  dur- 
ing and  after  drug  treatment.  Abrupt  cessation  after  prolonged 
overdosage  may  produce  withdrawal  symptoms  (convulsions, 
tremor,  abdominal  and  muscle  cramps,  vomiting,  sweating)  simi- 
lar to  those  seen  with  barbiturates,  meprobamate  and  chlor- 
diazepoxide  HCl. 

Dosage  — Adults:  Mild  to  moderate  psychoneurotic  reactions, 
2 to  5 mg  b.i.d.  or  t.i.d. ; severe  psychoneurotic  reactions,  5 to 
10  mg  t.i.d.  or  q.i.d. ; alcoholism,  10  mg  t.i.d.  or  q.i.d.  in  first  24 
hours,  then  5 mg  t.i.d.  or  q.i.d.  as  needed;  muscle  spasm  with 
cerebral  palsy  or  athetosis,  2 to  10  mg  t.i.d.  or  q.i.d.  Geriatric 
patients:  1 or  2 mg/ day  initially,  increase  gradually  as  needed 
and  tolerated.  (See  Precautions.) 

Supplied:  Valium®  (diazepam)  Tablets,  2 mg,  5 mg  and  10 
mg;  bottles  of  50  and  500. 

Roche  Laboratories,  Division  of  Hoffmann -La  Roche  Inc. 
Nutley,  N.J.  07110 

References:  1.  Selesnick,  S.  T.,  and  Clemens,  T.  L. : From  research  film 
“Motion  Picture  Films  in  Psychosomatic  Research,”  available  from  Roche 
Laboratories.  2.  Clemens,  T.  L.,  and  Selesnick,  S.  X:  Dis.  Nerv.  System, 
28:98,  1967. 

VALIUM^ 

(diazepam)  Roche® 

useful  for  somatic  symptoms 
of  psychic  tension 


Adoption  of  Statement  of  Purpose,  Changes  in  Bylaws  Among  Actions 
Taken  by  AMA  House  of  Delegates  at  21st  Clinical  Convention* 


This  detailed  summary  of  the  actions  taken  by  the  AMA  House  of  Delegates  during  the  21st  Clinical  Convention  in 
Houston  November  26-29  is  being  printed  by  the  editors  who  feel  that  it  is  of  special  significance  to  you.  Although 
the  summary  covers  many  of  the  important  subjects  considered  by  the  House,  it  is  not  intended  to  be  a complete 
report  of  all  actions  taken. 


A STATEMENT  of  purposes  and  responsibilities, 
Bylaw  changes,  direct  billing  under  Title  XIX 
and  medical  education  were  among  the  many 
subjects  acted  upon  by  the  AMA  House  of  Dele- 
gates during  the  21st  Annual  Clinical  Convention 
November  26-29  in  Houston. 

Speaking  at  the  opening  session  of  the  House  on 
Sunday,  Milford  O.  Rouse,  M.D.,  AMA  president, 
stressed  the  need  for  “positive  leadership”  and  “visi- 
ble action”  by  the  medical  profession  and  all  other 
members  of  the  health  team. 

As  citizens,  Doctor  Rouse  said,  “we  have  this 
choice  when  facing  a situation  that  needs  correcting: 
we  can  do  it  ourselves;  or  we  can  ask  the  govern- 
ment to  pass  a law”  and  set  up  an  administrative 
mechanism  to  enforce  it.  “If  we  should  fail  to  recog- 
nize the  present  as  an  opportunity  for  positive  action 
...  I believe  we  would  fail  not  only  ourselves, 
but  the  people  of  this  country,  more  and  more  of 
whom  need  and  want  more  and  more  of  the  services 
we  are  uniquely  able  to  render.” 

The  House,  of  which  238  of  242  delegates  were 
present  at  the  final  two  sessions,  dealt  with  96  items 
of  business.  Of  57  resolutions  from  state  medical  so- 
cieties or  individual  physicians,  the  House  adopted 
43,  amended  and  adopted  22,  referred  21,  absorbed 
four  into  other  adopted  items  and  rejected  six. 

Distinguished  Service  Award 

Owen  H.  Wangensteen,  M.D.,  director  of  the  de- 
partment of  surgery  at  University  Hospitals,  Minne- 
apolis, was  named  the  winner  of  the  1968  Dis- 
tinguished Service  Award. 

The  award  will  be  presented  to  Doctor  Wangen- 
steen at  the  Annual  Convention  in  San  Erancisco 
in  June,  1968. 

Under  a change  in  the  Bylaws,  this  is  the  first  time 
the  award  winner  has  been  selected  at  the  Clinical 
Convention.  Previously  he  was  selected  and  the 
award  was  made  at  the  Annual  Convention. 

AAAA-ERF  Institute  for  Biomedical  Research 

In  a special  report  on  the  AMA  Education  and 
Research  Foundation,  Charles  L.  Hudson,  M.D.,  im- 
mediate past  president  of  the  AMA  and  president 
of  the  AMA-ERF,  reported  to  the  House  that  the 
Board  of  Directors  of  the  AMA-ERF  had  “voted  to 
endorse  in  principle  the  relocation  of  the  Institute 
for  Biomedical  Research  on,  or  contiguous  to,  the 
University  of  Chicago  campus,  and  authorized  the 


*Report  of  F.  J.  L.  Blasingame , M.D.,  executive  vice 
president,  American  Medical  Association 


executive  vice  president,  with  appropriate  other 
members  of  staff  and  the  president  and  secretary- 
treasurer  of  the  Foundation  to  negotiate  a contract 
with  the  University  of  Chicago  for  consideration  by 
the  Board  of  Directors  of  the  AMA-ERF.” 

The  House  approved  the  action  of  the  Board  of 
Directors  of  the  AMA-ERF  and  endorsed  “in  prin- 
ciple” the  relocation  of  the  Institute  “on  or  con- 
tiguous to  the  University  of  Chicago.” 

At  the  same  time,  the  House  requested  the  Board 
of  the  AMA-ERF  “to  present  at  each  Clinical  Con- 
vention a report  on  the  projected  budget  of  the  Insti- 
tute for  Biomedical  Research  for  the  ensuing  year 
and  the  amount  of  the  projected  contribution  from 
the  American  Medical  Association  to  the  Institute 
during  that  period.” 

Medical  Education 

Several  actions  were  taken  relating  to  medical  edu- 
cation. 

One  was  adoption  of  the  Board  of  Trustees’  sum- 
mary of  the  Report  of  the  Commission  on  Research. 
Fifteen  recommendations  were  contained  in  the  Com- 
mission report,  two  of  which  were  seen  as  particular- 
ly significant. 

Recommendation  12  encouraged  research  in  the  de- 
livery of  health  care,  “provided  it  is  conducted  under 
proper  auspices  and  in  accordance  with  sound  re- 
search design  and  methodology.”  The  House  adopted 
it,  with  the  understanding  that  such  support  “should 
not  be  interpreted  to  imply  any  criticism  of  the 
present  studies  of  the  delivery  of  health  care.” 
Present  efforts  are  productive,  but  the  medical  pro- 
fession “should  not  hesitate  to  make  known  its  inter- 
est in  continued  studies  to  improve  the  methods  and 
quality  of  health  care  delivery.” 

Recommendation  13  was  addressed  to  correcting 
the  imbalance  between  biomedical  research  and  edu- 
cation caused  by  the  “heavy  but  desirable  federal 
support  of  research.”  It  stated  that  “there  should  be 
allotted  a greatly  increased  amount  for  operational 
expenses  of  medical  schools,  to  be  matched  by  those 
schools  through  private  or  local  governmental 
sources.” 

Again  the  House  concurred,  stressing  the  fact  that 
its  approval  of  the  recommendation  changes  the  poli- 
cy of  the  AMA  with  respect  to  federal  support  for 
medical  education.  The  change  results  in  “an  honest 
recognition  that  federal  financial  support  is  now  ac- 
cepted by  the  American  medical  schools.”  However, 
in  adopting  the  recommendation,  the  House  “em- 
phatically urges  that  a matching  formula  be  used” 
to  “encourage  medical  schools  to  retain  their  inde- 
pendence.” 
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The  House  also  adopted  a resolution  that  the 
AMA,  through  its  Council  on  Medical  Education, 
“utilize  all  appropriate  influences  to  restore  teaching 
to  its  proper  place  of  prominence  in  medical  educa- 
tion” instead  of  giving  the  lion’s  share  of  attention, 
honors  and  contributions  to  research  scientists;  and 
adopted  12  guidelines  for  medical  staffs  in  hospitals 
with  intern  and  resident  training  programs. 

Health  Manpower 

A report  was  adopted  on  the  “Report  of  the  Na- 
tional Advisory  Commission  on  Health  Manpower,” 
which  was  submitted  to  President  Johnson  on  Novem- 
ber 20. 

The  report  was  necessarily  brief,  since  there  had 
not  been  time  to  study  and  evaluate  the  Commission 
report  in  any  depth,  but  it  pointed  out  that  the  Com- 
mission’s approach  to  health  care  problems  indicated 
recognition  of  the  need  for  orderly  procedures  rather 
than  harmful  “crash”  programs.  The  emphasis  in 
most  of  the  Commission  report  is  to  center  responsi- 
bility on  the  professional  groups  best  able  to  evaluate 
and  plan  in  health  areas,  rather  than  on  government 
and  non-professionals. 

The  House  adopted  the  preliminary  report;  voted 
to  enlarge  the  AMA  Committee  on  Health  Man- 
power by  four  members  to  permit  more  careful  and 
complete  study  in  this  area;  and  noted  that  copies 
of  the  complete  Commission  report  will  be  sent  to 
all  delegates  and  alternates,  requesting  them  to  submit 
their  comments  to  their  constituent  associations  as 
soon  as  possible. 

In  addition,  the  House  approved  replacing  the 
present  AMA  Commission  to  Coordinate  the  Rela- 
tionships of  Medicine  With  Allied  Health  Profes- 
sions and  Services  with  a new  council  of  the  Board 
of  Trustees  to  be  known  as  the  Council  on  Allied 
Health  Professions;  and  directed  the  Association  to 
seek  the  establishment  of  a medically  oriented  fed- 
eral Commission  on  Health  Resources  and  Medical 
Manpower  to  assure  properly  balanced  distribution 
of  health  personnel  among  government  agencies,  the 
armed  forces  and  the  civilian  population. 

Also  with  respect  to  health  personnel,  both  pro- 
fessional and  allied,  the  House  asked  that  a report 
be  made  at  the  next  meeting  evaluating  the  foreign 
resident,  intern  and  physician  program;  requested  a 
study  of  the  present  professional  liability  implications 
in  the  use  of  allied  medical  personnel;  and  urged 
physicians  to  become  acquainted  with  the  programs 
of  the  American  Association  of  Medical  Assistants 
and  to  encourage  their  assistants  to  participate  in  its 
educational  and  certification  programs. 

Health  Care 

The  House  adopted  a number  of  reports  and  resolu- 
tions relating  to  health  care  from  the  standpoint  of 
the  community  and  the  individual  patient. 

One  emphasizes  that  standards  of  medical  care 
are  set  at  the  local  level  and  calls  attention  to  dis- 
turbing trends  pointing  to  the  possible  establish- 
ment of  medical  care  standards  on  a national  basis. 


Another  commits  the  AMA  to  leadership  in  in- 
forming the  public,  the  profession  and  other  elements 
of  the  health  care  field  as  to  practical  means  of 
moderating  health  care  costs,  the  value  of  voluntary 
health  insurance,  expanding  the  medical  manpower 
supply  and  improving  the  health  care  of  the  American 
people. 

With  respect  to  comprehensive  planning  of  health 
facilities  and  services,  the  House  urged  state  and 
local  medical  societies  to  emphasize  a variety  of 
activities  to  be  undertaken  in  the  area  of  over-all 
planning  for  governmental  and  private  programs  of 
health  care,  including  “Continued  effort  by  the  medi- 
cal profession  to  improve  federal  legislation  in  this 
area  and  to  emphasize  the  importance  of  local  con- 
trol.” 

The  House  reaffirmed  that  the  procurement,  pro- 
cessing, distribution  or  use  of  human  blood  and  other 
human  tissue  is  a medical  service  and  is  not  the 
selling  of  a commodity.  The  Board  of  Trustees  and 
the  state  associations  were  urged  to  support  legisla- 
tive action  at  federal  and  state  levels  to  implement 
this  concept. 

The  use  of  monitoring,  defibrillation  and  resusclta- 
tive  equipment  by  registered  nurses  in  cases  of  cardiac 
emergencies  was  supported,  with  provisions  regarding 
the  nurse’s  training  and  the  procedures  established 
by  the  hospital  medical  staff. 

Alcoholism  was  identified  as  a complex  disease 
and  the  House  recognized  that  the  medical  compo- 
nents of  this  entity  are  medicine’s  responsibility. 

Medicare  and  Medicaid 

In  regard  to  medicare,  the  House  reaffirmed  its 
support  for  direct  billing  under  the  federal  program 
and  adopted  a resolution  regarding  the  collection 
and  public  dissemination  of  figures  on  the  adminis- 
trative costs  of  medicare. 

The  House  resolved  that  the  AMA  continue  its 
efforts  to  provide  for  the  implementation  of  Title 
XIX  in  a manner  which  recognizes  “the  physician’s 
right  to  bill  directly  all  patients,  including  Title  XIX 
patients,  and  allows  the  physician  or  his  patient  to 
be  reimbursed  his  usual,  customary  and  reasonable 
fee  for  his  professional  services;”  and  that  the  As- 
sociation actively  seek  changes  in  the  law  that  will 
secure  “equal  and  simultaneous  application  to  all 
jurisdictions.” 

Other  Legislative  Matters 

A resolution  urging  continuing  opposition  to  S- 
2299,  the  Long  drug  bill,  and  a report  detailing  the 
current  status  of  HR- 12080,  the  Social  Security 
Amendments  of  1967,  were  adopted. 

The  House  also  adopted  recommendations  that  the 
AMA  arrange  a meeting  of  state  medical  associ- 
ation representatives  to  plan  regional  conferences  of 
physicians  to  discuss  matters  of  special  interest  to 
state  legislators;  and  that  state  associations  invite  key 
lawmakers  to  attend  AMA  conferences. 

Also  approved  was  a resolution  that  state  associ- 
ations establish  active  legislative  task  forces  at  the 
(Continued  on  Page  72) 
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in  moderate  hypertension  and 
poorly  controlled  mild  hypertension 

(when  diuretics  or  sedatives  are  inadequate,  for  example) 


When  your  patients  expect  a lot... 
like  relief  from  hypertensive  symptoms 

(headache,  fatigue,  nervousness,  palpitation  or  insomnia,  for  example) 

like  an  up-to-date,  once -a-day  dosage  schedule 

(a  schedule  not  unlike  timed-release  medication,  for  example) 

like  a daily  dose  of  medication  for  peanuts 

(at  IOC  a tablet,  for  example) 

like  generally  well-tolerated  therapy 

(as  described  in  the  package  insert,  for  example) 


...give  them  a little 

(one  tablet  daily) 


Regroton 

chlorthalidone  50  mg.,  reserpine  0.25  mg. 


Indications:  Hypertension.  Contraindications:  History  of 
mental  depression,  hypersensitivity,  and  most  cases  of 
severe  renal  or  hepatic  diseases.  Warning:  With  the  admin- 
istration of  enteric-coated  potassium  supplements,  which 
should  be  used  only  when  adequate  dietary  supplementation 
is  not  practical,  the  possibility  of  small-bowel  lesions  (ob- 
struction, hemorrhage,  and  perforation)  should  be  kept  in 
mind.  Surgery  for  these  lesions  has  frequently  been  required 
and  deaths  have  occurred.  Discontinue  coated  potassium- 
containing  formulations  immediately  if  abdominal  pain,  dis- 
tention, nausea,  vomiting,  or  gastrointestinal  bleeding  occur. 
Discontinue  one  week  before  electroshock  therapy,  and  if 
depression  or  peptic  ulcer  occurs.  Use  in  pregnancy: 
Regroton  should  be  used  in  pregnant  patients  or  in  women 
of  childbearing  potential  only  when,  in  the  judgment  of  a 
physician,  its  use  is  deemed  essential  to  the  welfare  of  the 
patients:  adverse  reactions  (thrombocytopenia,  hyperbili- 
rubinemia, altered  carbohydrate  metabolism,  etc.)  are 
potential  problems  in  the  newborn. 

Precautions:  Antihypertensive  therapy  with  Regroton  should 
always  be  initiated  cautiously  in  postsympathectomy  patients 
and  in  patients  receiving  ganglionic  blocking  agents,  other 
potent  antihypertensive  drugs,  or  curare.  Reduce  dosage  of 
concomitant  antihypertensive  agents  by  at  least  one-half.  To 
avoid  hypotension  during  surgery,  discontinue  Regroton 
therapy  two  weeks  prior  to  elective  surgical  procedures.  In 
emergency  surgery,  use,  if  needed,  anticholinergic  or  adre- 
nergic drugs  or  other  supportive  measures  as  indicated. 
Because  of  the  possibility  of  progression  of  renal  damage, 
periodic  kidney  function  tests  are  indicated.  Discontinue  if 
the  BUN  rises  or  liver  dysfunction  is  aggravated.  Hepatic 
coma  may  be  precipitated.  Electrolyte  imbalance,  sodium 
and/or  potassium  depletion  may  occur.  If  potassium  deple- 
tion should  occur  during  therapy,  Regroton  should  be  dis- 
continued and  potassium  supplements  given,  provided  the 


patient  does  not  have  marked  oliguria.  Take  particular  care 
in  cirrhosis  or  severe  ischemic  heart  disease  and  in  patients 
receiving  corticosteroids,  ACTH,  or  digitalis.  Salt  restriction 
is  not  recommended.  Use  cautiously  in  patients  with  ulcera- 
tive colitis  or  gallstones  (biliary  colic  may  be  precipitated). 
Bronchial  asthma  may  occur  in  susceptible  patients.  Adverse 
Reactions:  The  drug  is  generally  well  tolerated.  The  most  fre- 
quent side  effects  are  nausea,  gastric  irritation,  vomiting, 
diarrhea,  constipation,  muscle  cramps,  headache,  dizziness 
and  acute  gout.  Other  potential  side  effects  include  angina 
pectoris,  anxiety,  depression,  bradycardia  and  ectopic 
cardiac  rhythms  (especially  when  used  with  digitalis),  drowsi- 
ness, dull  sensorium,  hyperglycemia  and  glycosuria,  hyper- 
uricemia, lassitude,  restlessness,  transient  myopia,  impotence 
or  dysuria,  orthostatic  hypotension  which  may  be  potenti- 
ated when  chlorthalidone  is  combined  with  alcohol,  bar- 
biturates or  narcotics,  leukopenia,  aplastic  anemia,  skin 
rashes,  thrombocytopenia,  agranulocytosis,  nasal  stuffiness, 
increased  gastric  secretions,  nightmare,  purpura,  urticaria, 
ecchymosis,  weakness,  uveitis,  optic  atrophy  and  glaucoma, 
and  pruritus.  Eruptions  and/or  flushing  of  the  skin,  a reversi- 
ble paralysis  agitans-like  syndrome,  blurred  vision,  con- 
junctival injection,  increased  susceptibility  to  colds,  dyspnea, 
weight  gain,  decreased  libido,  dryness  of  the  mouth,  deaf- 
ness, anorexia,  and  pancreatitis  when  epigastric  pain  or  un- 
explained G.l.  symptoms  develop  after  prolonged  adminis- 
tration. Jaundice,  xanthopsia,  paresthesia,  photosensitization 
and  necrotizing  angiitis  are  possible.  Average  Dosage:  One 
tablet  daily  with  breakfast.  Availability:  Pink,  single-scored 
tablets  in  bottles  of  100  and  1000.  (B)  46-600-B 
For  details,  see  complete  Prescribing  Information. 


Geigy  Pharmaceuticals,  Division  of 
Geigy  Chemical  Corporation,  Ardsley,  N.Y. 
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congressional  district  level  to  maintain  an  effective 
working  relationship  with  congressmen. 

Support  for  AMPAC  was  reaffirmed  in  a resolu- 
tion that  requested  the  Board  of  Trustees  to  seek 
additional  ways  of  helping  AMPAC  enlarge  its  ac- 
tivities and  its  assistance  to  state  medical  political  ac- 
tion committees. 

Hospitals 

Because  both  medicare  and  medicaid  provide  pay- 
ment for  medical  care  rendered  to  patients  by  resi- 
dents, the  House  resolved  that  the  Association  should 
study  the  problem  and  develop  guidelines  that  are 
acceptable  to  supervising  physicians,  teaching  insti- 
tutions and  government  agencies  involved  in  the  pay- 
ment process. 

In  addition,  with  respect  to  hospitals,  the  House 
adopted  resolutions: 

— Proposing  the  acceptance  of  physicians  on  hospi- 
tal Boards  of  Trustees  as  the  most  effective  form  of 
liaison  between  the  medical  staff  and  hospital  govern- 
ing authorities. 

— Protecting  hospital  privileges  through  “due  pro- 
cess.” 

— Calling  for  more  effective  liaison  and  better 
coordination  between  medical  staffs  and  local  medical 
societies. 

— Pointing  out  the  need  for  simplifying  atten- 
dance requirements  for  maintaining  membership  on 
hospital  medical  staffs. 

— Pressing  for  prompt  revision  of  the  JCAH  rul- 
ing on  the  use  of  externs  in  non-university  affiliated 
hospitals,  with  the  incorporation  of  adequate  safe- 
guards to  insure  the  quality  of  programs  of  extern 
education. 

In  addition,  model  articles  of  incorporation  for  hos- 
pital medical  staffs  were  made  available  for  di.s- 
tribution  in  response  to  requests. 

AMA  Organization  and  Procedures 

A number  of  changes  were  made  in  the  Bylaws; 

— Chapter  XIV,  Section  3(D)  was  updated,  pro- 
viding that  four  trustees  will  be  elected  annually, 
each  for  a three-year  term  and  each  limited  to  three 
terms. 

— The  terms  in  office  of  the  president,  president- 
elect and  vice  president  all  will  begin  and  end  at  the 
close  of  the  final  session  of  the  House  of  Delegates 
at  the  Annual  Convention. 

— Resolutions  must  be  introduced  to  the  House 
by  a voting  delegate. 

— Nominations  for  Affiliate  Membership  in  the 
AMA  in  classes  (3),  (4),  (5)  and  (6)  must  be  ap- 
proved by  the  appropriate  county  and  state  medical 
society. 

— A general  officer’s  position  is  to  be  considered 
vacant  if  he  misses  six  consecutive  regular  meetings 
of  the  Board. 

— The  House  approved  giving  the  vice  president 
voting  rights  on  the  Board. 


Sites  and  dates  for  future  conventions  will  be: 

Annual 

1968  San  Francisco,  June  16-20 

1969  New  York,  July  13-17 

1970  Chicago,  June  21-25 

1971  Atlantic  City,  June  20-24 

1972  San  Francisco,  June  18-22 

1973  New  York,  July  15-19 

1974  Chicago,  June  16-20 
Clinical 

1968  Miami  Beach,  December  1-4 

1969  Denver,  Nov.  30-Dec.  3 

1970  Boston,  Nov.  29-Dec.  2 

1971  New  Orleans,  Nov.  28-Dec.  1 

1972  Atlanta,  November  26-29 

1973  Anaheim,  Cal.,  November  25-28 

1974  Portland,  Ore.,  December  1-4 

AMA  Objectives 

The  House  adopted  a statement  of  1 1 purposes  and 
responsibilities  for  the  AMA,  designed  to  define  more 
clearly  the  over-all  purpose  as  written  in  the  Consti- 
tution: “To  promote  the  science  and  art  of  medicine 
and  the  betterment  of  public  health.” 

The  entire  statement  follows: 

THE  PURPOSES  AND  RESPONSIBILITIES 
OF  THE  AMERICAN  MEDICAL  ASSOCIATION 

It  is  the  responsibility  of  the  American  Medical 
Association,  as  the  representative  of  the  American 
medical  profession,  to  continue  to  foster  the  advance- 
ment of  medical  science  and  the  health  of  the  Ameri- 
can people. 

Its  continuing  purposes  are  to  meet  this  responsi- 
bility through  the  following  means: 

1.  By  encouraging  the  further  development  of  medi- 
cal knowledge,  skills,  techniques  and  drugs;  and  by 
maintaining  the  highest  standards  of  practice  and 
health  care. 

2.  By  creating  incentives  to  attract  increasing 
numbers  of  capable  people  into  medicine  and  the 
other  health-care  professions. 

3.  By  advancing  and  expanding  the  education  of 
physicians  and  other  groups  in  the  health-care  field. 

4.  By  motivating  skilled  physicians  who  have  the 
art  of  teaching  to  apply  themselves  to  developing  new 
generations  of  excellent  practitioners. 

5.  By  fostering  programs  that  will  encourage  medi- 
cal and  health  personnel  to  serve  voluntarily  in  the 
areas  of  need  for  medical  care. 

6.  By  developing  techniques  and  practices  that 
will  moderate  the  costs  of  good  medical  and  health 
care. 

7.  By  seeking  out  and  fostering  means  of  making 
all  health-care  facilities  — physicians’  offices,  hospi- 
tals, laboratories,  clinics  and  others  — as  efficient 
and  economical  as  good  medical  practice  and  atten- 
tion to  human  values  will  permit. 

8.  By  combining  the  utilization  of  the  latest 
knowledge  for  prevention  and  treatment  with  the  vital 
healing  force  of  the  physician’s  personal  knowledge 
of  and  devotion  to  his  patient. 

(Continued  on  Page  102) 
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A journal  within  a journal  published  quarterly  in  the  interests 
of  better  medicine  by  Dorsey  Laboratories,  a division  of 
The  Wander  Company,  Lincoln,  Nebraska  68501.  Address 
communications  to  Keith  W.  Sehnert,  M.D.,  Medical  Director. 


this  issue:  the  cold  in  pregnancy... 
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Since  pregnancy  and  the  common  cold  are  both 
ubiquitous,  it  is  not  surprising  that  they  often  occur 
at  the  same  time  in  the  same  patient.  Incidence  fig- 
ures are  hard  to  come  by,  but  the  chances  are  very 
good  that  any  given  pregnant  woman  will  have  a 
cold  at  some  time  during  the  nine  months  of  her 
gestation.  When  she  does,  she  will  tell  you  that  it 
is  the  worst  cold  she  ever  had.  It  seems  to  last  longer 
and  the  symptoms  are  more  distressing  than  they 
are  in  the  non-pregnant. 


For  purposes  of  this  discussion,  the  common  cold  i 
considered  to  be  the  well-known  symptom  compk) 
which  includes  sore  throat,  stuffy  nose,  and  a cough 
Febrile  states  or  extension  of  the  disease  proces: 
into  the  lower  respiratory  tree  are  not  part  of  th< 
common  cold  and  will  not  be  included  in  this  dis 
cussion. 


c 


the  clinical  picture  of  a cold  in  pregnancy  can  h 
confused  by  a long-known  physiological  phenome 
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'ion.  Kiesselbach’s  area  in  the  nose  (on  the  anterior 
)art  of  the  nasal  septum  above  the  intermaxillary 
)one)  becomes  engorged,  apparently  due  to  hypere- 
nia  induced  by  the  increased  estrogen  level  which 
ccompanies  pregnancy.  The  amount  of  congestion 
an  vary  in  degree  from  woman  to  woman.  Some 
nave  very  little  congestion,  others  will  have  occa- 
ional  nosebleeds  from  this  area,  still  others  will 
jpve  symptomatic  congestion  to  the  degree  that  they 
j/ill  complain  of  having  a "chronic”  or  constant 
,;old. 


li^ss  well  recognized  is  the  occurrence  of  this  type 
rjf  hyperemia  in  any  part  of  the  nasopharyngeal 
Viucosa,  again  in  varying  degree.  Such  swelling 
! ften  produces  a postnasal  drip  which,  the  patient 
dll  state,  is  present  only  when  she  is  pregnant. 
' atients  who  do  not  have  symptomatic  congestion 
rfdinarily,  will  find  that  when  they  do  get  a cold, 
pie  symptoms  last  much  longer  than  those  of  a cold 
iually  do.  Occasionally,  this  hyperemia  is  respon- 
ble  for  closure  of  the  medial  end  of  the  Eustachian 
:ibe;  such  patients  will  complain  of  "plugging”  of 
ie  ears.  Inspection  of  the  ear  drum  will  show  a 
epression  which  confirms  the  presence  of  Eusta- 
lian  closure  rather  than  wax  in  the  canal  which  is 
le  patient’s  diagnosis.  Symptoms  related  to  this 
lysiological  congestion  are  more  apt  to  occur  in 
Ijavier  smokers  or  those  who  have  a history  of 
dergic  rhinitis,  just  as  are  the  symptoms  of  the 
immon  cold.  And  when  the  cold  does  occur  in 
regnancy,  the  symptoms  are  worse  because  of  the 
iderlying  congestion. 

'oe  pregnant  woman  with  a cold  is  miserable  for 
(her  reasons,  dependent  somewhat  on  her  parity 
ilid  the  length  of  her  gestation.  As  parity  increases, 
}j  also  does  the  relaxation  of  the  abdominal  and 
I'rineal  musculature.  The  uterus,  lying  against  a 
Slick  abdominal  wall,  and  bearing  down  on  relaxed 
jjrineal  muscles,  acts  like  a piston  when  the  patient 
cughs,  sneezes,  or  even  blows  her  nose,  pushing 
( wn  on  the  bladder.  Stress  incontinence  during 
(ids  is  almost  the  rule. 

\ 

" the  length  of  gestation  increases,  so  does  the  size 
(,  the  uterus.  As  it  grows,  it  pushes  the  abdominal 
(intents  above  it  and  elevates  the  diaphragm.  This 
i;ults  eventually  in  a lateral  displacement  of  the 
liver  rib  cage,  often  to  a point  at  which  the  patient 
' ll  complain  of  soreness  in  this  area.  If  such  a 
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From  a continuing  study  on  nasal  congestion . . . 
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timed  to  work 
while  your  patient  does 


A sturdy  begun  in  1966  by  the  Department  of  Otolaryn- 
gology, Greater  Baltimore  Medical  Center,  has  accu- 
mulated evidence  that  documents  the  effectiveness  of 
Triaminic’s  timed-release  action  in  the  treatment  of 
nasal  congestion. 

With  its  balanced  formulation  of  an  oral  nasal  decon- 
gestant and  two  antihistamines,  Triaminic  effected 
partial  or  complete  relief  in  more  than  82%  of  the 
85  subjects  treated.  Clearing  nasal  obstruction.  Re- 
ducing turbinate  swelling.  Making  breathing  easier. 


it’s  a comforting  thing  to  know  that  Triaminic  really  works. 


■ mm® 

Triaminic 


timed-release  tablets 


Each  timed-release  tablet  contains: 
Phenylpropanolamine  hydrochloride  50mg. 

Pyrilamine  maleate  25mg. 

Pheniramine  maleate  25mg. 


Slide  effects:  Occasional  drowsiness,  blurred  vision,  cardiac  palpi- 
tations, flushing,  dizziness,  nervousness  or  gastrointestinal  upsets. 
Precautions:  The  patient  should  be  advised  not  to  drive  a car  or  oper- 
ate dangerous  machinery  if  drowsiness  occurs.  Use  with  caution  in 
patients  with  hypertension,  heart  disease,  diabetes  or  thyrotoxicosis. 


(Ad  vert  is  em  ent) 


patient  has  a cold,  the  coughing  and  sneezing  will 
exaggerate  this  soreness.  The  diaphragmatic  restric- 
tion caused  by  the  enlarging  uterus  also  makes 
breathing  more  difficult,  particularly  when  the  pa- 
tient lies  down.  A cold  compounds  this  difficulty. 

Treating  a cold  in  pregnancy  requires  two  addi- 
tional considerations.  The  patient  should  be  told 
that  the  symptoms  may  last  longer  lest  she  become 
discouraged,  and  she  should  be  reassured  that  the 
treatment  will  not  damage  the  fetus.  Although  there 
are  still  some  women  who  seem  blissfully  ignorant 
regarding  matters  of  health  (and  these  need  to  be 
cautioned  not  to  take  medication  recommended  by 
friends),  most  of  our  maternity  patients  are  aware 
of  the  thalidomide  tragedy.  These  women  need  con- 
stant reassurance  that  the  symptoms  of  a cold  can 
be  treated,  and  that  the  medication  is  safe.  Fortu- 
nately, many  of  the  drugs  which  are  of  benefit  have 
been  in  use  long  enough  and  widely  enough  so  that 
such  a statement  can  be  offered.  Occasionally  one 
encounters  a patient  who  is  so  anxious  to  avoid 
medication  that  she  is  extremely  reluctant  to  take 
anything  at  all.  Since  cold  is  self-limited,  it  seems 
reasonable  enough  to  give  such  a patient  the  choice 
and  not  to  force  drugs  on  her  if  she  is  obviously 
afraid  of  taking  them. 

the  most  distressing  symptom  of  the  common  cold 
is  the  nasal  congestion.  This  can  be  mitigated  by 
the  use  of  a decongestant  which  will  help  reduce 
the  postnasal  drip  and  the  coughing  caused  by  it. 
The  kind  of  a cough  which  is  described  as  a "tick- 
ling” in  the  throat  and  which  is  apt  to  occur  when 
the  patient  goes  to  bed  is  usually  due  to  nasopha- 
ryngeal congestion  rather  than  inflammation  in  the 
lower  respiratory  tract. 

There  are  many  cough  mixtures  available.  Most 
contain  an  antihistamine,  a decongestant,  and  a 
cough  "suppressant.”  Should  cough  suppression  be 
desirable,  it  is  important  to  remember  not  to  use 
both  a decongestant  tablet  and  such  a cough  mix- 
ture as  the  patient  would  be  getting  a double  dose  of 
the  decongestant.  With  some  patients,  the  placebo 
effect  of  a cough  syrup  may  be  important  and  a 
liquid  preparation  might  be  substituted  for  an  oral 
tablet. 

For  a sore  throat,  candy  drops  or  lozenges  at  fre- 
quent intervals  are  soothing.  It  is  not  only  unneces- 


sary but  unwise  to  use  antibiotic  lozenges  or  drops 
The  use  of  antibiotics  in  an  uncomplicated  cold  i . 

contraindicated  and  should  be  scrupulously  avoided  * 

I 

In  summary,  a cold  in  pregnancy  is  more  severe  anc 
longer  lasting.  The  treatment  of  the  symptoms  witl 
local  and  systemic  decongestants  will  make  th( 
patient  more  comfortable.  | 

I 

I 

pparently  the  cold  is  so  common  in  pregnancy  tha  j 
it  has  received  very  little  attention  in  the  literature 
References  are  almost  non-existent  and  the  fev 
which  are  available  add  little  to  the  common  know! 
edge,  are  out-dated,  or  are  not  helpful.  Thus  thf 
usual  bibliography  is  not  appended. 


Relieve  his  sniffles, 
her  concern,  and  about 
half  your  phone  calls. 

Tell  her  to  get 
“The  Orange  Medicine” 
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Triaminic  syrup 


Each  teaspoonful  (5  ml.)  contains: 

Phenylpropanolamine  hydrochloride  12.5  mg 

Pheniramine  maleate  6.25  mg 

Pyrilamine  maleate  6.25  mg 


For  nasal  congestion  you  can  bring  quick,  lasting  com 
fort  to  your  little  patients  with  Triaminic  Syrup.  You  ma) 
occasionally  encounter  these  side  effects:  drowsiness 
blurred  vision,  cardiac  palpitations,  flushing,  dizziness,' 
nervousness  or  gastrointestinal  upsets.  Precautions:  the 
possibility  of  drowsiness  should  be  considered  by  pa 
tients  engaged  in  mechanical  operations  requiring  alert 
ness.  Use  with  caution  in  patients  with  hypertension, 
heart  disease,  diabetes,  or  thyrotoxicosis. 

( Adverlisemenl) 


ORGANIZATION  SECTION 


Stimulating  Sessions  Featuring  Prominent  National  Speakers 
To  Highlight  19th  Annual  KMA  Interim  Meeting  April  17-18 


Five  nationally  prominent  medical  authorities  have 
accepted  invitations  to  discuss  timely  topics  of  in- 
tense interest  to  Kentuc- 
ky physicians  at  the 
Nineteenth  Annual 
KMA  Interim  Meeting, 
April  17  and  18,  ac- 
cording to  George  F. 
Brockman,  M.D.,  KMA 
president  and  chairman 
of  the  Interim  meeting 
Program  Committee. 

The  1968  sessions  will 
be  held  at  the  Statler 
Hilton  Motel  (formerly 
the  Lamplighter)  in  Cov- 
ington, which  has  excellent  meeting  facilities.  Doc- 
tor Brockman  said. 

The  meeting  will  open  April  17  with  a dinner  in 
the  Statler  Hilton  ballroom  followed  by  a panel  dis- 
cussion featuring  Robert  Q.  Marston,  M.D.,  Bethesda, 
Md.,  head  of  the  Heart,  Cancer  and  Stroke  Program. 
Other  members  of  the  panel  will  be  announced  at  a 
later  date. 

Three  outstanding  presentations  are  scheduled  for 
the  April  18  morning  session.  Francis  Land,  M.D., 
Washington,  D.C.,  administrator  of  the  Title  XIX 
Medical  Welfare  Program,  will  discuss  “Title  XIX 
in  Kentucky.” 

Blair  J.  Henningsgaard,  M.D.,  Astoria,  Oregon, 
chairman  of  the  AMPAC  Board,  will  also  appear  on 
the  morning  program.  His  topic  will  be  announced 
later.  Doctor  Henningsgaard,  a former  president  and 
speaker  of  the  House  of  Delegates  of  the  Oregon 
Medical  Association,  was  a member  of  the  AMA 
House  of  Delegates  from  1963  to  1966  and  has  long 
been  active  in  AMA  committee  work.  An  internist. 
Doctor  Henningsgaard  graduated  from  the  University 
of  Minnesota  Medical  School  in  1943. 

Another  excellent  speaker  scheduled  to  appear  on 
the  morning  program  will  be  Richard  S.  Wilbur,  M.D., 
San  Francisco,  president  of  the  California  Blue 
Shield.  Doctor  Wilbur’s  topic  will  be  “Usual  and 
Customary  Fees — or  Who  Says  It’s  Reasonable?” 

Philip  R.  Lee,  M.D.,  secretary  for  medical  affairs  in 
the  Department  of  Health,  Education  and  Welfare, 
Washington,  D.C.,  will  be  the  guest  speaker  at  the 
luncheon  session  closing  the  meeting.  Doctor  Lee  is 


a 1948  graduate  of  the 
Stanford  University 
School  of  Medicine. 
From  1963  to  1965  he 
served  as  director  of 
health  services  in  the 
Agency  for  International 
Development,  Office  of 
Technical  Cooperation 
and  Research.  The  Agen- 
cy granted  him  the  Su- 
perior Honor  Award 
in  1965  for  establishing 
“new  policies,  priorities, 
and  programs  in  the  fields  of  health,  nutrition,  and 
population.” 

In  addition  to  the  outstanding  program  of  speakers 
planned  for  the  Interim  Meeting  there  will  be  meet- 
ings of  the  KMA  Board  of  Trustees  and  the  Woman’s 
Auxiliary  and  an  Orientation  Program  for  new  mem- 
bers. 

Doctor  Brockman  urges  all  Kentucky  physicians  to 
make  plans  now  to  attend  what  promises  to  be  an 
enlightening  and  informative  meeting. 

Three  KMA  Trustee  Districts 
To  Meet  in  January 

The  First,  Second  and  Fifth  KMA  Trustee  Dis- 
tricts will  hold  January  meetings  according  to  trus- 
tees Joseph  R.  Miller,  M.D.,  Benton  (First),  William 
W.  Hall,  M.D.,  Owensboro  (Second),  and  George 
A.  Sehlinger,  M.D.,  Louisville  (Fifth.) 

KMA  President  George  G.  Brockman,  M.D., 
Greenville,  will  be  the  featured  speaker  at  each  meet- 
ing. Fred  C.  Rainey,  M.D.,  Elizabethtown,  chair- 
man of  the  Committee  on  Legislative  Activities  for 
State  Affairs,  will  appear  on  the  programs  January 
23  and  24. 

The  Fifth  District  will  meet  at  6 p.m.  January  15 
at  the  Executive  Inn,  Louisville.  The  Second  District 
will  hold  its  meeting  at  6:30  p.m.  January  23  at 
Gabe’s  Restaurant,  Owensboro.  The  First  District  will 
meet  at  6:30  p.m.  January  24  at  the  Paducah  Country 
Club. 

Wives  of  physicians  in  the  First  and  Second  Dis- 
tricts will  have  their  own  sessions  while  the  districts 
are  holding  their  meetings. 


Doctor  Henningsgaard 
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Dr.  Quertermous  Reports  Results 
Of  KEMPAC  Candidate  Support 

Because  a record  number  of  KMA  members  for 
an  off  year  joined  the  Kentucky  Educational  Medi- 
cal Political  Action  Committee  (KEMPAC)  in  1967, 
it  was  able  for  the  first  time  to  provide  effective 
candidate  support  in  a limited  number  of  races  in  the 
state  legislative  races,  according  to  John  C.  Querter- 
mous, M.D..  Murray,  chairman  of  the  Board  of 
KEMPAC. 

KEMPAC’s  record  of  candidate  support  in  both 
the  primary  last  May  and  the  November  7 general 
election  which  was  evenly  divided  between  the  two 
parties  was  more  than  80  percent  effective.  KEMPAC 
participated  in  approximately  23  percent  of  these 
races.  Doctor  Quertermous  regretted  that  there  were 
not  more  funds  that  would  have  provided  greater  par- 
ticipation in  the  primary  and  state  races. 

The  KEMPAC  Board  chairman  said  that  in  order 
to  secure  KEMPAC  funds  for  candidate  support  there 
must  be  an  agreement  between  local  physicians  and 
the  KEMPAC  Board’s  committee  on  the  candidate. 
The  local  candidate  support  committee  must  raise  at 
least  as  much  as  is  requested  from  the  KEMPAC 
Board  for  its  candidates  in  order  to  qualify  for  as- 
sistance. 

“In  1968  we  will  elect  seven  Kentucky  congress- 
men and  a senator.  Congressional  campaigns  are  ex- 
pensive — often  running  well  into  five  figures”, 
Doctor  Quertermous  said.  “The  members  of  our 
Board,  in  view  of  the  importance  of  the  1968  elec- 
tion to  our  country  and  to  our  state  in  making  our 
influence  felt,  urge  physicians  and  their  wives  to 
promptly  remit  their  1968  dues.” 

Twenty-eight  Ky.  Doctors  Attend 
AMA  Convention  in  Houston 

Twenty-eight  Kentucky  physicians  attended  the  an- 
nual Clinical  Convention  of  the  American  Medical 
Association  November  26-29,  in  Houston,  Texas. 

The  physicians  listed  below,  according  to  the  rec- 
ords of  the  AMA,  attended  the  convention: 

Henry  B.  Asman,  M.D.,  Louisville 
George  S.  Beard,  M.D.,  Hartford 
Thomas  H.  Biggs,  M.D.,  London 
George  F.  Brockman,  M.D.,  Greenville 
Charles  G.  Bryant,  M.D.,  Louisville 
David  M.  Cox,  M.D.,  Louisville 
Roy  K.  Diamond,  M.D.,  Louisville 
Hoyt  D.  Gardner,  M.D.,  Louisville 
J.  Thomas  Giannini,  M.D.,  Louisville 
William  W.  Hall,  M.D.,  Owensboro 
Wreno  M.  Hall,  M.D.,  Elizabethtown 
Annop  Intharakoses,  M.D.,  Louisville 
R.  Hays  Johnson,  M.D.,  Louisville 
Robert  C.  Long,  M.D.,  Louisville 
Robert  T.  Longshore,  M.D.,  Covington 
Carroll  H.  Luhr,  Jr.,  M.D.,  Louisville 
Robert  W.  Lykins,  M.D.,  Louisville 
Fitzhugh  Mullins,  M.D.,  Louisville 
Owen  B.  Murphy,  M.D.,  Lexington 
John  C.  Quertermous,  M.D.,  Murray 
Charles  C.  Rutledge,  M.D.,  Hazard 
Robert  J.  Salisbury,  M.D.,  Mt.  Sterling 
Donn  L.  Smith,  M.D.,  Louisville 


Raymond  C.  Snowden,  M.D.,  Hopkinsville 
David  B.  Stevens,  M.D.,  Lexington 
Ira  F.  Wheeler,  M.D.,  Oneida 
Carroll  L.  Witten,  M.D.,  Louisville 
William  R.  Willard,  M.D.,  Lexington 

Dr.  Noer  Elected  President  of 
Southern  Surgical  Society 

Rudolf  J.  Noer,  M.D.,  professor  and  chairman  of 
the  department  of  surgery  at  the  University  of  Louis- 
ville School  of  Medicine, 
was  elected  president  of 
the  Southern  Surgical  So- 
ciety at  its  annual  meet- 
ing December  4-6  at  The 
Homestead,  Hot  Springs, 
Va.  Doctor  Noer  suc- 
ceeds Robert  J.  Coffey, 
M.D.,  Washington,  D.C. 

In  1965-66  Doctor  No- 
er served  as  a vice-presi- 
dent of  the  Society,  a se- 
lect organization  limiting 
its  membership  to  ap- 
proximately 300  surgeons.  He  has  also  served  as  presi- 
dent of  the  Kentucky  Surgical  Society. 

The  last  Kentucky  surgeon  to  serve  as  president  of 
the  Southern  Surgical  Society  was  Erancis  K.  Massie, 
M.D.,  Lexington,  who  held  that  office  in  1960.  Vice- 
presidents  elected  at  the  meeting  are  Eugene  Bricker, 
M.D..  St.  Louis,  Mo.,  and  William  Sandusky,  M.D., 
Charlotte,  Va. 

SMA  Meeting  Has  High  Attendance 
Among  Kentucky  Physicians 

Sixty-six  Kentucky  physicians  attended  the  61st 
Annual  Meeting  of  the  Southern  Medical  Associ- 
ation recently,  according  to  the  lists  of  registrants 
appearing  in  the  daily  bulletins  published  by  the  As- 
sociation. The  meeting  took  place  November  13  to 
16  in  Miami  Beach,  Elorida. 

J.  Duffy  Hancock,  M.D.,  Louisville,  a member  of 
the  SMA  Board  of  Trustees,  and  Sam  A.  Qverstreet, 
M.D.,  Louisville,  councilor,  both  attended  the  meet- 
ing. Kentucky  physicians  appearing  on  the  program 
included  Douglas  M.  Haynes,  M.D.,  and  Carroll 
Witten,  M.D.,  both  of  Louisville,  Ullin  W.  Leavell, 
Jr.,  M.D.,  Joseph  B.  Parker,  Jr.,  M.D.,  and  Paul  M. 
Weeks,  M.D.,  all  of  Lexington. 

Kentucky  physicians  and  their  wives  participating 
in  the  post-convention  trip  to  Puerto  Rico  included 
Doctor  and  Mrs.  John  S.  Oldham,  Owensboro,  Doc- 
tor and  Mrs.  W.  W.  Nicholson,  and  Doctor  and 
Mrs.  Sam  A.  Overstreet,  of  Louisville. 

A complete  list  of  Kentucky  physicians  attending 
the  meeting  follows: 

John  D.  Allen,  M.D.,  Louisville 
Raleigh  R.  Archer,  M.D.,  Lexington 
William  H.  Armbruster,  M.D.,  Louisville 
H.  K.  Bailey,  M.D.,  Ashland 
William  H.  Barnard,  M.D.,  Elizabethtown 
C.  M.  Brassfield,  M.D.,  Elizabethtown 


Doctor  Noer 
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Grace  Brown,  M.D.,  Corbin 
William  M.  Brown,  M.D.,  Corbin 
Glenn  W.  Bryant,  M.D.,  Louisville 
W.  Michael  Bryant,  M.D.,  Lexington 
Donald  Chatham,  M.D.,  Shelbyville 
Robert  H.  Cofield,  M.D.,  Covington 
B.  F.  Combs,  M.D.,  Lexington 
William  H.  Cox,  M.D.,  Paris 
O.  A.  Cull,  M.D.,  Ouenton 

B.  Cymbala,  M.D.,  Henderson 
Malcolm  H.  Fine,  M.D.,  Louisville 
John  B.  Floyd,  Jr.,  M.D.,  Lexington 
J.  Luther  Fuller,  M.D.,  Louisville 
Michael  L.  Furcolow,  M.D.,  Lexington 
Douglas  L.  Gillim,  M.D.,  Louisville 
John  D.  Gordinier,  M.D.,  Louisville 
William  J.  Graul,  M.D.,  Versailles 
Cecil  L.  Grumbles,  M.D.,  Louisville 

C.  Noel  Hall,  M.D.,  Versailles 

J.  Duffy  Hancock,  M.D.,  Louisville 
O.  J.  Hayes,  M.D.,  Louisville 
Douglas  M.  Haynes,  M.D.,  Louisville 
Richard  F.  Hench,  M.D.,  Lexington 
Donald  G.  Hughes,  M.D.,  Murray 
Edwin  L.  Jones,  M.D.,  Mt.  Sterling 
Raymond  E.  Jones,  M.D.,  Louisville 
Charles  L.  Justice,  Jr.,  M.D.,  Ludlow 
Maurice  Kaufmann,  M.D.,  Lexington 
U.  W.  Leavell,  M.D.,  Lexington 
Blaine  Lewis,  M.D.,  Louisville 
Joseph  Liebman,  M.D.,  Frankfort 
Andrew  M.  Moore,  M.D.,  Lexington 
Paul  F.  Maddox,  M.D.,  Campton 
J.  B.  Marshall,  M.D.,  Louisville 
Charles  T.  Moran,  M.D.,  Louisville 
William  W.  Nicholson,  M.D.,  Louisville 
Ethel  H.  O'Brien,  M.D.,  Louisville 
John  S.  Oldham,  M.D.,  Owensboro 
Robert  G.  Overstreet,  M.D.,  Louisville 
Sam  A.  Overstreet,  M.D.,  Louisville 
Joseph  B.  Parker  Jr.,  M.D.,  Lexington 
Leland  E.  Payton,  M.D.,  Lynch 
C.  Kenneth  Peters,  M.D.,  Jeffersontawn 
George  J.  Petro,  M.D.,  Louisville 
F.  M.  Picklesimer,  M.D.,  Paintsville 
Howard  L.  Ravenscraft,  M.D.,  Hebron 
Arthur  B.  Richards,  M.D.,  Louisa 
Joseph  Schickel,  M.D.,  Burkesville 
Pedro  A.  Segarra,  M.D.,  Louisville 
Frank  K.  Sewell,  M.D.,  Mt.  Sterling 
C.  R.  Shaw,  M.D.,  Louisville 
Paul  R.  Smith,  M.D.,  London 
Thomas  G.  Stigall,  M.D.,  Louisville 
Wilbert  M.  Twyman,  M.D.,  Louisville 
Vernard  F.  Voss,  M.D.,  Louisville 
Gene  T.  Watts,  M.D.,  Hindman 
Paul  M.  Weeks,  M.D.,  Lexington 
William  G.  West,  Jr.,  M.D.,  Madisonville 
Carroll  L.  Witten,  M.D.,  Louisville 
William  R.  Yates,  M.D.,  Bloomfield 

U of  L Oral  Cancer  Symposium 
Scheduled  February  10 

“Epidemiology  of  Oropharyngeal  Cancer’’  will  be 
the  theme  of  a one-day  symposium  planned  February 
10  by  the  University  of  Louisville  School  of  Medi- 
cine’s Oral  Cancer  Diagnostic  Program,  according  to 
Condict  Moore,  M.D.,  program  director. 

Prominent  out-of-state  guest  speakers  featured  on 
the  program  will  include  Louis  Rosenfeld,  M.D., 
Nashville,  Tenn.,  whose  topic  will  be  “Snuff  Dippers 
Cancer’’;  Andrew  Z.  Keller,  M.D.,  Washington,  D.C., 
who  will  discuss  “Characteristics  of  Males  with  Can- 
cer of  the  Mouth  and  Pharynx’’;  Ernest  Wynder, 
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M.D.,  New  York,  N.Y.,  who  will  present  “Etiology 
and  Prevention  of  Cancer  of  the  Oral  Cavity’’;  and 
Donald  P.  Shedd,  M.D.,  Buffalo,  N.Y.,  who  will  dis- 
cuss “Palm  Trees  and  Oral  Cancer”  in  a joint  session 
with  Carl  F.  VonEssen,  M.D.,  New  Haven,  Conn. 

The  symposium  will  begin  at  8:30  a.m.  in  the 
Rankin  Amphitheatre  of  Louisville  General  Hospital. 
All  physicians  are  welcome.  Doctor  Moore  said. 

Dr.  G.  L.  Simpson  Day  Proclaimed 
Dec.  2 in  Muhlenberg  County 

In  recognition  of  his  35  years  of  service  to  the  citi- 
zens of  Muhlenberg  County,  Gaithel  L.  Simpson, 

M.D.,  Greenville,  was 
honored  December  2 by 
proclamations  naming 
that  date  “Dr.  G.  L. 
Simpson  Day.” 

The  proclamations 
were  presented  by  Green- 
ville Mayor  Ed  Payne 
and  County  Judge  Philip 
Stone  on  the  occasion  of 
the  dedication  of  a new 
60-bed  wing  at  Muhlen- 
berg Community  Hos- 
pital. Doctor  Simpson 
was  instrumental  in  the  building  of  the  original  hos- 
pital and  in  maintaining  the  high  standards  for 
which  it  has  been  approved  by  the  Joint  Commis- 
sion on  Accreditation  of  Hospitals  since  1957. 

On  hand  to  congratulate  Doctor  Simpson  during 
the  ceremonies  was  KMA  President  George  F.  Brock- 
man, M.D.,  Greenville.  Doctor  Simpson  was  presi- 
dent of  KMA  in  1961-62.  The  hospital  staff  pre- 
sented Doctor  Simpson  with  his  portrait  which  will 
hang  in  the  new  hospital  wing. 

Automobile  Safety  Study  Enters 
Third  Phase  of  Program  in  Ky. 

The  third  phase  of  a second  three-year  research 
study  aimed  at  making  automobiles  safer  began 
January  1 in  Kentucky.  The  nature  and  specific 
causes  of  injury  to  occupants  of  recent  model  pas- 
senger cars  involved  in  rural  accidents  are  the 
primary  considerations  in  the  current  study. 

The  program  is  sponsored  by  KMA,  Kentucky 
State  Department  of  Health,  Kentucky  Hospital  As- 
sociation and  the  Kentucky  State  Police  in  coopera- 
tion with  Cornell  University.  The  third  six-month 
phase  of  the  program  will  take  place  in  Adair, 
Breckinridge,  Bullitt,  Casey,  Clinton,  Cumberland, 
Grayson,  Green,  Hardin,  Jefferson,  Larue,  Marion. 
Meade,  Metcalfe,  Monroe,  Nelson,  Russell,  Taylor 
and  Washington  Counties. 

If  you  are  a physician  in  one  of  these  counties, 
you  may  be  asked  to  participate  in  this  Automotive 
Crash  Injury  Research  data  collecting  project.  When- 
ever an  occupant  of  a passenger  car  of  a last  five- 
year’s  model  is  injured  or  killed,  a state  police 
officer  will  provide  you  with  a special  medical 
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Doctor  Simpson 


DOCTOR- 

You  are  "Spedal” 


AT 


GENERAL 

LEASING 


Because  doctors  hove  the  highest 
credit  rating,  take  better  care  of 
their  cars,  and  ore  our  best  custo- 
mers we  extend  to  you 

★ SPECIAL  RATES 
'k  SPECIAL  TERMS 


LEASING 

LEASING 

ANY  MAKE 

MEDICAL  OR 

OR  MODEL 

SURGICAL 

NEW  '68  CAR 

EQUIPMENT 

Leasing  is  often  better  than 
owning  a car.  You  have  no 
capital  investment  and  certain 
tax  advantages.  But  the  main 
thing  is  you  always  have  a 
dependable  car  at  your  com- 
mand— a brand  new  car  every 
two  years,  or  oftener,  if  you 
wish.  See  us  for  particulars  of 
our  special  plan  for  doctors. 


Young  doctors  just  beginning 
practice  who  need  complete  of 
fice  furnishings  and  medical  or 
surgical  equipment  will  find  our 
leasing  plan  is  specially  de- 
signed for  them.  Established 
doctors  planning  enlarged  facil- 
ities and  new  equipment  will 
also  find  our  leasing  plan  eco 
nomical  and  convenient.  Call  us 
for  details. 


PHONES:  897-1641-895-2451 

General  Leasing  Corporation 

A DIVISION  OF  KOSTER-SWOPE,  INC. 
3712  FRANKFORT  AVENUE, 
LOUISVILLE,  KY.  40207 


II 

report  form  to  record  specific  information  on  ir  , 
juries. 

William  Keller,  M.D.,  Louisville,  KMA  High  i 
way  Safety  Committee  chairman,  urges  your  cc  I 
operation  in  this  effort  to  reduce  deaths  and  injurie  i 
in  future  auto  accidents.  ' 


KMA  President  George  F.  Brockman,  M.D.,  Greenvilli 
who  has  done  two  lours  of  duty  on  the  AMA  Volunfer 
Physicians  for  Viet  Nam  Program,  is  shown  with  Hyde 
Kimmick,  M.D.,  a Springfield,  III.  orthopedic  surgeon  wh 
also  has  served  under  the  same  program  in  Viet  Nam.  Th 
picture  was  made  during  the  November  AMA  Clinical  Cor 
vention  in  a television  station  prior  to  their  participatio 
in  a television  program  on  Viet  Nam. 

Lexington  Clinic  Conf.  Planned 

The  Thirteenth  Annual  Lexington  Clinic  Confci 
ence  has  been  scheduled  for  March  28,  according  1 
James  W.  Bard,  M.D.,  Lexington,  program  chairmai 
“Adolescent  Medicine”  will  be  the  theme  of  the  on< 
day  symposium. 

Some  of  the  topics  planned  for  discussion  at  tf 
conference  include  venereal  diseases,  health  problen 
of  Olympic  athletes,  psycho-social  problems  of  adi 
lescence  and  psychedelic  drugs.  Complete  details  wi 
follow  in  the  February  issue. 


Coroners  Elect  Dr.  Ramey  Sec. 

James  W.  Ramey,  M.D.,  Weisiger  Woods,  coron 
of  Boyle  County,  was  named  secretary  of  the  Ke 
tucky  State  Coroners  Association  at  a seminar  he 
in  Frankfort  November  25,  according  to  a rece 
press  report.  Doctor  Ramey  was  elected  coroner  i 
Boyle  County  in  1965. 


AMTA  Tennis  Tournament  Set 

The  first  tournament  of  the  new  American  Mec 
cal  Tennis  Association  will  be  held  February  14- 
in  Ft.  Lauderdale,  Fla.  The  entry  fee  is  $5  and  tl 
deadline  is  February  7.  Further  information  may  1 
obtained  from  Rx  Golf  and  Travel  magazine,  Bi 
25125,  Oklahoma  City,  Okla.  73125. 
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alcohoKsm: 


B and  C vitamins  aid  therapy.  Therapeutic  amounts  of  B and  C vitamins  can 
be  important  in  the  management  of  the  alcoholic  patient.  In  alcoholism,  as  in 
many  chronic  illnesses,  STRESSCAPS  vitamins  aid  therapy. 

Each  capsule  contains: 

Vitamin  Bi  (as  Thiamine  Mononitrate)  10  mg 
Vitamin  Bj  (Riboflavin)  10  mg 

Vitamin  B^  (Pyridoxine  HCI)  2 mg 

Vitamin  Bjj  Crystalline  4 mcgm 

Vitamin  C (Ascorbic  Acid)  300  mg 

Niacinamide  100  mg 

Calcium  Pantothenate  20  mg 

Recommended  intake:  Adults,  1 capsule 
daily,  for  the  treatment  of  vitamin  deficien- 
cies. Supplied  in  decorative  “reminder” 
jars  of  30  and  100;  bottles  of  500. 

LEDERLE  LABORATORIES,  A Division  of  American  Cyanamid  Company,  Pearl  River,  New  York 

691-6—3942 


Ky.  Senate  and  House  Rosters 
Listed  for  1968  Assembly 

In  order  that  you  might  have  a complete  list  of 
the  38  senators  and  100  representatives  who  will 
participate  in  the  1968  Kentucky  General  Assembly, 
the  Journal  is  once  again  printing  their  names,  ad- 
dresses and  districts,  and  including  maps  to  show  the 
counties  they  will  serve. 

Twenty-four  of  the  senators  are  Democrats  and  14 
are  Republicans.  In  the  senate  there  will  be  18  new 
members.  The  House  is  composed  of  57  Democrats 
and  43  Republicans.  Of  the  total  membership,  52  of 
the  representatives  are  new. 


Kentucky  General  Assembly 
1 968  Senate  Roster 


District 

Home 

County 

Senators 

1 

Graves 

Carroll  Hubbard,  Jr.  ID),  Mayfield 

2 

McCracken 

Tom  Garrett  ID),  Paducah 

3 

Christian 

Pat  M.  McCuiston  (D),  Pembroke 

4 

Henderson 

William  L.  Sullivan  ID),  Hender- 

5 

Todd 

son 

Carl  T.  Hadden,  Sr.  ID),  Elkton 

6 

Hopkins 

Richard  L.  Frymire  ID),  Madison- 

7 

Jefferson 

ville 

Richard  Chin  IR)  Valley  Station 

8 

Daviess 

Delbert  S.  Murphy  ID),  Owensboro 

9 

Allen 

J.  C.  Carter  IR),  Scottsville 

to 

Hardin 

Walter  IDee)  Huddleston  ID), 

1 1 

Campbell 

Elizabethtown 

Donald  L.  Johnson  IR),  Ft.  Thomas 

12 

Fayette 

C.  Gibson  Downing  ID),  Lexington 

13 

Fayette 

Robert  Douglas  Flynn  IR),  Lexing- 

14 

Bullitt 

ton 

J.  D.  IJiggs)  Buckman  ID),  Shep- 

15 

Pulaski 

herdsville 

Norman  E.  Farris  IR),  Science  Hill 

16 

Cumberland 

William  C.  Mann  IR),  Burkesville 

17 

Whitley 

Charles  B.  Upton  IR),  Williams- 

18 

Elliott 

burg 

James  E.  IJim)  Lewis  ID),  Sandy 

19 

Clay 

Hook 

Fred  Bishop  IR),  Manchester 

20 

Franklin 

Lawrence  W.  Wetherby  ID),  Frank- 
fort 

21 

Harlan 

James  C.  Brock  IR),  Harlan 

22 

Madison 

Edward  A.  Murphy  ID),  Richmond 

23 

Perry 

Pearl  Strong  ID),  Darfork 

24 

Kenton 

Clyde  W.  Middleton  IR),  Ft.  Mitch- 
ell 

Wendell  Van  Hoose  IR),  Tutor  Key 

25 

Johnson 

26 

Carroll 

Tom  Harris  ID),  Worthville 

27 

Morgan 

Joe  0.  Stacy  ID),  West  Liberty 

28 

Breathitt 

John  Raymond  Turner  ID),  Jack- 
son 

29 

Floyd 

Clifford  B.  Latta  ID),  Prestonsburg 

30 

Harrison 

Wilson  Palmer  ID),  Cynthiana 

31 

Pike 

F.  M.  Burke  ID),  Pikeville 

32 

Warren 

Floyd  Hayes  Ellis  ID),  Rockfield 

33 

Jefferson 

Georgia  M.  Davis  ID),  Louisville 

34 

Jefferson 

Walters.  Reichert  IR),  Louisville 

35 

Jefferson 

Romano  L.  Mazzoli  ID),  Louisville 

36 

Jefferson 

Scott  Miller,  Jr.  IR),  Louisville 

37 

Jefferson 

Henry  Beach  ID),  Louisville 

38 

Jefferson 

Vernon  C.  McGinty  IR),  Louisville 

Kentucky  General  Assembly 
1968  House  Roster 


District 

Home 

County 

Representatives 

1 

Fulton 

Henry  Maddox  ID),  Hickman 

2 

Graves 

Lloyd  Edward  Clapp  ID),  Wingo 

3 

McCracken 

Julian  M.  Carroll  ID),  West  Pa- 

4 

McCracken 

ducah 

Fred  Morgan  ID),  Paducah 

5 

Calloway 

Charles  Lassiter  ID),  Murray 

6 

Marshall 

Shelby  McCallum  ID),  Benton 

7 

Union 

J.  Quentin  Wesley  IR),  Sturgis 

8 

Christian 

John  O.  Hardin  III  ID),  Hopkins- 

9 

Christian 

ville 

James  E.  Bruce  ID),  Hopkinsville 

10 

Hopkins 

William  M.  Cox  ID),  Madisonville 

1 1 

Henderson 

John  Stanley  Hoffman  ID),  Hen- 

12 

McLean 

derson 

Richard  IHoppy)  Hopkins  ID), 

13 

Daviess 

Calhoun 

George  H.  Greer  IR),  Owensboro 

14 

Daviess 

Donald  J.  Blanford  ID),  Philpot 

15 

Muhlenberg 

L.  H.  Richey  IR),  Bremen 

16 

Todd 

Hayes  A.  Hampton  ID),  Trenton 

1 7 

Ohio 

Theron  Kessinger  IR),  Beaver  Dam 

18 

Breckinridge 

H.  W.  IWathen)  Tobin  ID),  Har- 

19 

Edmonson 

dinsburg 

Walter  F.  Davis  IR),  Brownsville 
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20 

Warren 

George  T.  Massey,  Jr.  ID),  Bowl- 

60 

Boone 

Leo  Dawson  IR),  Hebron 

ing  Green 

61 

Grant 

Franklin  Webster  ID),  Williams- 

21 

Warren 

Edward  G.  Brown  ID),  Bowling 

town 

Green 

62 

Scott 

W.  K.  IBill)  Henry  ID),  George- 

22 

Allen 

T.  C.  Simmons  IR),  Scottsville 

town 

23 

Barren 

Walter  A.  Baker  IR),  Glasgow 

63 

Kenton 

Kenneth  F.  Harper  IR),  Ft.  Mitchell 

24 

Larue 

R.  K.  Keith  IR),  Hodgenville 

64 

Kenton 

Phillip  E.  King  ID),  Covington 

25 

Hardin 

Jon  Rickert  ID),  Elizabethtown 

65 

Kenton 

John  J.  Isler  ID),  Covington 

26 

Hardin 

Joseph  W.  Prather  ID),  Vine  Grove 

66 

Kenton 

Carle  Mershon  ID),  Ludlow 

27 

Monroe 

Carl  H.  Bowles  IR),  Tompkinsville 

67 

Campbell 

James  E.  Murphy  ID),  Newport 

28 

Green 

Frank  C.  Sartin  IR),  Greensburg 

68 

Campbell 

Carl  A.  Bamberger  IR),  Bellevue 

29 

Taylor 

Herman  W.  Ratliff  IR),  Campbells- 

69 

Campbell 

Arthur  L.  Schmidt  IR),  Cold  Spring 

ville 

70 

Mason 

Mitchel  B.  Denham,  M.D.  ID), 

30 

Nelson 

Bernard  Keene  ID),  Bardstown 

Maysville 

31 

Bullitt 

Leo  Bleemel  ID),  Mt.  Washington 

71 

Rowan 

Sherman  R.  Arnett  ID),  Clearfield 

32 

Jefferson 

E.  Bruce  Blythe  IR),  Louisville 

72 

Bourbon 

Brooks  Hinkle  ID),  Paris 

33 

Jefferson 

Allen  E.  Russell  IR),  Louisville 

73 

Clark 

Charles  T.  ITim)  Walters  ID), 

34 

Jefferson 

Louis  E.  Ballenger  IR),  Louisville 

Winchester 

35 

Jefferson 

Charles  W.  Vanover  (R),  Louisvile 

74 

Montgomery 

Mrs.  Nell  Guy  McNamara  ID),  Mt. 

36 

Jefferson 

Clarence  R.  IDumps)  Miller  ID), 

Sterling 

Louisville 

75 

Carter 

James  A.  IJim)  Davis  IR),  Gray- 

37 

Jefferson 

Robert  L.  Miller  IR),  Louisville 

son 

38 

Jefferson 

Dexter  S.  Wright  IR),  Louisville 

76 

Greenup 

W.  Terry  McBrayer  ID),  Greenup 

39 

Jefferson 

Tom  Ray  ID),  Louisville 

77 

Magoffin 

Darvin  Allen  ID),  Royalton 

40 

Jefferson 

George  R.  Siemens  ID),  Louisville 

78 

Breathitt 

Russell  Reynolds  ID),  Jackson 

41 

Jefferson 

Mrs.  Mae  Street  Kidd  ID),  Louis- 

79 

Jackson 

Lloyd  McKinney  IR),  McKee 

ville 

80 

Lincoln 

Wm.  Harold  DeMarcus  IR),  Stan- 

42 

Jefferson 

Hughes  E.  McGill  ID),  Louisville 

ford 

43 

Jefferson 

Norbert  L.  Blume  ID),  Louisville 

81 

Russell 

Orvin  G.  Coffey  IR),  Jamestown 

44 

Jefferson 

Charles  J.  Jones  IR),  Louisville 

82 

Wayne 

Randolph  Smith  IR),  Monticello 

45 

Jefferson 

Joseph  H.  Melton  IR),  Valley  Sta- 

83 

Pulaski 

Lavey  Floyd  IR),  Pointer 

tion 

84 

Whitley 

Will  K.  Peace  IR),  Williamsburg 

46 

Jefferson 

M.  T.  ITommy)  Riddle  IR),  Louis- 

85 

Laurel 

Gene  Huff  IR),  London 

ville 

86 

Knox 

Buford  Clark  IR),  Barbourville 

47 

Jefferson 

Mrs.  W.  C.  IMarge)  Cruse  IR), 

87 

Bell 

Henry  M.  Hoe  IR),  Middlesboro 

Louisville 

88 

Harlan 

Lawrence  Lankford  ID),  Cawood 

48 

Jefferson 

Eugene  P.  Stuart  IR),  Louisville 

89 

Harlan 

Needham  Saylor  ID),  Wallins 

49 

Mercer 

L.  C.  James  ID),  Harrodsburg 

90 

Clay 

John  E.  White  IR),  Manchester 

50 

Boyle 

Howard  P.  Hunt  ID),  Danville 

91 

Letcher 

Enoch  Oliver  Holbrook  ID),  May- 

51 

Madison 

Dwight  Wells  ID),  Richmond 

king 

52 

Woodford 

James  T.  Alexander  ID),  Versailles 

92 

Perry 

Ed  Dawhare  ID),  Hazard 

53 

Fayette 

Foster  Pettit  ID),  Lexington 

93 

Pike 

James  C.  Justice  ID),  Millard 

54 

Fayette 

Graddy  Johnson  IR),  Lexington 

94 

Pike 

Gether  Irick  ID),  Stone 

55 

Fayette 

Don  Ball  IR),  Lexington 

95 

Floyd 

W.  J.  IBill)  Reynolds  ID),  Allen 

56 

Fayette 

Robert  Paul  Wooley  IR),  Lexing- 

96 

Floyd 

Everett  Akers  ID),  Martin 

ton 

97 

Johnson 

Mrs.  Ruth  Wolchick  IR),  Paints- 

57 

Franklin 

William  P.  Curlin,  Jr.  ID),  Frank- 

ville 

fort 

98 

Morgan 

Woodford  F.  May  ID),  Woodsbend 

58 

Shelby 

Ralph  Mitchell  ID),  Shelbyville 

99 

Boyd 

Ronald  B.  Halleck  IR),  Ashland 

59 

Carroll 

W.  J.  IJayl  Louden  ID),  Carroll- 

100 

Boyd 

Charles  D.  Wheeler  IR),  Ashland 

ton 
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Construction  of  the  two  million  dollar  Kentucky  Lions  Eye  Research  Institute  began  in  November  1967.  Upon  com- 
pletion in  approximately  a year  and  a half,  this  building  will  be  turned  over  to  the  University  of  Louisville  School 
of  Medicine  for  use  by  the  Department  of  Ophthalmology  in  its  various  clinical  and  research  activities.  The  Kentucky 
Lions  Eye  Bank  and  clinic  will  also  be  housed  in  the  building. 

(Photo  courtesy  of  the  Courier-Journal,  Louisville,  Ky.) 


Dr.  Rosenbaum  Addresses  RSNA 

Harold  D.  Rosenbaum,  M.D.,  Lexington,  professor 
and  chairman  of  the  department  of  radiology  in  the 
UK  College  of  Medicine,  spoke  before  the  Radio- 
logical Society  of  North  America  during  the  So- 


ciety's annual  meeting  November  26-December  1 in 
Chicago.  Doctor  Rosenbaum’s  address,  entitled  “Pul- 
monary Parenchymal  Spread  of  Juvenile  Laryngeal 
Papillomatosis,”  was  co-authored  by  S.  A.  Manu- 
chehr  Alavi,  M.D.,  and  Lester  R.  Bryant,  M.D.,  both 
of  Lexington. 


ANNUAL  CLINICAL  CONFERENCE  ) 

CHICAGO  MEDICAL  SOCIETY 

FEBRUARY  25-28,  1968 

Palmer  House,  Chicago  ; 

THIS  CONFERENCE  WILL  BE  OF  INTEREST  TO  ALL  PHYSICIANS.  Th( 
program  is  presented  by  leaders  of  medical  thought  in  all  fields  of  medical 
activity.  It  is  designed  to  interest  the  generalist  and  specialist  alike.  THE  OUT 
STANDING  LECTURE  PROGRAM  IS  PLANNED  TO  KEEP  US  ABREASA  \ 
OF  SCIENTIFIC  DEVELOPMENTS  IN  MEDICINE.  In  addition  certain  sessioni 
will  take  cognizance  of  Socio-economic  developments,  all  affecting  the  practid' 
of  medicine.  All  physicians,  regardless  of  their  field  of  interest,  will  find  thi! 
program  to  be  informative  and  useful. 

For  program  or  registration  information  address: 

Clinical  Conference  Committe<n 
Chicago  Medical  Society  M 
310  South  Michigan  Id 

Chicago,  Illinois  60604  r 


Letter®  provides  all  the  advantages 
of  the  synthetically  pure  chemical 
sodium  levothyroxine.  Dosage  is 
precise  and  potency  is  consistently 
uniform. 


and 


Letter®  is  micronized  to  provide  max- 
imum opportunity  for  full  absorption 
and  clinical  response. 


In  addition  Letter®  is  distinctively 
color  coded  with  an  identifying  num- 
ber stamped  on  each  tablet  to  pro- 
vide accurate  dosage  control. 


Indications:  Hypothyroid  conditions.  Contraindications: 
Thyrotoxicosis,  acute  myocardial  infarctions  unless  associated 
with  hypothyroidism.  In  hypothyroidism  with  hypoadrenalism 
coadministration  of  corticoids  with  LETTER®  is  recommend- 
ed. Precautions  and  Side  Effects:  Excessive  dosage  may 
result  in  diarrhea,  cramps,  palpitation,  nervousness,  rapid  pulse, 
sweating.  If  symptoms  appear,  discontinue  medication  for  sev- 
eral days,  then  reinstitute  at  a lower  level.  Since  myxedema 
patients  with  heart  disease  may  suffer  seriously  from  abrupt 
increases  in  dosage,  caution  should  be  exercised  in  adjusting 
dosage.  Dosage:  Generally,  the  initial  adult  dosage  is  0.1  mg. 
daily.  This  may  be  increased  in  small  increments  every  one  to 
three  weeks  until  proper  metabolic  balance  is  achieved.  Avail- 
able : Bottles  of  1 00  tablets,  in  six  potencies:  0.025  mg.  (violet), 
0.05  mg.  (peach),  0.1  mg.  (pink),  0.2  mg.  (green),  0.3  mg. 
(yellow),  and  0.5  mg.  (white). 


If  hypothyroidism  leaves  your  patient  feeling  like  this. 


consider 

LETTIHir 

(SODIUM  LEVOTHYROXINE, 
ARMOUR)  TABLETS 

Synthetic  Thyroid  Replacement  Therapy 


ARMOUR  PHARMACEUTICAL  COMPANY 


CHICAGO,  ILLINOIS 
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OPTICAL  ILLUSION? 


Height  and  width  of  this  hat  are 
equal,  but  the  unbroken  height 
of  the  crown  appears  greater 
than  the  interrupted  width  of 
the  brim.  Don’t  play  games  with 
your  eyes.  Some  glasses  are 
poorly  crafted.  Rely  on  Southern 
Optical  accuracy. 
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BREON  LABORATORIES  INC. 

Subsidiary  of  Sterling  Drug  Inc. 

90  Park  Avenue,  New  York,  N.Y.  10016 
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ARTHUR  M.  BARNETT,  M.D. 

Louisville 

1871-1967 

Arthur  M.  Barnett,  M.D.,  96,  a retired  Louisville 
physician,  died  December  17  at  Hazelwood  Tuber- 
culosis Hospital.  Doctor  Barnett  graduated  from 
Louisville  Medical  College  in  1896  and  practiced  in 
Louisville  for  50  years  until  his  retirement  in  1950. 
organization 


BENJAMIN  J.  BOLIN,  M.D. 

Columbia 

1884-1967 

Benjamin  J.  Bolin,  M.D.,  83,  a retired  Columbia 
physician,  died  November  16  at  Summit  Manor  Nurs- 
ing Home.  Doctor  Bolin  graduated  from  the  Uni- 
versity of  Louisville  Medical  School  in  1910  and 
after  further  study  in  New  Orleans,  he  began  his 
practice  in  central  Kentucky,  later  moving  to  Colum- 
bia. 


W.  HERSCHEL  CAVE,  M.D. 

Formerly  of  Henderson 
1912-1967 

W.  Herschel  Cave,  M.D.,  55,  a former  Henderson 
surgeon,  died  November  19  at  Memorial  Hospital, 
Springfield,  111.  Doctor  Cave  had  practiced  in  Hen- 
derson for  15  years  and  was  practicing  in  Jackson- 
ville, III.,  at  the  time  of  his  death.  He  graduated 
from  the  Vanderbilt  University  School  of  Medicine  in 
1938. 


JAMES  HARVEY  HESTER,  M.D. 

Formerly  of  Louisville 
1878-1967 

James  Harvey  Hester,  M.D.,  89,  a former  Louis- 
ville physician,  died  December  11  in  New  Smyrna 
Beach,  Fla.,  where  he  had  lived  since  his  retirement 
in  1945.  He  had  practiced  in  Louisville  since  1912 
and  was  the  founder  of  the  Louisville  Eye,  Ear, 
Nose  and  Throat  Clinic. 


WILLIAM  HENRY  VANDERBILT  JONES,  M.D. 

Louisville 

1884-1967 

William  Henry  Vanderbilt  Jones,  M.D.,  83,  a re- 
tired Louisville  physician,  died  December  14  at  SS. 
Mary  & Elizabeth  Hospital.  Doctor  Jones  graduated 
from  the  University  of  Louisville  School  of  Medicine 
in  1910  and  began  practice  in  his  native  state  of 
West  Virginia.  He  practiced  in  Louisville  from  1928 
until  his  retirement  in  1965. 
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BARTON  L.  RAMSEY,  JR.,  M.D. 

Somerset 

1922-1967 

Barton  L.  Ramsey,  Jr.,  M.D..  45,  Somerset,  an 
obstetrician,  died  suddenly  November  24  at  the 
Somerset  City  Hospital.  Death  was  attributed  to  a 
heart  attack.  Doctor  Ramsey,  an  active  participant  in 
KMA  committee  work,  graduated  from  the  Uni- 
versity of  Louisville  School  of  Medicine  in  1946.  He 
had  practiced  in  Somerset  since  1950.  Doctor  Ram- 
sey was  a member  of  the  Kentucky  Obstetrical  and 
Gynecological  Society. 


removes  the  mental  blur 


that  clouds  vision  I 


The  Physician’s  Role  in  Learning  Disorders 

(Continued  from  Page  42) 

a health  problem.  With  control  of  many  dis- 
eases which  previously  threatened  the  life  and 
health  of  school  children,  and  with  advancing 
knowledge  in  the  field  of  child  neurology,  the 
physician  has  every  reason  to  be  concerned 
about  this  important  aspect  of  the  patient’s  life. 

Literature  on  the  subject  of  learning  disabili- 
ties is  often  conflicting,  and  little  is  taught  to 
the  medical  student  about  this  important  sub- 
ject. This  material  in  this  article  is  submitted 
from  review  of  the  literature  and  from  experi- 
ence with  children  who  have  school  problems. 
It  is  hoped  to  thus  simplify  this  fascinating 
subject  for  the  physician  of  the  school  age 
child. 
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SOLFOrON 

I ® 

I Each  tablet  or  capsule  contains 

\ PHENOB.\RBIT.\L 16  mg. 

(VV^aining:  may  be  habit  forming) 

BENSULFOID@(.SccPDR) 65  mg. 

Precaution:  same  as  16  mg.  of  phenobarbital 


Constructive  Therapy 

A Solfoton  tablet  or  capsule  at  6 hour  intervals 
maintains  sedation  at  the  threshold  of  calmness, 
sustaining  a mental  climate  for  purposeful  living. 
Literature  and  clinical  samples  sent  upon  request. 

FEDER.3iL  L.-VW  PROHIBITS  DISPENSING 
WITHOUT  PRESCRIPTION 


WM.  P.  POVTHRE.SS  & CO.,  INC. 
RICHMOND,  VIRGINIA  23217 
Manufacturers  of  ethical  pharmaceuticals  since  1856 
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AVAIL.4BLE  

Solfoton  {yellow,  uncoaled  tablets  “P^’) 
100s,  500s,  5000s 

Solfoton  Capsules  (yellow  and  brown) 
100s,  500s,  1000s 

Solfoton  S/C  (sugar-coated  beige  tablets) 
100s,  500s,  4000s 


■•COCA-COLA"  AND  "COKE"  ARE  REGISTERED  TRADE-MARKS  WHICH  IDENTIFY  ONLY  THE  PRODUCT  OF  THE  COCA-COLA  COMPANY, 


For  the  taste 
you  never 
get  tired  of. 


HIGHLAND  HOSPITAL 

Asheville,  North  Carolina 
Founded  1904 

A DIVISION  OF  THE  DEPARTMENT  OF  PSYCHIATRY 
OF  DUKE  UNIVERSITY 

Accredited  by  the  Joint  Commission  on  Accreditation  and  Certified  for  Medicare 

Complete  facilities  for  evaluation  of  and  intensive  treatment  of  psychiatric  patients,  in- 
cluding individual  psychotherapy,  group  therapy,  psychodrama,  electro-convulsive 
therapy,  Indoklon  convulsive  therapy,  drugs,  social  service  work  with  families,  family 
therapy  and  an  extensive  and  well  organized  activities  program,  including  occupational 
therapy,  art  therapy,  athletic  activities  and  games,  recreational  activities  and  outings. 
The  treatment  program  of  each  patient  is  carefully  supervised  in  order  that  the  thera- 
peutic needs  of  each  patient  may  be  realized. 

Complete  modern  facilities  with  85  acres  of  landscaped  and  wooded  grounds  in  the 
City  of  Asheville. 

Brochures  and  information  on  financial  arrangements  available 
Contact;  Mrs.  Elizabeth  Harkins,  ACSW,  Coordinator  of  Admissions 

or 

Charles  W.  Neville,  Jr.,  M.D. 

Assistant  Professor  of  Psychiatry  and  Medical  Director 
Area  Code  704  - 253-2761 
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'Your  name 
Ion  the  dotted  line 
can  mean  so  much 
Ito  your  patients 


And  to  you 


The  Tubex®  Closed-Injection  System  means 


Efficiency  and  convenience 

Tubex  injectables  are  ready  for  immediate  use.  No 
measuring  of  doses;  no  filling  of  syringes.  Saves 
professional  time.  Easy  to  store  in  the  office,  easy 
to  carry  on  house  calls. 

Precision  and  protection  from  cross  contamination 

Tubex  injectables  are  premeasured,  accurately  and  clearly 
identified  as  to  name,  dose,  control  number  and 
expiration  date  (if  any).  Used  once,  then  discarded, 

Tubex  prefilled  sterile  cartridge-needle  units  cannot 
cause  cross  contamination. 

Coverage  of  virtually  all  injection  needs 

The  wide  range  of  drugs  available  in  Tubex  sterile 
cartridge-needle  units  can  meet  over  70%  of  common 
private  practice  injectable  needs.  For  drugs  not  yet  in 
Tubex  form,  empty  sterile  cartridge-needle  units  can 
usually  be  employed — and  retain  most  advantages 
of  the  system. 


TUBEX 


Closed  Injection  System 


If  you  are  already  using  Tubex  in  your  office  and  don't  have  a waiting-room  placard, 
Wyeth  will  be  happy  to  send  you  one.  A postcard  will  do. 

Wyeth  Laboratories 
Professional  Service 
Box  8299 

Philadelphia,  Pa.  19101 


KMA  Committee  Reports 


McDowell  House  Board  of  Managers 

Lanian  A.  Gray,  M.D.,  Louisville,  Chairman 
McDowell  House,  Danville,  Kentucky  October  25,  1967 
The  McDowell  House  Board  of  Managers,  in  its 
first  of  two  meetings  scheduled  during  the  final  three 
months  of  1967,  reviewed  the  operations  of  the  Mc- 
Dowell House,  recent  contributions  and  current  fin- 
ancial status  in  addition  to  proposed  plans  for  the 
submission  of  a budget  for  the  1968-69  fiscal  year. 

A preliminary  report  on  a new  membership  cam- 
paign was  presented  whereby  a selected  group  of 
physicians  in  specific  areas  of  the  country  are  being 
issued  invitations  for  membership  in  the  McDowell 
House.  Reports  concerning  past  exhibits  relating  to 
the  House  were  accepted  for  information. 


Cancer  Coordinating  Committee 

Condict  Moore,  M.D.,  Louisville,  Chairman 
KMA  Headquarters  Office  October  25,  1967 

The  Cancer  Coordinating  Committee  confined  most 
of  its  business  at  a recent  meeting  to  discussion  of  the 
State  Cancer  Registry.  The  recommendations  ap- 
proved by  the  committee  requested  continued  sup- 
port of  the  State  Cancer  Registry,  coordination  be- 
tween the  14  approved  Kentucky  hospital  registries 
and  the  State  Registry  and  a periodic  evaluation  of 
the  Registry  program  by  this  committee. 

Prior  to  adjournment,  the  committee  members 
agreed  to  meet  again  during  this  calendar  year  for  the 
purpose  of  discussing  a more  workable  state  program 
with  representatives  of  the  14  hospitals  now  having  a 
cancer  registry. 


Scientific  Program  Committee 

Peter  P.  Bosomwortli,  M.D.,  Lexington,  Chairman 
KMA  Headquarters  Office  November  1,  1967 

The  KMA  Scientific  Program  Committee  met  for 
the  purpose  of  planning  the  Scientific  Session  for  the 
1968  KMA  Annual  Meeting  next  September  24-26. 
General  Sessions  were  planned  for  Tuesday  morning, 
all  day  Wednesday  and  Thursday  morning.  Specialty 
groups  were  scheduled  to  have  sessions  on  Tuesday 
and  Thursday  afternoons. 

In  formulating  a diversified  program,  the  committee 
members  established  themes,  “Drug  Therapy”,  “Emer- 
gency Medical  Services”,  and  “Human  Sexuality”  to 
be  utilized  during  the  three-day  session.  It  was 
agreed  that  final  arrangements  for  the  Scientific  Ses- 
sions would  be  made  on  December  14  when  the  presi- 
dents of  the  participating  specialty  groups  would 
meet  with  the  KMA  President  and  chairman  of  this 
committee. 


Senior  Day  Committee 

Hoyt  D.  Gardner,  M.D.,  Louisville,  Chairman 
KMA  Headquarters  Office  November  9,  1967 

Members  of  the  Senior  Day  Committee  set  the 
annual  KMA  Senior  Day  program  for  the  University 
of  Louisville  on  Monday,  March  18,  and  for  the  Uni- 
versity of  Kentucky  on  Tuesday,  April  9,  at  their  re- 
cent meeting. 

The  complete  program  for  the  senior  medical  stu- 
dents at  each  of  the  state's  medical  schools  was  final- 
ized and  routine  promotional  plans  were  authorized. 
The  addition  of  one  new  subject  and  the  combina- 
tion of  o;her  subjects  previously  presented  was  a com- 
mittee action  designed  to  strengthen  the  two  ses- 
sions. 

Committee  on  Legislative  Activities 

Hoyt  D.  Gardner,  M.D.,  Louisville, 
Chairman,  National  Affairs 
Fred  C.  Rainey,  M.D.,  Elizabethtown, 
Chairman,  State  Affairs 

KMA  Headquarters  Office  November  16,  1967 

The  Committee  on  Legislative  Activities  held  its 
first  meeting  of  this  Associational  year  on  November 
16  to  discuss  legislation  which  may  he  introduced 
into  the  Kentucky  General  Assembly. 

KMA-KNA  Joint  Advisory  Committee 

Miss  Ruth  Spurrier,  R.N.,  Frankfort,  Chairman 
A.  Evan  Overstreet,  M.D.,  Louisville, 
Physicians’  Chairman 

KMA  Headquarters  Office  November  16,  1967 

The  Joint  Advisory  Committee  of  the  Kentucky 
Medical  Association  and  the  Kentucky  Nurses  Associ- 
ation recently  held  their  initial  meeting  of  the  1967-68 
Associational  year  with  Ruth  Spurrier,  R.  N.  of  the 
Kentucky  Nurses  Association  presiding. 

Prime  considerations  in  the  discussion  of  physician- 
nurse  relations  were  the  qualifications  of  anesthe- 
tists, registered  nurses’  responsibility  in  Intensive  Cor- 
onary Care  Units,  administration  of  intravenous  fluids 
and  nurse  education.  The  committee  plans  another 
meeting  in  the  spring  of  1968. 


Educational  Television  Committee 

William  P.  VonderHaar,  M.D.,  Louisville,  Chairman 
KMA  Headquarters  Office  November  22,  1967 

The  Educational  Television  Committee  considered 
more  detailed  plans  for  utilization  of  E-TV  by  the 
medical  profession  and  agreed  that  the  involvement  of 
paramedical  groups  in  the  committee’s  activities  would 
be  beneficial. 

Specific  matters  that  should  be  included  in  a grant 
proposal  to  fund  an  intial  E-TV  program  were  final- 
ized. and  uses  of  E-TV  for  both  continuing  medical 
education  and  health  education  were  discussed.  The 
next  meeting  of  the  committee  is  being  held  on  Janu- 
ary 17. 

(Continued  on  Page  96) 
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when  he  just  can’t  sleep" 

Tuinal= 

One-Half  Sodium  Amobarbit:al  anc 
One-Half  Sodium  Secobarbita 
supplied  in  and  3-grain  Pulvules  S 


"uinal  helps  wakeful  patients  fall  asleep  fast,  stay 
isleep  all  night. 

nndications;  Tuinal  is  indicated  for  prompt  and  moder- 
ftely  long-acting  hypnosis.  It  is  not  suitable  for  con- 
tinuous daytime  sedation. 

bontraindications;  Barbiturates  should  not  be  adminis- 
ered  to  anyone  with  a history  of  porphyria,  nor  should 
Tiey  be  given  in  the  presence  of  uncontrolled  pain,  be- 
cause excitement  may  result. 

Yarning;  May  be  habit-forming. 

Precautions:  Tuinal  should  be  used  cautiously  in  pa- 
ients  with  decreased  liver  function,  since  prolongation 
)f  effect  may  occur. 

Adverse  Reactions:  Idiosyncrasy,  such  as  excitement, 
langover,  or  pain,  may  appear.  Hypersensitivity  reac- 


tions occur  in  some  patients,  especially  in  those  with 
asthma,  urticaria,  or  angioneurotic  edema. 

Overdosage:  C.N.S.  depression.  Symptoms — Depression 
of  respiration  and  of  superficial  and  deep  reflexes,  slight 
constriction  of  the  pupils  (in  severe  poisoning,  dilation], 
decreased  urine  formation,  lowered  body  temperature, 
coma.  Treatment — Symptomatic  and  supportive  (gastric 
lavage;  intravenous  fluids;  maintenance  of  blood  pres- 
sure, body  temperature,  and  adequate  respiration).  Di- 
alysis may  speed  removal  of  barbiturates  from  body 
fluids. 


Dosage:  50-200  mg.  (V4-3  grains]  at  bedtime. 

[031767] 


Additional  information  available  to  physicians  upon  request. 
Eli  Lilly  and  Company  • Indianapolis,  Indiana  46206 
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Technical  Advisory  Committee  on  Indigent 
Medical  Care 

(Title  XIX  of  the  Social  Security  Act) 

Carroll  H.  Rohie,  Jr..  M.D.,  Lousiville,  Chairman 
KMA  Headquarters  Office  November  26,  1967 

The  Technical  Advisory  Committee  on  Indigent 
Medical  Care  met  on  November  26  to  discuss  what 
would  be  presented  to  the  Advisory  Council  on  Medi- 
cal Assistance  at  its  meeting  on  November  29. 

Mr.  Evan  Ray,  director  of  Medical  Services  of 
the  Medical  Assistance  Division  of  the  State  De- 
partment of  Health  w'as  a guest  at  this  meeting. 

Committee  on  Medical  Education 

Walter  /.  Hume,  Jr.,  M.D.,  Louisville,  Chairman 
KMA  Headquarters  Office  November  30,  1967 

Meeting  for  the  first  time  under  the  new  KMA  or- 
ganizational structure,  the  Committee  on  Medical 
Education  outlined  the  committee’s  responsibility  and 
discussed  its  goals  for  the  year.  A detailed  report  was 
presented  on  PL-89-239  (Heart,  Cancer,  and  Stroke) 
and  a general  discussion  was  held  on  the  Conference 
on  Medical  Education  to  be  held  at  Park  Mammoth 
Resort  January  26-27. 

The  committee  submitted  recommendations  to  the 
Hoard  of  Trustees  relating  to  AMA-ERE  and  KMA’s 
Representatives  to  the  Student  AMA  at  U of  L and 
UK.  Other  matters  considered  were  the  Post  Gradu- 
ate Medical  Education  Eund  and  the  Coronary  Care 
Units  subcommittee.  The  next  meeting  of  the  com- 
mittee will  be  on  March  7,  1968. 

Coordinating  Commission  on  Governmental 
Medical  Services 

Paul  J.  Parks,  M.D.,  Howling  Green,  Chairman 
KMA  Headquarters  Office  December  6,  1967 

The  Coordinating  Commission  on  Governmental 
Medical  Services  held  its  first  meeting  on  December 
6.  This  Commission  is  composed  of  the  chairmen  of 
the  Technical  Advisory  Committee  on  Indigent  Med- 
ical Care.  Title  XIX  of  the  Social  Security  Act; 
Governmental  Contracts  Review  Committee;  Advis- 
ory Committee  on  Title  XVIII  of  the  Social  Security 
•\ct;  Committee  on  Appalachian  and  OEO  Programs; 
and  the  Committee  on  Medical  Education,  and  serves 
as  the  Association’s  authoritative  body  on  all  Gov- 
ernment Medical  Programs. 

McDowell  House  Board  of  Managers 

Laman  A.  Gray,  M.D.,  Louisville,  Chairman 

McDowell  House 

Danville,  Kentucky  December  13,  1967 

The  second  meeting  within  two  months  was  held 
December  13,  1967  by  the  McDowell  House  Board 
of  Managers.  The  members  of  the  Board  inspected 
the  House  and  reviewed  its  overall  operation. 

A financial  report  was  presented  and  a budget  ap- 
proved for  the  1968-69  fiscal  year.  The  current  mem- 


bership campaign  was  discussed,  and  in  addition,  it  was 
noted  that  the  number  of  visitors  had  increased  in 

1967  over  the  previous  high  year  of  1966.  The  next 
meeting  of  the  Board  was  set  for  March  27,  1968. 

Committee  on  Appalachian  and  OEO  Programs 

Prank  M.  Gaines.  Jr.,  M.D.,  Louisville,  Chairman 
Brown  Suburban  Hotel  December  13,  1967 

The  Committee  on  Appalachian  and  OEO  Pro- 
grams met  on  December  13.  Mr.  John  D.  Whisman. 
regional  representative  of  the  Appalachian  Regional 
Commission  in  Washington,  was  the  guest  speaker. 
He  discussed  with  the  committee  members  the  Dem- 
onstration Health  Project  in  the  1 1 counties  in  south- 
eastern Kentucky. 

Disaster  Medical  Care  Committee 

William  T.  Rumage,  Jr.,  M.D.,  Louisville,  Chairman 
KMA  Headquarters  Office  December  13,  1967 

The  Disaster  Medical  Care  Committee  had  a num- 
ber of  guests  representing  allied  groups  at  its  De- 
cember meeting.  Major  consideration  was  given  to 
the  emergency  medical  services  aspect  of  the  High- 
way Safety  Act.  highway  identification  of  hospitals, 
transportation  of  the  sick  and  injured,  packaged  dis- 
aster hospitals  and  medical  self-help. 

The  committee  members  discussed  plans  for  con- 
ducting a live  color  TV  presentation  on  emergency 
medical  care  during  the  1968  KMA  Annual  Meeting 
and  made  plans  to  hold  their  next  meeting  during 
the  spring  of  1968. 

Specialty  Group  Presidents 

Peter  P.  Bosomworth,  M.D.,  Lexington,  Presiding 
KMA  Headquarters  Office  December  14,  1967 

The  annual  meeting  of  the  Presidents  of  the  15  Spe- 
cialty Groups  cooperating  in  the  presentation  of  the 

1968  Annual  Meeting  was  completed  with  plans  fi- 
nalized for  the  scientific  program  and  participation 
of  the  Specialty  Groups. 

It  was  agreed  that  eight  Specialty  Groups  would 
meet  on  Tuesday  and  eight  on  Thursday  afternoons 
during  the  KMA  annual  session.  Visiting  guest 
speakers  were  assigned  to  present  individual  papers  or 
appear  on  a color  TV  program  during  the  meeting. 

Scientific  Program  Committee 

Peter  P.  Bosomworth,  M.D.,  Lexington,  Chairman 

KMA  Headquarters  Office  December  14,  1967 

The  Scientific  Program  Committee  recently  held 
meetings  on  December  6 and  14.  the  second  and 
third  meetings  of  the  committee  during  this  Associa- 
tional  year. 

The  more  than  usual  number  of  committee  meet- 
ings resulted  from  the  committee  receiving  informa- 
tion that  closed  circuit  color  television  would  be 
available  to  them  for  use  during  the  1968  KMA 
annual  session.  Seven  hours  of  color  TV  for  the  An- 
nual Meeting  was  planned  and  the  entire  scientific  pro- 
gram finalized  in  the  three  committee  meetings  held. 
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"Mans  best  friend"in  wintertime  diarrheas 


In  winter  "flu"  and  viral  gastroenteritis,  Donnagel 
(4  oz.  size!)  can  bring  aid  and  comfort  to  sufferers 
from  both  diarrhea  and  its  discomforts  because  it 
contains  kaolin  and  pectin  plus  belladonna  alkaloids 
(asin  Donnatak).  Donnagel  treats  the  whole  diarrhea 
problem.  Available  on  your  prescription  or 

recommendation.  a.  H.  Robins  company,  Richmond,  Va.  23220 


THEmA 
FOBHDLATION 
FOR  EVERT 
COUGHING  NEED 

All  the  Robitussins  contain  glyceryl 
guaiacolate,  the  outstanding  expectorant  agent 
that  greatly  increases  the  output  of  lower 
respiratory  tract  fluid.  Increased  RTF  volume 
exerts  a demulcent  effect  on  the 
tracheo-bronchial  muoosa,  promotes  ciliary 
action,  and  makes  thick,  inspissated  mucus 
less  viscid  and  easier  to  raise. 


For  coughs  of  colds  and  "flu" 

ROBITUSSIN® 

Each  5 cc.  contains: 

Glyceryl  guaiacolate 100  mg. 

Alcohol,  3.5% 

For  unproductive  allergic  coughs 


ROBITUSSIN®  A-C 

Each  5 cc.  contains: 

Glyceryl  guaiacolate 100  mg. 

Pheniramine  maleate 7.5  mg. 

Codeine  phosphate 10.0  mg. 


(warning:  may  be  habit  forming) 

Alcohol,  3.5% 

Non-narcotic  for  6-8  hour  cough  control 


ROBITUSSIN®-DM 

Each  5 cc.  contains: 

Glyceryl  guaiacolate 100  mg. 

Dextromethorphan  hydrobromide  . 15.0  mg. 

Alcohol,  1.4% 


New!  Clears  sinuses  and  nasal 
stuffiness  as  it  relieves  cough 
ROBITUSSIN®-PE 
Each  5 cc.  contains: 

Glyceryl  guaiacolate 100  mg. 

Phenylephrine  hydrochloride  . . . 10.0  mg. 

Alcohol,  1.4% 


ROBITUSSIN 

ROBITUSSIN  A-C 

ROBITUSSIN-DM 

ROBITUSSIN-PE 

EXPECTORANT 

• 

• 

• 

• 

DEMULCENT 

• 

• 

• 

• 

COUGH  SUPPRESSANT 

• 

• 

ANTIHISTAMINE 

• 

LONG-ACTING  (6-8  HOURS) 

• 

NASAL,  SINUS  DECONGESTANT 

• 

A.  H.  Robins  Company,  Richmond,  Va.  23220 


/I'H'DOBINS 
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"Good  girl!  You're  down  seven  pounds" 


January  1968  • The  Journal  oy. 
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Get  them  while 
they’re  easily  reversible. 


Obesity  doesn’t  happen  suddenly.  This  insidious  process  has  its  beginning— and  the 
chances  of  reversing  it  are  better— during  the  first  10  to  15  pounds  of  weight  gain. 
When  a new  dietary  pattern  must  be  established,  consider  the  adjunctive  use  of 
BAMADEX  SEQUELS.  Combining  the  proven  anorexigenic  action  of  d-ampheta- 
mine  with  the  tranquilizing  effect  of  meprobamate,  BAMADEX  SEQUELS  controls 
appetite  throughout  the  day,  usually  with  a single  capsule  daily. 


Contraindications:  Dextro-amphetamine  sulfate:  In 
hyperexcitability  and  in  agitated  prepsychotic 
states.  Previous  allergic  or  idiosyncratic  reactions 
to  meprobamate. 

Precautions:  Use  with  caution  in  patients  hyper- 
sensitive to  sympathomimetic  compounds,  who 
have  coronary  or  cardiovascular  disease,  or  are 
severely  hypertensive. 

Dextro-amphetamine  sulfate:  Excessive  use  by 
unstable  individuals  may  result  in  psychological 
dependence. 

Meprobamate:  Careful  supervision  of  dose  and 
amounts  prescribed  is  advised,  especially  for  pa- 
tients with  known  propensity  for  taking  excessive 
quantities  of  drugs.  Excessive  and  prolonged  use 
in  susceptible  persons,  e.g.  alcoholics,  former  ad- 
dicts, and  other  severe  psychoneurotics,  has  been 
reported  to  result  in  dependence  on  the  drug. 
Where  excessive  dosage  has  continued  for  weeks 
or  months,  reduce  dosage  gradually.  Sudden  with- 
drawal may  precipitate  recurrence  of  preexisting 
symptoms  such  as  anxiety,  anorexia,  or  insomnia; 
or  withdrawal  reactions  such  as  vomiting,  ataxia, 
tremors,  muscle  twitching  and,  rarely,  epileptiform 
seizures.  Should  meprobamate  cause  drowsiness 
or  visual  disturbances,  reduce  dosage  and  avoid 
operation  of  motor  vehicles,  machinery  or  other 
activity  requiring  alertness.  Effects  of  excessive  al- 
cohol consumption  may  be  increased  by  meproba- 
mate. Appropriate  caution  is  recommended  with 
patients  prone  to  excessive  drinking.  In  patients 
prone  to  both  petit  and  grand  mal  epilepsy  mepro- 
bamate may  precipitate  grand  mal  attacks.  Pre- 
scribe cautiously  and  in  small  quantities  to  patients 


with  suicidal  tendencies. 

S/de  Effects;  Overstimulation  of  the  central  nervous 
system,  jitteriness  and  insomnia  or  drowsiness. 
Dextro-amphetamine  sulfate:  Insomnia,  excitabil- 
ity, and  increased  motor  activity  are  common  and 
ordinarily  mild  side  effects.  Confusion,  anxiety, 
aggressiveness,  increased  libido,  and  hallucina- 
tions have  also  been  observed,  especially  in  men- 
tally ill  patients.  Rebound  fatigue  and  depression 
may  follow  central  stimulation.  Other  effects  may 
include  dry  mouth,  anorexia,  nausea,  vomiting, 
diarrhea,  and  increased  cardiovascular  reactivity. 

Meprobamate:  Drowsiness  may  occur  and  can 
be  associated  with  ataxia;  the  symptom  can  usu- 
ally be  controlled  by  decreasing  the  dose,  or  by 
concomitant  administration  of  central  stimulants. 
Allergic  or  idiosyncratic  reactions:  maculopapular 
rash,  acute  nonthrombocytopenic  purpura  with 
petechiae,  ecchymoses,  peripheral  edema  and 
fever,  transient  leukopenia.  A case  of  fatal  bullous 
dermatitis,  following  administration  of  meproba- 
mate and  prednisolone,  has  been  reported.  Hyper- 
sensitivity has  produced  fever,  fainting  spells, 
angioneurotic  edema,  bronchial  spasms,  hypoten- 
sive crises  (1  fatal  case),  anuria,  stomatitis,  proc- 
titis (1  case),  anaphylaxis,  agranulocytosis  and 
thrombocytopenic  purpura,  and  a fatal  instance  of 
aplastic  anemia,  but  only  when  other  drugs  known 
to  elicit  these  conditions  were  given  concomitantly. 
Fast  EEC  activity,  usually  after  excessive  dosage. 
Impairment  of  visual  accommodation.  Massive 
overdosage  may  produce  drowsiness,  lethargy,  stu- 
por, ataxia,  coma,  shock,  vasomotor  and  respira- 
tory collapse. 


Bamadex  Sequels" 

Dextro-amphetamine  sulfate  (15  mg.)  Sustained  Release  Capsules 
with  Meprobamate  (300  mg.) 


LEDERLE  LABORATORIES 


A Division  of  American  Cyanamid  Company 
Pearl  River,  New  York 
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Thoracic  Society  Elects  Officers 

Joseph  H.  Humpert,  M.D.,  South  Ft.  Mitchell,  was 
named  president-elect  of  the  Kentucky  Thoracic 
Society  at  its  fall  scientific  session  November  17  and 
18  in  Berea.  E.  R.  Gernert,  M.D.,  Louisville,  was 
installed  as  president  for  the  coming  year. 

Paul  Pichardo,  M.D.,  Glasgow,  was  elected  secre- 
tary-treasurer of  the  society.  Grober  Sanders,  M.D., 
Louisville,  will  continue  his  three-year  term  as  rep- 
resentative councilor  to  the  American  Thoracic  So- 
ciety. 


PUBLIC  HEALTH  PAGE 

(Continued  from  Page  10) 

general  agreement  that  significant  causal  factors  re- 
lated to  complications  of  pregnancies  and  birth  mal- 
formations are  important  items  to  be  included  on  the 
birth  certificates.  With  this  information  it  would  be 
possible  for  medical  groups  and  researchers  to  as- 
similate analytical  information  and  develop  recom- 
mendations which  could  prevent  birth  anomalies  and 
fetal  wastage  and  save  lives. 

AMA  House  of  Delegates 

(Continued  from  Page  72) 

9.  By  maintaining  the  impetus  of  dedicated  men 
and  women  in  providing  excellent  health  care  by 
preserving  the  incentives  and  effectiveness  of  un- 
shackled medical  practice. 

10.  By  maintaining  the  highest  level  of  ethics  and 
professional  standards  among  all  members  of  the 
medical  profession. 

11.  By  continuing  to  provide  leadership  and  guid- 
ance to  the  medical  profession  of  the  world  in  meet- 
ing the  health  needs  of  changing  populations. 

Additional  Actions 

A memorial  to  Percy  E.  Hopkins,  M.D.,  was  read 
to  the  House  and  a copy  was  sent  to  Doctor  Hopkins’ 
widow.  Doctor  Hopkins  served  as  a Trustee  for  seven 
years,  the  last  four  as  its  chairman.  He  also  served 
for  eight  years  as  a delegate  from  Illinois. 

The  House  reiterated  its  serious  concern  with  re- 
spect to  the  Blue  Cross  Association's  request  for 
government  funds  for  its  research  project  on  group 
practice. 

Criteria  for  the  evaluation  of  medical  programs  of 
national  voluntary  health  agencies  were  adopted. 

Three  resolutions,  referred  to  the  Board,  pointed 
out  that  many  news  stories  criticizing  the  rising  cost 
of  health  care  place  all  or  most  of  the  responsibility 
squarely  on  physicians.  As  one  of  the  resolutions  put 
it,  “Statistical  reports  relating  to  health  care  costs 
are  misleading  when  they  are  referred  to  ...  as 
medical  care  costs;  and  ...  the  improper  labeling  . . . 
may  actually  delay  proper  analysis  of  the  several 
components.” 

Robert  W.  Lykins,  M.D.,  Louisville,  was  elected  No- 
vember 7 to  the  Louisville  Board  of  Aldermen.  Doc- 
tor Lykins  was  declared  a winner  after  a count  and 
recount  of  votes  in  a very  close  election. 
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MPIRIN’® COMPOUND  with  CODEINE  PHOSPHATE  gr.1/2  No.  3 

Each  tablet  contains:  Codeine  Phosphate  gr.  Vi  (Warning  — May  be  habit  forming), 

Phenacetin  gr.  2'  i,  Aspirin  gr.  3Vi,  Caffeine  gr.  Vi. 

I Despite  introduction  of  synthetic  substitutes,  efficacy  of  ‘Empirin’ 

Compound  with  Codeine  remains  unchallenged. 

-IZi  BURROUGHS  WELLCOME  & CO.  (U.s.a.)  iNC.,Tuckahoe,  n.y. 


Indications:  Hypertension  and  many 
types  of  edema  involving  retention 
of  salt  and  water. 

Contraindications:  Hypersensitivity 
and  most  cases  of  severe  renal  or 
hepatic  disease. 

Warning:  With  the  administration  of 
enteric-coated  potassium  supple- 
ments, which  should  be  used  only 
when  adequate  dietary  supplemen- 
tation is  not  practical,  the  possi- 
bility of  small  bowel  lesions 
(obstruction,  hemorrhage,  and  per- 


foration) should  be  kept  in  mind. 
Surgery  for  these  lesions  has  fre- 
quently been  required  and  deaths 
have  occurred.  Discontinue  enteric- 
coated  potassium  supplements 
immediately  if  abdominal  pain, 
distention,  nausea,  vomiting,  or 
gastrointestinal  bleeding  occur. 

Use  with  caution  in  pregnant  pa- 
tients, since  the  drug  may  cross  the 
placental  barrier  and  adverse  reac- 
tions which  may  occur  in  the  adult 
(thrombocytopenia,  hyperbilirubine- 


mia, altered  carbohydrate  metabo- 
lism, etc.)  are  potential  problems 
in  the  newborn. 

Precautions:  Antihypertensive  ther- 
apy with  Hygroton  should  always  be 
initiated  cautiously  in  postsympa- 
thectomy patients  and  in  patients 
receiving  ganglionic  blocking 
agents  or  other  potent  antihyper- 
tensive drugs,  or  curare.  Reduce 
dosage  of  concomitant  antihyper- 
tensive agents  by  at  least  one-half. 
Barbiturates,  narcotics  or  alcohol 


may  potentiate  hypotension  e- 
cause  of  the  possibility  of  p 
Sion  of  renal  damage,  perio  I 
determination  of  the  BUN  is  pi' 
cated.  Discontinue  if  the  BL 
or  liver  dysfunction  is  aggr< 
Hepatic  coma  may  be  preci 
Electrolyte  imbalance,  sodi 
or  potassium  depletion  may 
If  potassium  depletion  shot 
cur  during  therapy,  Hygrotc 
be  discontinued  and  potass 
supplements  given,  provide  is 


Did 

Dorothy  Larson 
show  you 
her  ankles  in 
private? 


Now  she 
shows  them 
in  public. 


Hygroton*  Geigy 

chlorthalidone 


does  not  have  marked  oli- 


pecial  care  in  cirrhosis  or 
ischemic  heart  disease  and 
jsnts  receiving  corticoste- 
[ftCTH,  or  digitalis.  Salt  re- 
|>n  is  not  recommended. 

•e  Reactions:  Nausea,  gastric 
on,  vomiting,  anorexia,  con- 
on  and  cramping,  dizziness, 
ess,  restlessness,  hypergly- 
. hyperuricemia,  headache. 

3 cramps,  orthostatic  hypo- 


tension, aplastic  anemia,  leuko- 
penia, thrombocytopenia,  agranu- 
locytosis, impotence,  dysuria, 
transient  myopia,  skin  rashes,  urti- 
caria, purpura,  necrotizing  angiitis, 
acute  gout,  and  pancreatitis  when 
epigastric  pain  or  unexplained  G.l. 
symptoms  develop  after  prolonged 
administration.  Other  reactions  re- 
ported with  this  class  of  compounds 
include:  jaundice,  xanthopsia, 
paresthesia,  and  photosensitization. 
Average  Dosage:  50  or  100  mg.  with 


breakfast  daily  or  100  mg.  every 
other  day. 

Availability:  White,  single-scored 
tablets  of  100  mg.  and  aqua  tablets 
of  50  mg.,  in  bottles  of  100  and  1000. 
(B)R46-230-D 

For  full  details,  please  see  the  com- 
plete prescribing  information. 


Geigy  Pharmaceuticals 
Division  of 

Geigy  Chemical  Corporation 
Ardsley,  New  York  10502 


Your  office  examination 
confirmed  Mrs.  Larson’s 
ankie  edema. 

You  prescribed 
Hygroton— to  get  rid  of 
the  edema. 

And  you  found  that 
Hygroton  is  not  oniy 
effective;  it  frequency 
costs  iess  than  other 
equivalent  therapy. 

A nice  way  to  treat  the 
Mrs.  Larsons  in  your 
practice. 

Hygroton  therapy  may 
mean  troublesome  side 
effects  for  some  patients. 
A summary  of  the  pre- 
scribing information  is 
shown  beiow. 


HY-5576 


100  mg. 
Hygroton' 

chlorthalidone 

and  new 
50  mg. 
Hygroton 

For  the 

Dorothy  Larsons 
in  your  practice, 
you  can  prescribe 
Hygroton 
either  way. 

Hygroton  50  ^g.  offers  convenience 
for  your  patients  who  are  halving  the 
100  mg.  tablets  or  taking  one  every 
other  day. 


Please  see 
preceding  pages  for 
prescribing  summary. 


Geigy 

Geigy  Pharmaceuticals 

Division  of  Geigy  Chemical  Corporation 

Ardsley,  New  York  10502 


iized 


eruice 


PROFESSIONAL  LIABILITY  INSURANCE 

L6  a Li^L  mai^L  dlstlnctlovi 


Professional  Protection  Exclusively  since  1899 

■■  • 


LOUISVILLE  OFFICE;  Riley  Lassiter,  Representative 
Suite  260 

Shelbyville  Road  Moll  Office  Center 
400  Sherburn  Lane 

Telephone:  (Area  Code  502)  895-5501 
Mailing  Address:  P.O.  Box  20065,  Louisville,  Kentucky  40220 


'tt.-  i,.-. 
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Togetherness.... 


^ jf  be  rough  when  epidemics  of  nausea  and 

vomiting  strike  a family.  Emetrol  offers  prompt,  safe  relief.  It  is 
free  from  toxicity^  or  side  eff  ects^’^  and  will  not  mask  symptoms  of 


serious  organic  disorders. 


§ 

RORER 


1.  Bradley,  J.  E.,  et  al.:  J.  Pediat.  55:41  (Jan.)  1951. 

2.  Bradley,  J.  E.:  Mod.  Med.  20:71  (Oct.  15)  1952. 

3.  Cninden,  A.  B.,  Jr.,  and  Davis,  W.  A.:  Am.  J.  Obst, 
& Gynec.  65:311  (Feb.)  1953. 


WILLIAM  H.  RORER,  INC. 
Fort  Washington,  Pa. 


Emetrol® 

phosphorated  carbohydrate 
solution 

emesis  control 
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Closed-Panel  Group  Practice 


The  federal  liberal  establishment  is  hard 
at  work  on  a new  propaganda  campaign. 
This  time  it  is  promoting  closed-panel 
prepaid  group  practice  as  the  “medical  wave  of 
the  future”,  the  answer  to  most  of  the  problems 
facing  the  health  care  system  of  our  country. 
The  multitude  of  reports  from  health  care  study 
committees,  “national  conferences”,  presiden- 
tial committees  etc.  all  parrot  the  same  con- 
clusion; “Prepaid  closed-panel  group  practice 
is  the  most  efficient  and  least  expensive  method 
of  delivering  health  care  to  the  American  peo- 
ple.” Indeed,  if  the  nation’s  problems  in  pro- 
viding better  health  service  can  be  remedied  by 
more  intensive  study,  then  the  golden  age  must 
surely  have  arrived. 

Impressive  claims  are  made  for  the  closed- 
panel  scheme:  that  it  encourages  earlier  and 
more  frequent  diagnostic  and  preventive  service; 
that  it  provides  a practice  enviroment  in  which 
the  “team  approach”  is  encouraged  and  high 
quality  care  is  fostered  by  intimate  professional 
contact;  that  more  comprehensive  care  is  pro- 
vided through  more  complete  coverage  of  phy- 
sician services;  that  costs  are  more  effectively 
controlled  and  hospital  utilization  reduced  by 
removal  of  incentives  for  hospitalization. 

Why,  then,  haven’t  the  advantages  of  this 
method  produced  wider  acceptance  from  the 
public  and  the  profession?  While  prepayment 
and  insurance  have  achieved  phenomenal  ac- 
ceptance, pure  group  practice  has  grown  unim- 
pressively, and  group  practice  combined  with 
prepayment  (i.e.,  closed  panel  groups  serving 
a defined  population,  with  their  member  physi- 
cians paid  on  a salary  or  capitation  basis)  has 
scarcely  grown  at  all.  In  1960  there  were  14 
major  community  closed-panel  prepaid  plans; 


by  1965  they  had  been  joined  by  only  two 
more.  In  the  same  five  years  the  number  of  doc- 
tor-run fee-for-service  medical  groups  showed 
a 250  percent  increase. 

The  chief  factor  impeding  the  growth  of 
these  plans  apparently  is  consumer  resistance. 
The  fact  is  that  our  sophisticated  population 
demands  personal  health  care,  rather  than  the 
automated  product  of  a medical  supermarket. 
Physician  recruiting  has  also  been  a major  road- 
block to  growth,  since  most  practitioners  decline 
to  enter  into  the  commitments  of  formal  group 
practice. 

This  type  of  group  practice  does,  in  fact,  re- 
duce the  rate  of  hospital  utilization  by  providing 
incentives  not  to  hospitalize  the  patient.  The 
group  physician  whose  income  may  be  de- 
pressed by  a decision  to  hospitalize  the  patient 
— because  the  premium  income  is  thereby  di- 
rected to  the  hospital — is  likely  to  think  twice 
before  he  converts  his  out  patient  to  a hospital 
patient.  It  is  also  likely  that  some  plans  pro- 
mote greater  emphasis  on  preventive  medical 
care  than  is  found  in  private  practice. 

This  reduction  of  hospitalization  and  en- 
hancement of  preventive  and  ambulatory  care 
are  highly  desirable  goals  for  the  entire  pro- 
fession. Indeed,  voluntary  health  insurance 
would  do  well  to  emulate  these  groups  by  re- 
directing insurance  coverage  to  emphasize  am- 
bulatory care  rather  than  hospitalization. 

The  future  of  group  practice  may  be  en- 
hanced by  all  the  propaganda  and  legislative 
effort  now  being  expended  in  its  behalf,  but 
because  of  its  defects  it  appears  unlikely  that 
this  type  of  medical  organization  will  gain  pre- 
dominance in  this  country. 

William  W.  Hall,  M.D. 
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DORSEY  "FLUY 

}RAM” 

DON'T  BE  LULLED  BY  RELATIVE  LACK  OF  FLU  LAST  WINTER.  THIS 
WINTER  BE  PREPARED:  WHEN  THE  COMPLAINTS  ARE  COUGH  AND 

CONGESTION,  YOU  CAN  RELIEVE  THESE  SYMPTOMS  WITH  TUSSAGESIC 
TABLETS.  ONE  TIMED-RELEASE  TABLET  AT  MORNING,  MIDAFTERNOON 
AND  BEDTIME  BRINGS  UP  TO  24  HOURS'  RELIEF  FROM  TROUBLESOME 
COUGH  AND  STUFFED  AND  RUNNY  NOSE.  TUSSAGESIC  IS  THE  FAMOUS 
TRIAMINIC  FORMULA,  PLUS  THREE  OTHER  PROVED  CONSTITUENTS. 
MAKES  PATIENTS  MORE  COMFORTABLE.  FAST.  ASK  YOUR  DORSEY 
REPRESENTATIVE  FOR  SUPPLY  OF  STARTER  SAMPLES,  OR  IF  FLU  IS 
ALREADY  EPIDEMIC,  PHONE  COLLECT.  SEE  BELOW. 


each 

Tussagesic* 

timed-release  tablet  contains: 

Triaminic* 50  mg. 

(phenylpropanolamine  hydrochloride  25  mg.,  pheniramine 
maleate  12.5  mg.,  pyrilamine  maleate  12.5  mg.) 

Dextromethorphan  hydrobromide 30  mg. 

Terpin  hydrate  180  mg. 

Acetaminophen 325  mg. 

Dosage:  Adults— 1 tablet,  swallowed  whole  to  preserve  timed- 
release  feature,  in  morning,  midafternoon  and  at  bedtime.  Side 
effects:  Occasional  drowsiness,  blurred  vision,  cardiac  palpita- 
tions, flushing,  dizziness,  nervousness  or  gastrointestinal  up- 
sets. Precautions:  The  patient  should  be  advised  not  to  drive  a 
car  or  operate  dangerous  machinery  if  drowsiness  occurs.  Use 
with  caution  in  patients  with  hypertension,  heart  disease,  dia- 
betes or  thyrotoxicosis. 

DORSEY  LABORATORIES 
a division  of  The  Wander  Company 
Lincoln,  Nebraska  68501 


r 


clip  and  file  under  '1lu’' 

For  relief  of  "flu-like”  symptoms 
Tussagesic  timed-release  tablets 

PHONE  COLLECT 

For  emergency  starter  samples 
to  Keith  Sehnert,  M.D. 

Medical  Director 
(402)  434-6311 

Fast  delivery  by  your  Dorsey 
Representative 
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The  brunt  of  senility  falls  on  the  family  as  much 
as  the  patient.  But  usually  within  one  or  two  days, 
'Thorazine'  can  control  senile  anxiety  and  fear . . . 
dispel  the  confusion  shown  by  nighttime  wandering 
and  chattering  . . . restore  appetite  and  interest  in 
personal  grooming.  Treat  the  senile  patient  with 
'Thorazine'— the  whole  family  can  benefit. 

Before  prescribing,  see  complete  information,  including 
adverse  effects  reported  with  phenothiazines  and  symp- 
toms and  treatment  of  overdosage,  in  SK&F  literature  or 
PDR.  The  following  is  a brief  precautionary  statement. 
Contraindications:  Comatose  states  or  the  presence 
of  large  amounts  of  C.N.S.  depressants. 

Precautions:  Potentiation  of  C.N.S.  depressants  may 
occur  (reduce  dosage  of  such  agents  when  used  con- 
comitantly). Use  with  caution  in  patients  with  chronic 
respiratory  disorders.  Antiemetic  effect  may  mask  over- 
dosage of  toxic  drugs  or  obscure  other  conditions.  Ad- 
minister in  pregnancy  only  when  necessary.  Because  of 

(c)  1967  Smith  Kline  & French  Laboratories 


possible  drowsiness  use  cautiously  and  warn  patients 
who  operate  vehicles  or  machinery. 

Adverse  Reactions:  Drowsiness;  dry  mouth;  nasal 
congestion;  constipation;  amenorrhea;  miosis;  mild 
fever;  weight  gain;  hypotensive  effects,  sometimes  se- 
vere with  I.M.  administration;  epinephrine  effects  may 
be  reversed;  dermatological  reactions;  parkinsonism- 
like symptoms  on  high  dosages  (in  rare  instances,  may 
persist);  lactation  and  moderate  breast  engorgement  (in 
females  on  high  dosages);  and  less  frequently,  chole- 
static jaundice  (use  cautiously  in  patients  with  liver 
disease).  Adverse  reactions  occurring  rarely,  include: 
mydriasis;  agranulocytosis;  skin  pigmentation;  epithe- 
lial keratopathy;  lenticular  and  corneal  deposits  (after 
prolonged  substantial  doses). 

Available:  Tablets,  10  mg.,  25  mg.,  50  mg.,  100  mg.  and 
200  mg.;  Spansule®  capsules,  30  mg.,  75  mg.,  150  mg., 
200  mg.  and  300  mg.;  Injection,  25  mg./cc.;  Syrup,  10 
mg./5  cc.;  Suppositories,  25  mg.  and  100  mg. 


Smith  Kline  & French  Laboratories 


in  senile  agitation . . . 


Thorazinr 


brand  of 

chlorpromazine 
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the  " Librium  effect  ” 

(chlordiazepoxide  HCI) 


(in  capsuies) 


Now,  the  same  dependable 
antianxiety  effect  can  be 
obtained  with  convenient 
tablets— Libritabs 
(chlordiazepoxide). 


(in  Libritabs) 

(chlordiazepoxide) 


Before  prescribing,  please  consult  complete 
product  information,  a summary  of  which 
follows: 

Contraindications:  Patients  with  known 
hypersensitivity  to  the  drug. 

Warnings:  Caution  patients  about  possible 
combined  effects  with  alcohol  and  other  CNS 
depressants.  As  with  all  CNS-acting  drugs, 
caution  patients  against  hazardous  occupa- 
tions requiring  complete  mental  alertness 
{e.g.,  operating  machinery,  driving).  Though 
physical  and  psychological  dependence 
have  rarely  been  reported  on  recommended 
doses,  use  caution  in  administering  to 
addiction-prone  individuals  or  those  who 
might  increase  dosage;  withdrawal  symp- 
toms (including  convulsions),  following 
discontinuation  of  the  drug  and  similar  to 
those  seen  with  barbiturates,  have  been 
reported.  Use  of  aKy'drogJnpregnancy,  lac- 
tation, or  in  women  of  childbea'ring  age  re- 
quires that  its  potential  benefits  be  weighed 
against  its  possible  hazards. 

Precautions:  In  the  elderly  and  debilitated, 
and  in  children  over  six,  limit  to  smallest 
effective  dosage  (initially  10  mg  or  less  per 
day)  to  preclude  ataxia  or  oversedation,  in- 
creasing gradually  as  needed  and  tolerated. 


Not  recommended  in  children  under  six. 
Though  generally  not  recommended,  if  com- 
bination therapy  with  other  psychotropics 
seems  indicated,  carefully  consider  indi- 
vidual pharmacologic  effects,  particularly  in 
use  of  potentiating  drugs  such  as  MAO 
inhibitors  and  phenothiazines.  Observe 
usual  precautions  in  presence  of  impaired 
renal  or  hepatic  function.  Paradoxical  reac- 
tions (e.g.,  excitement,  stimulation  and 
acute  rage)  have  been  reported  in  psychi- 
atric patients  and  hyperactive  aggressive 
children.  Employ  usual  precautions  in  treat- 
ment of  anxiety  states  with  evidence  of 
impending  depression;  suicidal  tendencies 
may  be  present  and  protective  measures 
necessary.  Variable  effects  on  blood  coagu- 
lation have  been  reported  very  rarely  in 
patients  receiving  the  drug  and  oral  anti- 
coagulants; causal  relationship  has  not  been 
established  clinically. 

Adverse  Reactions:  Drowsiness,  ataxia  and 
confusion  may  occur,  especially  in  the 
elderly  and  debilitated.  These  are  reversible 
in  most  instances  by  proper  dosage  adjust- 
ment, but  are  also  occasionally  observed  at 
the  lower  dosage  ranges.  In  a few  instances 
syncope  has  been  reported.  Also  encoun- 
tered are  isolated  instances  of  skin  erup- 


tions, edema,  minor  menstrual  irregularities 
nausea  and  constipation,  extrapyramidal 
symptoms,  increased  and  decreased  libido- 
all  infrequent  and  generally  controlled  with 
dosage  reduction;  changes  in  EEG  patterns 
(low-voltage  fast  activity)  may  appear  durinc 
and  after  treatment;  blood  dyscrasias  (in- 
cluding agranulocytosis),  jaundice  and 
hepatic  dysfunction  have  been  reported  oc- 
casionally, making  periodic  blood  counts 
and  liver-function  tests  advisable  during 
protracted  therapy. 

Usual  Daily  Dosage:  Individualize  for  maxi- 
mum beneficial  effects.  Ora/  — Adults:  Mild 
and  moderate  anxiety  and  tension,  5 or 
10  mg  t.i.d.  or  q.i.d.;  severe  states,  20  or 
25  mg  t.i.d.  or  q.i.d.  Geriatric  patients:  5 mg 
b.i.d.  to  q.i.d.  (See  Precautions.) 

Supplied:  Librium®  (chlordiazepoxide  HCI) 
Capsules,  5 mg,  10  mg  and  25  mg  — bottles 
of  50.  Libritabs^  '^-  (chlordiazepoxide)  Tab- 
lets, 5 mg,  10  mg  and  25  mg  — bottles  of  100. 
With  respect  to  clinical  activity,  capsules 
and  tablets  are  indistinguishable.  I 

Roche  Laboratories  1 

Division  of  1 

Hoffmann  - La  Roche  Inc.  ^ 

Nuhey,  N.J.  07110  ^ 
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Recent  Trends  in  Family  Planning 


Louise  G.  Hutchins,  M.D. 


The  Intensive  Cardiac  Care  Unit  in  a Community 
Hospital 


W.  A.  Litzetiberger,  M.O 


Shock — Current  Concepts  of  Etiology,  Pothophysi 
ology  and  Therapy 


i.  Kent  Trinkle,  M.D.,  R.  Herman  Playforth,  M,  D.,  and 
Mork  A.  Fulinter,  M.O. 


KMA  1968  Interim  Meeting 
April  17-18 

Statler-Hilton  Motel,  Covington 


Con(onl»  d>n  Poge  I t 6 


a name  you  can  count  on 
when  it  counts 


(CHLORAMPHENiCOL) 


! 


ISP®  DISPOSABLE  UNIT 

<&D  BRAND  OF  SODIUM  SULFOBROMOPHTHALEIN  INJECTION,  USP 

I 

(50  mg.  per  ml.) 


I^SULPHALEIN® 

I 

A COMPLETE. 

ERILE, 

SPOSABLE, 

ECONOMICAL 

iTIENT-UNlT. 


BSP,  one  of  the  more  valuable  single 
laboratory  procedures  for  determining 
hepatic  function,  is  nov;  packaged  in  a 
complete  individual  patient-unit. 

Each  BSP  Disposable  Unit  contains  a 
sterile  syringe  with  the  5 mg./ kg.  BSP 
dosage  schedule  imprinted  on  the  barrel, 
a sterile  needle,  alcohol  swab  and  a 7.5  ml. 
or  10  ml.  size  ampule  of  terminally 
sterilized  Bromsulphalein  solution. 

This  all-inclusive  disposable  put-up 
lessens  the  chance  of  cross-infection  and 
saves  time  and  labor—  the  most 
costly  commodities. 


fNSON.  WESTCOTT  & DUNNING,  INC. 


BALTIMORE,  MARYLAND  21201 
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b.i.d. 

The  sensible  sehedule 
that  eovers  the 
patient  day  and  night 

If  your  objective  in  the  use  of  a broad-spectrum  antibiotic 
is  prolonged  action,  with  high  blood  levels,  then  you  know 
why  b.i.d.  DECLOMYCIN  is  considered  to  be  a 
sensible  dosage  schedule. 

The  maintenance  dosage  of  DECLOMYCIN 
can  be  kept  at  this  convenient  schedule 
because  of  its  unusually  high  effective  blood 
and  tissue  levels. 

The  b.i.d.  dosage  of  DECLOMYCIN  gives  you 
the  comfortable  assurance  that  the  patient 
is  well-covered,  day  and  night. 

In  clinical  practice,  blood  levels  produced  by 
a therapeutic  dose  of  DECLOMYCIN  are 
high,  prolonged,  and  effective;  because  of 
high  serum  binding  and  slow  renal  clearance. 

And  if  there’s  a broader  susceptibility 
pattern  of  organisms,  we’ve  yet  to  see  it. 

There  is  no  need  to  give  higher  daily  dosage 
than  300  mg  b.i.d.,  except  in  venereal  diseases 
and  Eaton  Agent  pneumonia. 

DECIX)MYCIIV 

DEMETHYLCHLOKTEraACV'CLINE 


Prescribing  information  on  next  page. 


b.i.d.  The  sensible 
schedule  that  covers  the 
patient  day  and  night 

DECLOMYCIN  Demethylchlortetracycline  should  be 
equally  or  more  effective  therapeutically  than  other 
tetracyclines  when  the  offending  organisms  are 
tetracycline-sensitive. 

Contraindication:  History  of  hypersensitivity  to 
demethylchlortetracycline. 

Warning— In  renal  impairment,  usual  doses  may  lead 
to  excessive  accumulation  and  liver  toxicity.  Under  such 
conditions,  lower  than  usual  doses  are  indicated,  and,  if 
therapy  is  prolonged,  serum  level  determinations  may  be 
advisable.  A photodynamic  reaction  to  natural  or  artifi- 
cial sunlight  has  been  observed.  Small  amounts  of  drug 
and  short  exposure  may  produce  an  exaggerated  sun- 
burn reaction  which  may  range  from  erythema  to  severe, 
skin  manifestations.  In  a smaller  proportion,  photo- 
allergic  reactions  have  been  reported.  Patients  should 
avoid  direct  exposure  to  sunlight  and  discontinue  drug 
at  the  first  evidence  of  skin  discomfort.  Necessary  subse- 
quent courses  of  treatment  with  tetracyclines  should  be 
carefully  observed. 

Precautions— Overgrowth  of  nonsusceptible  organisms 
may  occure.  Constant  observation  is  essential.  If  new  in- 
fections appear,  appropriate  measures  should  be  taken. 
In  infants,  increased  intracranial  pressure  with  bulging 
fontanels  has  been  observed.  All  signs  and  symptoms 
have  disappeared  rapidly  upon  cessation  of  treatment. 
Side  Effects  — Gastrointestinal  system  — anorexia, 
nausea,  vomiting,  diarrhea,  stomatitis,  glossitis,  entero- 
colitis, pruritus  ani.  Skin— maculopapular  and  erythema- 
tous rashes.  A rare  case  of  exfoliative  dermatitis  has 
been  reported.  Photosensitivity;  onycholysis  and  dis- 
coloration of  the  nails  (rare).  Kidney  — rise  in  BUN, 
apparently  dose  related.  Transient  increase  in  urinary 
output,  sometimes  accompanied  by  thirst  ( rare).  Hyper- 
sensitivity reactions  — urticaria,  angioneurotic  edema, 
anaphylaxis.  Teeth— dental  staining  (yellow-brown)  in 
children  of  mothers  given  this  drug  during  the  latter 
half  of  pregnancy,  and  in  children  given  the  drug  during 
the  neonatal  period,  infancy  and  early  childhood. 
Enamel  hypoplasia  has  been  seen  in  a few  children.  If 
adverse  reaction  or  idiosyncrasy  occurs  discontinue 
medication  and  institute  appropriate  therapy. 
Average  Adult  Daily  Dosage:  150  mg  q.i.d.  or  300 
mg  I'.i.d.  Should  be  given  1 hour  before  or  2 hours  after 
meals,  since  absorption  is  impaired  by  the  concomitant 
administration  of  high  calcium  content  drugs,  foods  and 
some  dairy  products.  Treatment  of  streptococcal  infec- 
tions should  continue  for  10  days,  even  though  symp- 
toms have  subsided. 

In  the  treatment  of  syphilis  a (losajie  schedule  ttf  a total  of  12  to  18  Gm. 
"iven  in  equally  divided  doses  over  a period  of  10  to  IS  days  should  he 
follower!.  Close  follow-up  observation  of  the  patient  is  recommended, 
including  appropriate  laboratory  tests,  since  demethylchlortetracycline 
has  not  had  adequate  evaluation  in  all  stages  of  syphilis.  Spinal  fluid 
examination  should  he  included  as  part  of  this  follow-up. 

.■\cute  grmococcal  anterior  urethritis  in  males  ha's  been  treated  effectively 
with  a single  dose  of  600-900  mg.  of  DKCLOMYCIN  Demethylchlortetra- 
cyclinc.  Individuals  unable  to  tolerate  large  single  doses  due  to  gastro- 
intestinal side  effects  may  be  treated  with  150  mg.  every  6 hours  for  a 
minimum  of  4 doses  or  300  mg.  every  12  ]u>urs  for  a minimum  of  2 doses. 
Females  should  be  treated  with  a dosage  of  150  mg.  every  6 hours  or  300 
mg.  every  12  hours  until  a cure  is  effected. 

Primary  Atypical  Pneumonia  (Eaton  Agent):  The  average  adult  daily 
dosage  is  900  mg.  in  3 divided  doses  for  six  days. 

LEDERLE  LABORATORIES,  A Division  of 
American  Cyanamid  Company,  Pearl  River,  N.Y. 

491-7-6046 
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“Breathing’s 
a snap  agai 
he  said 
gingerly 

(COMPLIMENTS  OF 
DIMETAPP) 


Help  clear  up  that  miserable  stuffed-up 
feeling  with  Dimetapp.  Each  hard-work- 
ing Extentab  brings  welcome  relief  from 
the  stuffiness,  drip  and  congestion  of  upper 
respiratory  conditions  for  up  to  10-12 
hours.  Yet,  patients  seldom  experience 
drowsiness  or  overstimulation.  The  key  to 
success  is  the  Dimetapp  formula:  Dime- 
tane  (brompheniramine  maleate)— along 
with  phenylephrine  and  phenylpropanola- 
mine, two  time-tested  decongestants.  They 
get  the  job  done ...  in  a hurry. 

in  sinusitis,  colds,  U.R.I. 

DiliietapirExteiitabs 

(Dimetane®  [brompheniramine  maleate],  12  mg.; 
phenylephrine  HCl,  15  mg.;  phenylpropanolamine  HCl,  15  mg.) 

up  to  10-12  hours  clear 
breathing  on  one  tablet 


Indications:  Dimetapp  is  indicated 
for  symptomatic  relief  of  the 
allergic  manifestations  of  respi- 
ratory illnesses,  such  as  the 
common  cold  and  bronchial  asthma, 
seasonal  allergies,  sinusitis, 
rhinitis,  conjunctivitis,  and  otitis. 
Contraindications : Hypersensitivity 
to  antihistamines.  Not  recommended 
for  use  during  pregnancy. 
Precautions:  Until  patient’s 
response  has  been  determined,  he 
should  be  cautioned  against 
engaging  in  operations  requiring 
alertness.  Administer  with  care 


to  patients  with  cardiac  or  peripheral 
vascular  diseases  or  hypertension. 
Side  Effects:  Hypersensitivity 
reactions  including  skin  rashes, 
urticaria,  hypotension  and  thrombo- 
cytopenia, have  been  reported  on 
rare  occasions.  Drowsiness,  lassitude, 
nausea,  giddiness,  dryness  of 
the  mouth,  mydriasis,  increased 
irritability  or  excitement  may 
be  encountered. 

Dosage:  1 Extentab  morning  and 
evening. 

Supplied:  Bottles  of  100  and  500. 
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a tranquilizer  with 
particular  usefulness  in 
'unctional  disorders 


-trap) 

TM 


batran 

brand  of  tybamate 


Extensive  clinical  experience,  including  eleven  double-blind  studies, indi- 
cates thatTybatran  is  an  effective  agent  for  the  relief  of  anxiety  and  tension. 
It  appears  to  lend  itself  particularly  well  to  the  management  of  the  anxious 
Datientwho“somatizes”— whose  anxiety  and  tension  find  expression  in  com- 
Dlaints  such  as  headaches,^’8'i°'ii  fatigue, insomnia, 2.4,8,9,12  anorexia,2.s.9 
3nd  pruritus.^ 

H Two  salient  features  seem  to  set  Tybatran  somewhat  apart  from  certain 
II  other  commonly  used  tranquilizers. 

Hi.  Tybatran  often  proves  more  effective  than  meprobamate  and  chlordiaze- 
11  Joxide.  In  one  study, 4 severe  anxiety  responded  more  effectively  to  tybamate 
11  than  to  meprobamate;  in  another,^  symptom-response  superiority  of  tyba- 
Omate  over  chlordiazepoxide  was  marked  at  statistically  significant  levels  of 
j confidence. 

f 2.  Tybatran  appears  to  be  less  sedating  than  other  widely  used  tranquilizers. 

<Side  reactions  are  relatively  infrequent;  when  they  do  occur,  they  may  take 
'.the  form  of  drowsiness,  although  insomnia,  ataxia  and  other  adverse  effects 
.have  been  reported.  Nevertheless,  Tybatran  impresses  many  clinicians  by 
^ its  comparative  lack  of  undesirable  sedative  action.^.s, 12,13  (|f  drowsiness  or 
■^vertigo  is  present,  activities  requiring  optimal  alertness  should  be  avoided.) 

For  patients  in  whom  anxiety  is  manifested  in  any  of  a multiplicity  of 
physical  complaints,  Tybatran  deserves  a clinical  trial.  These  are  the  chal- 
. lenging  patients,  those  with  recurrent,  persistent,  ever-changing  symptoms 
for  which  there  is  no  clinical  or  laboratory  evidence  of  organic  disease. 

I Usual  adult  dose:  one  or  two  250  mg.  capsules  3 or  4 times  daily.  Adjust 
I to  suit  individual  requirements. 


Prescribing  Information 

Dosage  and  administration.  The  suggested  adult 
dose  of  Tybatran  (tybamate)  is  one  or  two  250  mg,  cap- 
sules three  or  four  times  daily.  Dosage  should  be  adjusted 
to  suit  individual  requirements.  While  clinical  experience 
with  Tybatran  (tybamate)  in  children  has  been  very  lim- 
ited to  date,  the  recommended  daily  dosage  for  children 
6 to  12  years  old  is  20  to  35  mg. /kg.  body  weight,  in 
three  or  four  equally  divided  doses.  Dosage  should  be  ad- 
justed to  suit  individual  requirements.  Until  further  clini- 
cal experience  is  obtained,  administration  of  Tybatran 
(tybamate)  to  children  under  6 years  of  age  is  not  rec- 
ommended. Daily  doses  larger  than  3000  mg.  are  not 
recommended,  although  in  a few  instances  doses  in  ex- 
cess of  this  figure  have  been  administered.  Tybatran 
(tybamate)  is  also  available  in  350  mg.  capsules,  for 
convenience  in  dosage  adjustment,  e.g.,  one  capsule 
three  times  daily  and  two  at  bedtime. 

Contraindications.  Tybatran  (tybamate)  should  not 
be  administered  to  patients  known  to  be  hypersensitive 
to  the  drug.  Since  no  studies  have  been  done  with  this 
drug  in  human  pregnancy,  it  should  not  be  used  in  preg- 
nancy unless  the  potential  benefit  outweighs  the  risk. 

Warnings.  Simultaneous  administration  to  psychotic 
patients  of  tybamate  with  phenothiazines  and  other  cen- 
tral nervous  system  depressants  has  in  a few  instances 
been  associated  with  the  occurrence  of  grand  mal  or 
petit  mal  seizures.  Seizures  have  been  reported  with 
administration  of  phenothiazines  alone,  but  not  with 
administration  of  tybamate  alone:  nevertheless,  tyba- 
mate should  be  used  cautiously  in  individuals  who  are 
receiving  other  central  nervous  system  depressants  or 
have  a history  of  convulsive  seizures.  Also,  it  should  be 
borne  in  mind  that  simultaneous  administration  of  tyba- 
mate with  alcohol  or  with  other  psychotropic  agents,  par- 
ticularly phenothiazines  or  monoamine  oxidase  inhibitors, 
which  are  known  to  potentiate  the  action  of  other  drugs, 
may  result  in  additive  actions. 

Precautions.  There  has  been  no  evidence  to  date  of 
the  development  of  habituation  or  addiction.  Investigators 
have  not  observed  excessive  self-medication  or  any  with- 
drawal symptoms  with  use  of  Tybatran  (tybamate),  but 
the  latter  should  be  kept  in  mind  with  cessation  of  the 
drug  after  prolonged  use.  Because  of  the  occurrence  of 

Prescribing  information  continued  on  next  page. 


(pronounced  TYE-buh-tran) 

Tybatran 

/ brandoftybannate 

a tranquilizer  with 
particular  usefulness  in 
functional  disorders 

Prescribing  information  continued  from  preceding  page. 

withdrawal  symptoms  or  exacerbation  of  presenting  symptoms  upon  rapid  with- 
drawal of  other  agents  of  this  type,  abrupt  withdrawal  of  Tybatran  (tybamate) 
should  be  avoided.  Tybamate,  like  other  psychotherapeutic  agents,  should  be 
used  with  caution  in  addiction-prone  individuals.  Should  symptoms  of  hypersen- 
sitivity occur,  administration  should  be  discontinued  at  once  and  appropriate 
symptomatic  treatment  initiated.  Operation  of  motor  vehicles  or  machinery  or 
other  activities  requiring  optimal  mental  alertness  should  be  avoided  if  drowsi- 
ness or  vertigo  is  present.  As  with  any  new  drug,  Tybatran  (tybamate),  should 
be  used  with  caution  in  patients  with  a history  of  drug  allergies,  blood  dyscra- 
sias,  and  hepatic  or  renal  disease:  and  prolonged  and/or  high  doses  of  tybamate 
should  be  accompanied  by  periodic  measurements  of  hepatic,  hematopoietic, 
and  renal  function. 

Adverse  reactions.  While  these  have  only  rarely  required  discontinuation  of  the 
drug,  the  most  frequently  encountered  reactions  have  included  drowsiness,  diz- 
ziness, nausea,  insomnia,  euphoria.  The  drug  was  discontinued  in  one  child 
because  of  a possible  drug-induced  urticaria,  and  skin  rash  and  pruritus  have 
been  encountered  in  a few  other  patients.  In  a few  patients,  effects  suggesting 
excessive  stimulation  such  as  hyperactivity,  fidgetiness,  flushing,  and  tachy- 
cardia have  been  encountered.  Other  reported  side  effects  recorded  only  a few 
times  to  date  have  included  ataxia,  unsteadiness,  confusion,  feeling  of  unreality, 
"panic  reaction,"  fatigue,  headache,  paresthesias,  vertigo,  gastrointestinal 
disturbances,  glossitis  and  dry  mouth.  Grand  mal  or  petit  mal  seizures  have 
been  reported  in  a few  hospitalized  psychotic  patients  to  whom  tybamate  (up  to 
6000  mg.  daily),  phenothiazines,  and  other  psychotropic  agents  were  adminis- 
tered simultaneously.  Convulsive  seizures  have  not  been  reported  with  the  use 
of  tybamate  alone. 

Until  clinical  experience  has  accumulated  with  this  drug,  inasmuch  as  tybamate 
is  related  to  meprobamate,  the  physician  should  be  cautious  about  the  possibil- 
ity of  rare,  serious  adverse  reactions  such  as  may  be  encountered  with  the  latter 
drug.  Should  excessive  doses  of  tybamate  be  ingested,  it  is  recommended  that 
any  drug  remaining  in  the  stomach  be  removed  and  symptomatic  therapy,  in- 
cluding central  stimulants,  be  used  as  necessary. 

Supply.  Tybatran  (tybamate)  is  available  in  green,  sealed  capsules  of  three 
strengths:  350  mg.,  250  mg.,  and  125  mg.  Each  strength  is  supplied  in  bottles 
of  100  and  500. 
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Here’s  what  you  do  to 
get  samples  of  the 

anticostive* 

hematinic 


anticostive,  adj.  {anti  opposed  to 
+ costive  causing  constipation.) 
Against  constipation.  (Now  isn’t 
that  a good  idea  in  an  iron-contain- 
ing hematinic?) 

PERITIXIC^ 

Hematinic  with  Vitamins  anid  Fecal  Softener 


A tablet-a-day  provides: 

• Elemental  Iron  (as  Ferrous  Fumarate) . 1(X)  mg 

• Dioctyl  Sodium  Sulfosuccinate  (to 

counteract  constipating  effect  of  iron)  1(X)  mg 

Vitamin  Bi 7.5  mg 

Vitamin  B2 7.5  mg 

Vitamin  Bo 7.5  mg 

Vitamin  B12 50  megm 

Vitamin  C 2(X)  mg 

Niacinamide 30  mg 

Folic  Acid 0.05  mg 

Pantothenic  Acid 15  mg 

Bottles  of  60 


489-7-6061 


AH'I^OBINS 


A.  H.  ROSINS  COMPANY,  RICHMOND,  VA.  23220 


Photo  professionally  posed. 


No  injection  after  all! 

This  penicillin  produces  high,  fast  levels— orally. 


Pen»Vee®  K is  usually  so  rapidly  and  com- 
pletely absorbed  that  therapeutic  penicillin 
levels  are  attained  \within  15  to  30  minutes. 
Thus  it  can  often  obviate  the  need  for  peni- 
cillin injections.  The  higher  serum  levels 
produced  generally  last  longer  than  \with  those 
of  oral  penicillin  G. 

Indications:  Infections  susceptible  to  oral  penicillin  G:  prophylaxis 
and  treatment  of  streptococcal  infections ; treatment  of  pneumococcal, 
gonococcal,  and  susceptible  staphylococcal  infections;  prophylaxis  of 
rheumatic  fever  in  patients  with  a previous  history  of  the  disease. 
Contraindications:  Infections  caused  by  nonsusceptible  organisms; 
history  of  penicillin  sensitivity. 

Warnings:  Acute  anaphylaxis  (may  prove  fatal  unless  promptly  con- 
trolled) is  rare  but  more  frequent  in  patients  with  previous  penicillin 
sensitivity,  bronchial  asthma  or  other  allergies.  Resuscitative  (epineph- 
rine, aminophylline,  pressor  amines)  and  supportive  (antihista- 
mines, methylprednisolone  sodium  succinate)  drugs  should  be 
readily  available.  Other  rare  hypersensitivity  reactions  include 
nephropathy,  hemolytic  anemia,  leucopenia  and  thrombocytopenia. 


In  suspected  hypersensitivity,  evaluation  of  renal  and  hematopoietic 
systems  is  recommended. 

Precautions:  In  suspected  staphylococcal  infections,  perform  proper 
laboratory  studies  including  sensitivity  tests.  If  overgrowth  of 
nonsusceptible  organisms  occurs  (constant  observation  is  essential), 
discontinue  penicillin  and  take  appropriate  measures.  Whenever 
allergic  reactions  occur,  withdraw  penicillin  unless  condition  being 
treated  is  considered  life  threatening  and  amenable  only  to  penicillin. 
Penicillin  may  delay  or  prevent  appearance  of  primary  syphilitic 
lesions.  Gonorrhea  patients  suspected  of  concurrent  syphilis  should 
be  tested  serologically  for  at  least  3 months.  When  lesions  of  primary 
syphilis  are  suspected,  dark-field  examination  should  precede  use  of 
penicillin.  Treat  beta-hemolytic  streptococcal  infections  with  full 
therapeutic  dosage  for  at  least  10  days  to  prevent  rheumatic  fever 
or  glomerulonephritis.  In  staphylococcal  infections,  perform  surgery 
as  indicated. 

Adverse  Reactions:  (Penicillin  has  significant  index  of  sensitiza- 
tion) : Skin  rashes,  ranging  from  maculopapular  eruptions  to  exfolia- 
tive dermatitis;  urticaria;  serum  sickness-like  reactions,  including 
chills,  fever,  edema,  arthralgia  and  prostration.  Severe  and  often  fatal 
anaphylaxis  has  been  reported  (see  “Warnings”). 

Composition;  Tablets— 125  mg.  (200,000  units),  250  mg.  (400,000 
units),  500  mg.  (800,000  units);  Liquid— 125  mg.  (200,000  units)  and 
250  mg.  (400,000  units)  per  5 cc. 

Wyeth  Laboratories  Philadelphia,  Pa. 


oral  pen.  vee'K 

(potassium  phenoxymethyl  penicillin) 


MESSAGE 
FROM  THE 
PRESIDENT 


The  Physician  and  Charity 

The  charitable  claim  of  the  destitute  upon  physicians  undoubtedly  originated 
with  the  pre-historic  priest-medicine  man.  It  is  explicit  and  well-documented 
in  early  Egypt,  and  continued  through  the  Aesclepian  brotherhood  to  become 
firmly  established  in  our  Judeo-Christian  culture.  Both  the  American  and  Kentucky 
Medical  Associations  have  affirmed  it  repeatedly. 

Modern  physicians  discharge  this  obligation  in  various  ways — through  attendance 
on  service  or  house  patients  in  hospitals,  in  clinics,  or  in  their  individual  prac- 
tices. In  areas  with  poorly-developed  social  services,  including  much  of  rural 
Kentucky,  the  physician  routinely  has  treated  the  sick  according  to  their  needs 
and  been  rewarded  according  to  their  means. 

In  adopting  Title  XVIII  and  Title  XIX  amendments  to  the  Social  Security  Act, 
the  Congress  declared,  as  national  policy,  that  certain  classes  of  the  population 
should  have  medical  care,  in  whole  or  in  part,  at  the  expense  of  the  public  treasury. 
These  classes  are  not  limited  to  the  destitute,  although  some  of  the  destitute  are  in- 
cluded. 

It  is  widely  known  that  all  official  medical  organizations  and  most  physicians 
opposed  this  policy,  even  though  it  provided  that  the  physician  should  be  paid  his 
usual  customary  and  reasonable  fee  for  his  services,  in  recognition  of  another 
traditional  principal — that  the  workman  is  worthy  of  his  hire. 

Philosophically,  the  guarantee  of  medical  service  to  the  Title  XVIII  and  Title 
XIX  groups  was  a political  decision,  in  no  sense  underwritten  by  physicians,  in- 
dividually or  collectively.  If  the  public  treasury  is  inadequate  to  deliver  the  services 
promised,  the  physician  may  look  elsewhere  for  payment — to  the  patient,  his 
family  or  third  parties — limited  only  by  his  humanitarian  obligation  to  the  des- 
titute. 

The  enactment  of  Medicare  did  not  repeal  charity  in  the  practice  or  heart  of  the 
physician.  We  will  not  let  the  needy  suffer. 


OPTICAL  ILLUSION? 


Height  and  width  of  this  hat  are 
equal,  but  the  unbroken  height 
of  the  crown  appears  greater 
than  the  interrupted  width  of 
the  brim.  Don’t  play  games  with 
your  eyes.  Some  glasses  are 
poorly  crafted.  Rely  on  Southern 
Optical  accuracy. 


Charge  accounts^ 
invited 


NvSoutlieW/ 

Optical 


SOUTNUN  OPTICAL  IL06..  040  S 
(Mitfway  Ictirtea  •riatfway  & ChcstnitU 
MCOICJU.  AtTS  •LOfi  .Usttni  Parkway 
ST.  MAnNEVS.  Wallact  Ctater 
MEDICAL  TOWERS  ILOO  .Flayd  t Dray^ 
CONTACT  LENSES.  040  S.  < 


Louisville 


Bowline  Green 


. . . can  be  rough  when  epidemics  of  nausea  and 
vomiting  strike  a family.  Emetrol  offers  prompt,  safe  relief.  It  is 
free  from  toxicity^  or  side  eff  ects^’^  and  will  not  mask  symptoms  of 


serious  organic  disorders. 


1.  Bradley,  J.  E.,  et  al.:  J.  Pediat.  38:41  (Jan.)  1951. 

2.  Bradley,  J.  E.:  Mod.  Med.  20:71  (Oct.  15)  1952. 

3.  Crunden,  A.  B.,  Jr.,  and  Davis,  W.  A.:  Am.  J.  Obst. 
&Gynec.  65:311  (Feb.)  1953. 


WILLIAM  H.  RORER,  INC. 
Fort  Washington,  Pa. 


Emetrol® 

phosphorated  carbohydrate 
solution 

emesis  control 


RORER 


Togetherness..., 
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P.erhaps  there  have  been  times  when 
you  wanted  to  prescribe  erythromycin 
and  triple  sulfas  for  little  patients.  Now 
you  can— with  a choice  of  two  new 
fine-tasting  pediatric  forms. 


New- Two  Pediatric  Forms  of 
Erythromycin  and  Triple  Sulfas 


59TaiSt!s  • «o  S3I0  = • 
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ERYTHROCIN^Sutfas 

GtmIk 


OYTHItOClirSulfis 

GriMlis 


ERYTHROCIN-SULFAS 

Chewable  (Erythromycin  ethyl 
succinate-trisulfapyrimidines  chewable 
tablet) 


ERYTHROCIN-SULFAS 

Granules  (Erythromycin  ethyl 
succinate-trisulfapyrimidines  granules  for 
oral  suspension) 


In  clinical  trials^  ^ this  orange-flavored 
tablet  was  given  to  55  patients,  aged 
four  months  to  18  years. 

Diagnoses  (multiple  in  some  cases) 
represented  a cross  section  of  bacterial 
infections  commonly  seen  in  pediatric 
office  practice. 

Therapy  was  given  from  three  to  12 
days,  with  an  average  of  six  days. 

Of  the  55  patients,  30  were  reported 
cured  within  72  hours,  while  22  showed 
partial  recovery  within  the  same  time, 
and  subsequent  clinical  cure. 

A clinical  cure  rate  of  94.5% 


87  patients  were  treated’  all  children, 
ages  four  months  to  15  years. 

The  diagnoses  were  multiple  in  some 
cases  and  were  chiefly  bacterial 
infections  of  the  respiratory  tract. 

Dosage  was  maintained  from  three  to 
10  days;  average  treatment  was  five 
days.  All  of  the  ill  children  accepted  the 
orange-flavored  suspension  favorably. 

53  were  clinically  cured  within  72  hours, 
while  32  showed  partial  relief  within 
the  same  time,  and  subsequent 

clinical  cure.  701358 

A clinical  cure  rate  of  97.7% 


1.  Case  Reports  on  File,  Dept.  Clin.  Development, 
Abbott  Laboratories. 

2.  Polley,  R.F.L.,  Use  of  Erythromycin-Sulfas  in  Office 
Practice,  Western  Med.,  7;177,  July,  1966. 
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ERYTHROCIN-SULFAS 

Brief  Summary 

Contraindications:  Known  sensitivity  to  eryth- 
romycin or  sulfonamides.  Because  of  the  possi- 
bility of  kernicterus  with  sulfonamides,  do  not 
use  in  pregnancy  at  term,  premature  or  new- 
born infants. 

Warnings:  As  with  other  forms  of  sulfonamide 
therapy,  carefully  evaluate  patients  with  liver  or 
kidney  damage,  urinary  obstruction,  or  blood 
dyscrasia.  Deaths  have  been  reported  from  hy- 
persensitivity reactions  and  blood  dyscrasias 
following  use  of  sulfonamides.  Perform  blood 
counts  and  liver  and  kidney  function  tests  if 
used  repeatedly  at  close  intervals  or  for  long 
periods. 

Precautions,  Side  Effects:  Occasionally  mild 
abdominal  discomfort,  nausea  or  vomiting  may 
occur  with  erythromycin,  generally  controlled 
by  reduction  of  dosage.  Mild  allergic  reactions 
(such  as  urticaria  and  other  skin  rashes)  may 
occur.  Serious  allergic  reactions  have  been  ex- 
tremely infrequent.  Use  sulfonamides  with  cau- 
tion in  patients  with  a history  of  allergy.  Assure 
adequate  fluid  intake  to  prevent  crystalluria  and 
institute  alkali  therapy  if  indicated.  If  overgrowth 
of  nonsusceptible  organisms  occurs,  withdraw 
the  drug  and  institute  appropriate  treatment.  If 
a patient  should  show  signs  of  hypersensitivity, 
appropriate  countermeasures  (e.g.  epinephrine, 
steriods,  etc.)  should  be  administered  and  the 
drug  withdrawn. 

Adverse  Reactions:  Sulfonamide  therapy  may 
be  associated  with  headache,  nausea,  vomiting, 
urticaria,  diarrhea,  hepatitis,  pancreatitis,  blood 
dyscrasias,  neuropathy,  drug  fever,  skin  rash,  in- 
jection of  the  conjunctiva  and  sclera,  petechiae, 
purpura,  hematuria  and  crystalluria. 

Side  effects  due  to  erythromycin  are  infrequent, 
but  occasional  abdominal  discomfort,  nausea, 
or  vomiting,  urticaria  and  other  skin  rashes  may 
occur. 

Supplied:  The  Granules  for  Oral  Suspension 
come  in  bottles  of  60  ml.  and  150  ml.  The  Chew- 
able  tablets  are  in  bottles  of  50.  Each  5-ml.  tea- 
spoonful of  reconstituted  Granules  or  each 
Chewable  tablet  provides  erythromycin  ethyl 
succinate  equivalent  to  125  mg.  of  erythromycin 
activity  and  167  mg.  of  each  of  sul- 
fadiazine, sulfamerazine  and  sulfa- 
methazine. 701358 


TofightTB- 
find  it  first! 

Make  tuberculin  testing  routine 
with  every  physical  examination. 


TUBERCULIN,TINETEST 

* (Rosenthal) 

Side  effects  are  possible  but  rare:  vesiculation.  ulceration,  or  necrosis 
at  test  site.  Contraindications:  none,  but  use  with  caution  in  active 
tuberculosis.  Available  in  5's  and  25's. 


330-8/6135 
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Don’t  let  monilia 
cut  broad-spectrum  therapy  short. 


start  with 

Tetrex-F 

;etracycline  phosphate 
complex-nystatin 


Use  of  broad-spectrum  antibiotics  can  cause 
fungal  overgrowth  in  the  alimentary  tract... 
and  give  rise  to  symptoms  so  troublesome 
that  therapy  must  be  prematurely  stopped. 
Tetrex-F  (tetracycline  phosphate  complex- 
nystatin)  helps  you  circumvent  this  problem. 

The  nystatin  can  prevent  overgrowth  of 
monilia;  the  phosphate  complex  delivers  tet- 
racycline to  the  blood  rapidly.  Side  effects 
are  infrequent. 

High-Risk  Patients 

Tetrex-F  (tetracycline  phosphate  complex- 
nystatin)  is  especially  useful  in  patients  most 
susceptible  to  fungal  overgrowth  during  tet- 
racycline therapy:  (1)  the  elderly  or  debili- 
tated, (2)  young  children,  (3)  the  diabetic, 

(4)  those  on  long-term  tetracycline  therapy, 

(5)  those  on  steroid  therapy,  (6)  those  who 
have  had  moniliasis  before,  and  (7)  pregnant 
patients  with  a history  of  monilial  vaginitis. 

When  you  start  with  economical  Tetrex-F 
(tetracycline  phosphate  complex-nystatin), 
you  can  complete  the  full  course  of  broad- 


spectrum  therapy  with  less  chance  of  los- 
ing control  elsewhere.  A good  start  for  a 
healthy  finish. 

PRESCRIBING  INFORMATION.  For  complete  information 
consult  Official  Package  Circular.  Imlicaiions:  Infections  of  res- 
piratory, gastrointestinal  and  genitourinary  tracts  and  skin  and 
soft  tissues  due  to  tetracycline-sensitive  organisms,  in  patients, 
with  increased  susceptibility  to  monilial  infections.  Contraindi- 
cations: The  drug  is  contraindicated  in  patients  hypersensitive 
to  its  components.  H'arnings:  Photodynamic  reactions  have  been 
produced  by  tetracyclines.  Natural  and  artificial  sunlight  should 
be  avoided  during  therapy.  .Stop  treatment  if  skin  discomfort 
occurs.  \\  ith  renal  impairment,  systemic  accumulation  and  hep- 
atotoxicity  may  occur.  In  this  situation,  lower  doses  should  be 
used.  Tooth  staining  and  enamel  hypoplasia  may  be  induced 
during  tooth  development  (last  trimester  of  pregnancy,  neonatal 
period  and  childhood).  Precautions:  Bacterial  superinfections- 
may  occur.  Infants  may  develop  increased  intracranial  pressure 
with  bulging  fontanels.  In  gonorrheal  therapy,  serologic  tests, 
for  syphilis  should  be  conducted  initially  and  monthly  for  3 
months.  Adverse  Reactions:  Glossitis,  stomatitis,  nausea,  diar- 
rhea, flatulence,  proctitis,  vaginitis,  dermatitis,  and  allergic  re- 
actions may  occur.  Usual  Adult  Dosage:  1 capsule  q.i.d.  Con- 
tinue for  10  days  in  Beta-hemolytic  streptococcal  infections. 
Administer  one  hour  before  or  two  hours  after  meals.  Supplied: 
Capsules,  bottles  of  16  and  100.  Each  capsule  contains  tetra- 
cycline phosphate  complex  equivalent  to  250  mg.  tetracycline 
HCl  activity  and  250.000  units  of  nystatin.  For  Oral  Suspension, 
125  mg.  tetracycline  and  125,000  u.  nystatin,  5 ml.,  60  ml.  bottles. 

BRISTOL  LABORATORIES 
Division  of  Bristol-Myers  Company 
Syracuse.  New  York  13201 
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ANSWERS  TO  YOUR  OUESTIONS  ABOUT  BLUE  SHIELD 


O.  What  are  the  chief  advantages  of  the  Blue  Shield,  Blue  Cross  and  Major  Medical  Program 
for  Kentucky  Physicians  and  their  employes? 

A.  (1)  Broader  coverage  than  Blue  Shield  and  Blue  Cross  can  offer  on  a direct  pay  or  small 
group  basis. 

(2)  An  individual  physician  may  enroll  or  obtain  for  himself  and  one  or  more  employes 
health  care  coverage  equivalent  to  plans  purchased  by  business  and  industrial  groups  for 
their  employes. 

(3)  Monthly  billings  are  sent  to  your  office  for  payroll  deductions  and  payment  is  made  to 
Blue  Shield  and  Blue  Cross. 

* (See  advertisement  on  opposite  page  for  other  advantages.) 

Q.  My  partner  and  I have  three  employes.  Is  it  necessary  for  us  to  subscribe  to  the  entire  Blue 
Shield,  Blue  Cross  and  Major  Medical  Program? 

A.  Yes,  if  you  desire  the  same  level  of  benefits  offered  in  this  special  package  program.  However,  if 
regular  enrollment  requirements  can  be  met  you  may  form  your  own  group  and  choose  any 
level  of  benefits  for  which  you  are  eligible. 

Q.  I have  a Blue  Shield  and  Blue  Cross  Group  in  my  office  which  includes  four  of  my  employees. 
Can  we  also  enroll  in  your  Major  Medical  Plan? 

A.  Yes.  Each  of  the  members  of  your  present  group  need  only  adjust  his  present,  basic  Blue  Shield 
and  Blue  Cross  Plans  to  the  level  of  benefits  described  in  our  ad  on  the  opposite  page  of  this 
issue.  Then  the  Major  Medical  Plan  may  be  added. 

0.  What  is  the  dollar  maximum  for  each  Benefit  Period  under  the  Major  Medical  Plan? 

A.  A maximum  of  $10,000  for  each  Benefit  Period  with  a total  of  $20,000  for  all  Benefit  Periods. 

Q.  What  is  a Benefit  Period? 

A . A Benefit  Period  is  the  length  of  time  during  which  Major  Medical  Benefits  are  provided.  It  be- 
gins on  the  first  day  of  care  by  a physician  and  ends  whenever  the  member  has  no  covered  med- 
ical expense  for  90  consecutive  days  OR  12  months  from  the  first  day  of  the  Benefit  Period, 
whichever  occurs  first. 

Q.  May  I pay  my  dues  annually,  if  I enroll  in  the  Blue  Shield  and  Blue  Cross  special  Health  Care 
Program  for  Kentucky  Physicians  and  their  employes? 

A.  No.  All  who  enroll  are  required  to  pay  dues  monthly  because  a special  group  rate  has  been 
guaranteed  from  11-1-67  to  11-1-68.  Monthly  billings  also  facilitate  the  addition  and  deletion 
of  members  as  required. 

Q.  How  should  I go  about  enrolling  in  the  Blue  Shield,  Blue  Cross  and  Major  Medical  Program 
for  Kentucky  Physicians  and  their  employes? 

A.  Personal  service  can  be  obtained  by  contacting  the  Blue  Cross  and  Blue  Shield  office  nearest 
you:  Ashland,  Bowling  Green,  Covington,  Frankfort,  Hazard,  Lexington,  Louisville,  Owensboro, 
Paducah,  Pikeville,  Pineville  and  Somerset. 
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DOCTOR  . . . 

It's  Time  for  A Check-Up! 

Do  You  and  Your  Employees 
Have  Adequate 
Health  Care  Protection? 


Kentucky  Blue  Shield  and  Blue  Cross  offer  you  and  your  office  em- 
ployees an  opportunity  to  obtain  BROADER  HEALTH  CARE  PROTEC- 
TION   

9 Irrespective  of  health  conditions 
® At  monthly  group  rates 
® Regardless  of  the  number  you  employ 
O In  One  Complete  Package  . . . 

X*  Blue  Shield  SCHEDULES  “C”  or  “D”  for  surgical-medical  services: 

Schedule  “C” — surgical  allowances  up  to  $270. 

Schedule  “D” — surgical  allowances  up  to  $405. 

(These  Blue  Shield  Schedules  also  provide  allowances  for 
In-Hospita!  Medical,  X-Ray  and  Anesthesia  Services.) 

2.  Blue  Cross  COMPREHENSIVE  BENEFITS  for  hospital  services: 

With  Semi-Private  Room — PAID  IN  FULL. 

All  other  COVERED  hospital  services  are  PAID  IN  FULL. 

3.  MAJOR  MEDICAL  PLAN 

$1 00  Deductible 

80%  - 20%  Co-insurance 

$20,000  Maximum 


If  you  are  a physician  practicing  in  Kentucky,  age  64  or  under,  you  and  your  em- 
ployees are  eligible  for  this  Special  Group  Program. 

Persons  65  or  older  may  apply  for  the  Blue  Shield  & Blue  Cross-65  Plan. 


For  more  information,  CONTACT  our  office  nearest  you. 


(See  opposite  page  for  office  locations) 

BLUE  CROSS^and  BLUE  SHIELD® 


3101  Bardstown  Road  • Louisville,  Ky.  • Phone  452-1511 
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Nothing  else  Fvc  tried  seems  to  work,  so  I decided  to  give  you  a crack  at  it. 
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Some  U.R.I.  patients  . 
miserable  than  others 


are  more 


That's  why  we  make  Novahistine® 
tablets  in  two  different  formulations. 

And  let  you  control  the  dosage. 


With  Novahistine  LP  tablets  and  Novahistine  Singlet 
tablets  you  have  the  range  and  flexibility  of  decongestant 
dosage  that  lets  you  prescribe  for  the  needs  of  the 
individual  patient. 

Novahistine  LP  tablets  are  most  useful  for  relief  of 
nasal  congestion  in  patients  without  pain  or  fever, 
Novahistine  Singlet  tablets,  which  provide  analgesic- 
antipyretic  effect,  as  well  as  decongestant  action,  are 
indicated  for  upper  respiratory  infections  accompanied 
by  pain,  aches  and  fever. 

Whether  you  prescribe  Novahistine  LP  or  Novahistine 
Singlet,  a total  daily  dose  of  3 or  4 tablets  will  usually 
provide  effective,  continuous  relief. 

Use  cautiously  in  patients  with  severe  hypertension, 
diabetes  mellitus,  hyperthyroidism  or  urinary  retention. 
Caution  ambulatory  patients  that  drowsiness  may  result. 

Each  Novahistine  LP  tablet  contains  phenylephrine  hydrochloride.  25  mg  ; and 
chlorpheniramine  maleate,  4 mg. 

Each  Novahistine  Singlet  tablet  contains  phenylephrine  hydrochloride.  40  mg.; 
chlorpheniramine  maleate.  8 mg  ; and  acetaminophen,  500  mg 

PITMAN-MOORE  DIVISION  OF  THE  DOW  CHEMICAL  COMPANY.  INDIANAPOLIS 


cky  Medical  Association  • February  1968 


133 


IN  THE  BOOKS 


MANUAL  OF  PREOPERATIVE  AND  POSTOPERATIVE  CARE: 
by  Henry  T.  Randall,  M.D.;  Published  by  W.  B.  Saunders 
Company,  Philadelphia  and  London,  1967;  506  Pages; 
Price  $8.50. 

This  book  has  been  prepared  by  the  Committee  on 
Pre-  and  Postoperative  Care  of  the  American  College 
of  Surgeons.  It  is  an  extension  of  the  course  offered 
at  the  annual  meeting  of  the  American  College  of 
Surgeons. 

The  purpose  of  the  manual  is  to  describe  modern 
methods  of  preoperative  evaluation  and  postoperative 
management  of  patients  undergoing  elective  and 
emergency  surgery.  It  provides  a good  reference  of 
the  recent  advances  in  surgical  metabolism  and  nu- 
trition. It  does  not  pretend  to  be  a text.  Extensive  de- 
tails of  management  are  not  available  but  good  ref- 
erences to  texts  and  articles  for  further  information 
are  included  at  the  end  of  most  chapters. 

The  book  has  multiple  authors.  The  editors  have 
made  a considerable  effort  to  avoid  the  boring  repeti- 
tive material  that  plagues  many  books  of  this  type. 
Some  repetition  does  exist  but,  in  general,  it  relates  to 
difference  in  point  of  view.  Extensive  cross  references 
are  used  to  prevent  the  restating  of  basic  principles. 
This  is  certainly  one  of  the  book's  strongest  pt)ints. 

The  book  is  divided  into  two  sections.  Part  1 deals 
with  general  principles  of  preoperative  and  postopera- 
tive care.  It  discusses  the  preoperative  evaluation  and 
preparation  of  patients  as  well  as  fluid  and  electrolyte 
problems,  metabolic  problems,  hemorrhage  and  respi- 
ratory problems.  In  addition  some  time  is  devoted  to 
a discussion  of  recovery  room  and  intensive  care 
management.  Part  II  considers  patient  care  in  the 
surgery  of  the  various  body  organs  and  systems. 

The  chapter  on  Eluid  and  Electrolyte  Therapy  by 
Henry  T.  Randall,  M.D.,  and  the  chapter  on  Thyroid 
and  Parathyroid  surgery  by  Oliver  Cope,  M.D.,  are 
particularly  well  written. 

In  summary,  I believe  this  book  is  a worthwhile 
contribution  and  should  be  a valuable  addition  to  the 
library  of  both  the  practicing  surgeon  and  the  surgical 
resident. 

E.  Dean  Canan,  M.D. 

DIABETES  MELLITUS:  Diagnosis  and  Treatment,  (Vol.  2, 
edited  by  George  J.  Hamwi,  M.D.,  and  T.  S.  Danowski,  M.D.; 
Published  by  American  Diabetes  Association,  Inc.,  New  York, 
1967;  250  Pages;  Price,  $2.50. 

This  book  is  prepared  under  the  auspices  of  the 
Committee  on  Professional  Education  of  the  Ameri- 
can Diabetes  Association  and  is  to  supplement  the 
first  volume,  which  was  published  in  1964. 

The  contributors,  47  in  all,  are  well  selected.  Each 
has  donated  his  efforts  to  the  American  Diabetes  As- 


sociation and  this  undoubtedly  is  responsible  for  the 
extremely  low  price  of  the  book. 

The  chapters  are  grouped  under  the  broad  head- 
ings of  introduction,  diagnosis,  therapy,  emergencies, 
problems  and  management,  and  long-term  problems. 
There  is  also  a chapter  on  special  problems  with  in- 
fants and  children  and  a chapter  on  hypoglycemia. 

Some  of  the  chapters  are  so  condensed  that  they 
appear  almost  in  outline  form.  This  does  not  enhance 
the  readability  of  the  book,  but  there  is  an  excellent 
list  of  references  with  each  chapter.  The  book  ob- 
viously is  not  designed  to  be  a comprehensive  ref- 
erence work  on  diabetes.  As  stated  in  the  foreword,  it 
is  an  effort  to  provide  practical,  concise  and  up-to- 
date  information  to  a greater  number  of  physicians. 
This  it  does  admirably  and  at  a bargain  price. 

Stuart  Graves,  Jr.,  M.D. 


ROENTGENOLOGIC  DIAGNOSIS — A Complement  in  Radi- 
ology to  the  Beeson  and  McDermott  TEXTBOOK  OF  MEDI- 
CINE, Vols.  I and  II:  by  J.  George  Teplick,  M.D.,  Marvin 
E.  Haskin,  M.D.,  and  Arnd  P.  Schimert,  M.D.:  Published  by 
W.  B.  Saunders  Company,  Philadelphia  and  London,  1967; 

1240  Pages;  Price,  $38  set. 

This  new  atlas  and  textbook  is  unusual  and  repre- 
sents a novel  departure  from  the  customary  treat- 
ment of  diagnostic  radiology.  It  is  organized  by  the 
disease  entities  rather  than  grouped  under  various 
syndromic  classifications  of  radiographic  appearance. 

Brief  discussions  accompanying  the  illustrations 
concisely  summarize  the  characteristic  radiographic 
manifestations.  These  discussions  follow  the  same 
organizational  format  as  the  Beeson  and  McDermott 
Textbook  of  Medicine. 

The  authors  provide  representative  series  of  films 
showing  the  radiologic  appearance  of  nearly  800 
diseases.  Its  2000  illustrations  represent  a collection 
from  worldwide  sources.  The  illustrations  are  of 
good  quality.  Objective  markers  are  freely  used  on  the 
films  to  pinpoint  abnormal  radiologic  changes  which 
might  be  puzzling  to  the  non-radiologists.  The  bibli- 
ography is  quite  adequate. 

Even  though  the  main  purpose  of  this  text  is  to 
allow  the  clinician  ready  access  to  the  radiologic  fea- 
tures of  any  disease  with  which  he  is  concerned,  the 
reader  must  keep  in  mind  the  limitation  of  radiologic 
interpretation  of  many  disease  entities.  Without  basic 
experience  in  normal  roentgen  anatomy  and  funda- 
mental knowledge  of  roentgen  interpretation,  the 
value  of  this  text  is  rather  limited  for  the  practicing 
clinician. 

J.  T.  Ling,  M.D. 
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DOCTOR- 

You  are  "Spedal” 


AT 


GENERAL 

LEASING 


Because  doctors  hove  the  highest 
credit  rating,  take  better  core  of 
their  cars,  and  ore  our  best  custo- 
mers v/e  extend  to  you 

^ SPECIAL  RATES 
★ SPECIAL  TERMS 


LEASING 

LEASING 

ANY  MAKE 

MEDICAL  OR 

OR  MODEL 

SURGICAL 

NEW  '68  CAR 

EQUIPMENT 

Leasing  is  often  better  than 
owning  a car.  You  have  no 
capital  investment  and  certain 
tax  advantages.  But  the  main 
thing  is  you  always  have  a 
dependable  car  at  your  com- 
mand— a brand  new  cor  every 
two  years,  or  oftener,  if  you 
wish.  See  us  for  particulars  of 
our  special  plan  for  doctors. 


Young  doctors  just  beginning 
practice  who  need  complete  of- 
fice furnishings  and  medical  or 
surgical  equipment  will  find  out 
leasing  plan  is  specially  de- 
signed for  them.  Established 
doctors  planning  enlarged  facil- 
ities and  new  equipment  will 
also  find  our  leasing  plan  eco- 
nomical and  convenient.  Call  us 
for  details. 


PHONES:  897-1641-895-2451 

General  Leasing  Corporation 

A DIVISION  OF  KOSTER-SWOPE,  INC. 
3712  FRANKFORT  AVENUE, 
LOUISVILLE,  KY.  40207 
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One  by  one 
the  family’s  downed 
Because  the 
G.I.  hug’s  around 

Parepectolin  for  quick  relief  of  acute  diarrhea 
. . . soothes  colicky  pain  with  paregoric* 

. . . consolidates  fluid  stools  with  pectin 
. • . adsorbs  irritants  with  kaolin, 
and  protects  intestinal  mucosa 
Whether  it’s  a 24-hour  “bug”,  a food  problem, 
or  simply  nervousness  and  anxiety,  Parepectolin 
will  bring  the  diarrhea  under  control  until  etiol- 
ogy can  be  determined.  In  some  cases,  Parepec- 
tolin may  be  all  the  therapy  necessary. 


PaiHiectolin 


Each  fluid  ounce  of  creamy  white  suspension  contains: 

♦Paregoric  (equivalent)  (1.0  dram)  3.7  ml. 

Contains  opium  (14  grain)  15  mg.  per  fluid 
ounce. 

warning : may  he  habit  forming 

Pectin (214  grains)  162  mg. 

Kaolin  (specially  purified)  ....  (85  grains)  5.5  Gm. 
(alcohol  0.69%) 

Usual  Adult  Dose:  One  or  two  tablespoonfuls  three 
times  daily. 

Usual  Children’s  Dose:  One  or  two  teaspoonfuls  three 
times  daily. 


§ 

RORER 

E 

R 


WILLIAM  H.  RORER,  INC. 

Fort  Washington,  Pa. 
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AppI  leaf  f on 

FOR  SPACE  IN  THE  SCIENTIFIC  EXHIBIT  SECTION 


1968  Annual  Meeting 

Convention  Center 


Kentucky  Medical  Association 

Louisville,  Kentucky  September  24,  25,  26 


Fill  Out  and  Mail  tO: 

T.  R.  MARSHALL,  M.D.,  Chairman 
Committee  on  Scientific  Exhibits 
Kentucky  Medical  Association 
3532  Janet  Avenue 
Louisville,  Kentucky  40205 

Applications  for  space  should  be  received 
before  July  1,  1968 

Dimensions  and  structure  of  KMA  Scientific 
booth  are  shown  in  accompanying  illustration 

1.  Title  of  Exhibit: 

2.  Name  (s)  of  Exhibitor  (s):  (AMA  Member?) 

Institution  (if  desired): 

Mailing  Address 

3.  Do  you  have  a built-in  exhibit? 

4.  Description  of  Exhibit:  (Attach  Brief  Description  Not  To  Exceed  50  Words  to  this  blank) 

5.  Exhibit  will  consist  of  the  following:  (Check  which) 

Charts  and  Posters.  . . . Photographs.  . . . Drawings.  . . . X-rays.  . . . 

Specimens.  . . . Moulages.  . . . Other  Material 

, „ , „ (Describe) 

6.  Booth  Requirements: 

Amount  of  total  wall  space  needed? 

Back  wall Side  walls  (All  side  walls  are  4')  

Square  feet  needed? Shelf  desired?  (yes  or  no)  

7.  Indicate  sources  of  assistance  provided  in  connection  with  the  exhibit 

8.  Has  this  exhibit  been  exhibited  before?  If  so,  when  & where? 

Date  

Signature  of  Applicant 


The  Mead  Johnson  Aesculapius  Award  of  $200.00  and  identifying  plaque  will  be  presented  by  the 
KMA  for  the  best  exhibit  in  1968. 

The  Kentucky  Medical  Association  will  provide  without  cost  to  the  exhibitor  the  following:  Exhibit 
space,  shelves,  sign  for  booth,  current,  bracket  lights,  provided  all  items  are  approved  in  advance 
by  the  committee. 

Cost  of  transporting  exhibits  to  the  meeting  must  be  borne  by  the  individual  exhibitor  as  well  as 
costs  of  cards,  signs,  etc.,  which  are  a part  of  the  exhibit. 

View  boxes,  furniture,  decorations,  etc.,  may  be  rented,  if  desired,  by  applying  directly  to  Jos.  T. 
Griffin  Company,  704  West  Main  Street,  Louisville  2,  who  supply  equipment  for  the  annual  KMA 
meeting. 

Due  to  the  shortage  of  space,  please  have  you  exhibit  as  compact  as  possible. 
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When  the  talk  turns  to 

I 

oral  contraceptives,  it  makes 
medical  sense  to  remember 
low-dose  Norinyl-1. 

I (norethindrone  Img.  c mestranol  0.05mg.) 

, Turn  page  for  contraindications,  precautions  and  side  effects. 


Reduction  of  oral  contraceptive 
dosage  to  the  lowest  effective  levels  is 
a well-accepted  principle  of  conserva- 
tive medical  practice.  In  keeping  with 
this  view,  Norinyl  is  now  also  avail- 
able as  Norinyl-1,  containing  exactly 
one  half  the  previous  dosage  of 
norethindrone  and  mestranol.  Clinical 
experience  has  established  that  effec- 
tive fertility  control  can  be  achieved 
with  the  same  degree  of  reliability 
and  safety  with  new  Norinyl-1  when 
taken  as  directed. 

What  about  switching  patients  from 
higher  dosage  forms? 

In  transferring  patients  to  low-dose 
Norinyl-1  from  higher-dosage  oral 
contraceptives,  some  breakthrough 
bleeding  may  occur  in  the  early 
cycles.  In  the  majority  of  cases  the 
bleeding  episode  is  mild  and  self- 
limited. The  long-term  advantages  of 
the  lower  dosage  form  should  be 
weighed  against  the  inconvenience  of 
possible  breakthrough  bleeding  in 
the  individual  patient. 


Contraindications:  1.  Patients  with 
thrombophlebitis  or  with  a history  of 
thrombophlebitis  or  pulmonary  embo- 
lism. 2.  Liver  dysfunction  or  disease. 

3.  Patients  with  known  or  suspected 
carcinoma  of  the  breast  or  genital  or- 
gans. 4.  Undiagnosed  vaginal  bleeding. 
Warnings:  1.  Discontinue  medica- 
tion pending  examination  if  there  is 
sudden  partial  or  complete  loss  of 
vision  or  if  there  is  a sudden  onset 
of  proptosis,  diplopia  or  migraine. 

If  examination  reveals  papilledema 
or  retinal  vascular  lesions,  medica- 
tion should  be  withdrawn.  2.  Since 
the  safety  of  NORINYL-1  (norethin- 
drone 1 mg.  with  mestranol  0.05 
mg.)  in  pregnancy  has  not  been 
demonstrated,  it  is  recommended 
that  for  any  patient  who  has  missed 
two  consecutive  periods,  pregnancy 
should  be  ruled  out  before  con- 
tinuing the  contraceptive  regimen. 

If  the  patient  has  not  adhered  to  the 
prescribed  schedule,  the  possibility 
of  pregnancy  should  be  considered  at 
the  time  of  the  first  missed  period. 

3.  Detectable  amounts  of  the  active 
ingredients  in  oral  contraceptives 
have  been  identified  in  the  milk  of 
mothers  receiving  these  drugs.  The 
significance  of  this  dose  to  the 
infant  has  not  been  determined. 
Precautions:  1.  The  pretreatment 
physical  examination  should  include 
special  reference  to  breast  and  pelvic 
organs,  as  well  as  a Papanicolaou 
smear.  2.  Endocrine  and  possibly 
liver  function  tests  may  be  affected 
by  treatment  with  NORINYL-1. 
Therefore,  if  such  tests  are  abnormal 
in  a patient  taking  NORINYL-1  it  is 
recommended  that  they  be  repeated 
after  the  drug  has  been  withdrawn 
for  two  months.  3.  Under  the  in- 
fluence of  estrogen-progestogen 
preparations,  preexisting  uterine 
fibromyomata  may  increase  in  size. 

4.  Because  these  agents  may  cause 
some  degree  of  fluid  retention,  con- 
ditions that  may  be  influenced  by 
this  factor,  such  as  epilepsy, 
migraine,  asthma,  cardiac  or  renal 
dysfunction,  require  careful  observa- 
tion. 5.  NORlNYL-1  should  be 

used  with  caution  in  patients  with  a 
history  of  cerebrovascular  accident. 

6.  In  relation  to  breakthrough  bleed- 
ing, and  as  in  all  cases  of  irregular 
bleeding  per  vaginam,  nonfunctional 
causes  should  be  borne  in  mind.  In 
cases  of  undiagnosed  vaginal  bleed- 
ing, adequate  diagnostic  measures 
are  indicated.  7.  Patients  with  a 
history  of  psychic  depression  should 
be  carefully  observed  and  the  drug 
discontinued  if  the  depression  recurs 
to  a serious  degree.  8.  Any  possible 
influence  of  prolonged  NORINYL-1 
therapy  on  pituitary,  ovarian, 
adrenal,  hepatic  or  uterine  function 
awaits  further  study.  9.  A decrease 
in  glucose  tolerance  has  been  ob- 
served in  a small  percentage  of 
patients  on  oral  contraceptives.  The 
mechanism  of  this  decrease  is  ob- 
scure. For  this  reason,  diabetic 
patients  should  be  carefully  observed 
while  receiving  NORINYL-1  therapy. 


10.  Because  of  the  occasional  occur- 
rence of  thrombophlebitis  and 
pulmonary  embolism  in  patients 
taking  oral  contraceptives,  the 
physician  should  be  alert  to  the 
earliest  manifestations  of  the  dis- 
ease. 11.  Because  of  the  effects  of 
estrogens  on  epiphyseal  closure, 
NORINYL-1  should  be  used  judi- 
ciously in  young  patients  in  whom 
bone  growth  is  not  complete.  12.  The 
age  of  the  patient  constitutes  no 
absolute  limiting  factor,  although 
treatment  with  NORlNYL-1  may 
mask  the  onset  of  the  climacteric. 

13.  The  pathologist  should  be  ad- 
vised of  NORINYL-1  therapy  when 
relevant  specimens  are  submitted. 


Side  effects  observed  in  patients 
receiving  oral  contraceptives:  The 
following  adverse  reactions  have 
been  observed  in  patients  receiving 
oral  contraceptives:  nausea,  vomit- 
ing, gastrointestinal  symptoms  (such 
as  abdominal  cramps  and  bloating), 
breakthrough  bleeding,  spotting, 
change  in  menstrual  flow,  amenor- 
rhea, edema,  chloasma  or  melasma,  | 
breast  changes  (tenderness,  enlarged 
ment  and  secretion),  change  in  weip 
(increase  or  decrease),  changes  in 
cervical  erosion  and  cervical  secretia 
suppression  of  lactation  when  given 
immediately  postpartum,  cholestatii 
jaundice,  migraine,  rash  (allergicl^l 
rise  in  blood  pressure  in  susceptibl 
individuals,  mental  depression. 
Although  the  following  side  effects 
have  been  reported  in  users  of  oral 
contraceptives,  no  cause  and  effect 
relationship  has  been  established: 
anovulation  post-treatment, 
premenstrual-like  syndrome,  chart! 
in  libido,  changes  in  appetite,  cysHJ 
like  syndrome,  headache,  nervousr 
dizziness,  fatigue,  backache, 
hirsutism,  loss  of  scalp  hair, 
erythema  multiforme,  erythema  no| 
sum,  hemorrhagic  eruption,  itchirt 
The  following  occurrences  have  ba 
observed  in  users  of  oral  contracepi 
fives  (a  cause  and  effect  relationshi 
has  been  neither  established  nor  dl 
proved) : thrombophlebitis,  pulmon 
embolism,  neuro-ocular  lesions. 

The  following  laboratory  results 
may  be  altered  by  the  use  of  oral 
contraceptives:  increased  sulfo- 
bromophthalein  and  other  hepatic| 
function  tests,  coagulation  tests 
(increase  in  prothrombin.  Factors 
VII,  VIII,  IX  and  X),  thyroid  func- 
tion (increase  in  FBI  and  butanol  j 
extractable  protein-bound  iodine  a 
decrease  in  T^  values),  metyrapon< 
test,  pregnanediol  determination. 


norethindrone  — an  original  steroid  from 

SYNTEXS 

LABORATORIES  INC., PALO  ALTO.  CALIF. 


Here's  why 

Norinyl-l  makes 
medical  sense. 


Untreated  Patient 


Cervical  mucus  at  midcycle  is  usually  thin  and  watery,  with 
Spinnbarkeit  (stretchability)  of  15  to  20  cm. 


Spermatozoa  appear  healthy,  active,  freemoving. 


Endometrium  of  tmtreated  patient  is  receptive  to  the  fertil- 
ized ovum  during  secretory  phase. 


The  effectiveness  of  Norinyl-1  as  a 
low-dose  oral  contraceptive  may  be 
explained  by  its  possible  multiple 
action.  In  addition  to  its  primary 
action  of  suppression  of  ovulation, 
Norinyl-1  may  offer  additional  pro- 
tective mechanisms ...  (1)  creation  of 
a cervical  mucus  that  may  be  hostile 
to  sperm  penetration,  and  (2)  devel- 
opment of  an  endometrium  that  may 
be  out  of  phase  with  nidation. 

These  effects  are  illustrated  below. 


Norinyl-1  Patient 


Cervical  mucus  at  midcycle  is  scanty,  viscous— with  Spinn- 
barkeit of  1 cm.  or  less. 


Immobile  spermatozoa  as  they  appear  in  cervical  mucus 
taken  from  patient  treated  with  Norinyl-1. 


Norethindrone  in  NorinyI-1  accelerates  secretory  phase,  sup- 
presses glandular  and  vascular  development. 


■ new  low  dose  of  time-proved  ingredients 

■ established  norethindrone/mestranol  ratio 

■ lower  patient  cost 


An  uncommon  steroid 
for  common  inflammatory  dermatoses 


In  everyday  topical  steroid 
therapy,  Synalar  produces  rapid 
resolution  of  inflammation  and 
itching  in  steroid-responsive 
dermatoses— and  at  relatively 
low  cost  to  the  patient. 

Advanced  molecular 
design  enhances  potency 

Synalar  combines  the  advantage 
of  earlier  corticosteroid  com- 
pounds with  unique  structural 
innovations.  As  a result,  prepara- 
tions of  Synalar  0.01%  and  Synalar 
0.025%  have  been  reported  to  be 
more  potent  topically  and  signifi- 
cantly more  effective  than  hydro- 


cortisone 1.0%. The  unique  fluo- 
cinolone  acetonide  molecule 
provides  one  of  the  most  useful 
topical  corticosteroids  for  every- 
day practice. 

Impressive  clinical 
results  in  a wide  range  of 
dermatologic  problems 

The  clinical  efficacy  of  Synalar 
has  been  extensively  documented 
in  the  world  literature.  Commonly 
encountered  diseases  such  as  al- 
lergic and  contact  dermatitis, 
eczematous  and  seborrheic  der- 
matitis, and  neurodermatitis  re- 
spond rapidly  to  Synalar,  often 


where  previous  therapy  with  other 
topical  corticosteroids  has  failed. 

Low  patient  cost 
for  wider  usefulness 

With  Synalar,  a high  degree  of 
efficacy  does  not  mean  high  price. 
And— a small  quantity  goes  a long 
way.  Thus,  your  patients  can 
often  obtain  the  “economy”  of  a 
hydrocortisone  preparation  with 
the  proved  efficacy  of  a potent, 
truly  advanced  steroid. 
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fluocinolone  acetonide 
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For  everyday  topical  steroid  therapy 

Synalarp.or^ 

fluocinolone  acetonide 

provides  economy  in  two  practical  dosage  forms 


For  general  use,  the  most 
economical  and  widely  applicable 
concentration  of  Synalar  is  0.01  % 
Cream  in  a water- washable,  van- 
ishing cream  base.  Synalar  Solu- 
tion 0.01%  is  especially  valuable  in 
dermatoses  involving  moist,  inter- 
triginous  areas  or  hairy  sites 
where  creams  and  ointments  do 
not  spread  or  penetrate  readily. 
Synalar  Solution  is  a unique 
dosage  form— clear,  nongreasy, 
cosmetically  elegant. 


Product  Information 

Contraindications:  Tuberculous,  fungal,  and  most 
viral  lesions  of  the  skin  (including  herpes  simplex, 
vaccinia,  and  varicella).  Not  for  ophthalmic  use. 
Contraindicated  in  individuals  with  a history  of 
hypersensitivity  to  any  of  the  components. 
Precautions:  Synalar  preparations  are  virtually 
nonsensitizing  and  nonirritating.  However,  the 
solution  may  produce  burning  or  stinging  when 
applied  to  denuded  or  fissured  areas.  In  some  pa- 
tients with  dry  lesions,  the  solution  may  increase 
dryness,  scaling  or  itching.  Where  severe  local 
infection  or  systemic  infection  exists,  the  use  of 
systemic  antibiotics  should  be  considered,  based 
on  susceptibility  testing.  While  topical  steroids 
have  not  been  reported  to  have  an  adverse  effect 
on  pregnancy,  the  safety  of  their  use  on  pregnant 
females  has  not  absolutely  been  established. 
Therefore,  they  should  not  be  used  extensively  on 
pregnant  patients,  in  large  amounts,  or  for 


prolonged  periods  of  time.  Side  Effects:  Side 
effects  are  uncommon  with  topical  corticosteroids. 
As  with  all  drugs,  however,  a few  patients  may 
react  unfavorably  to  Synalar  under  certain 
conditions.  In  such  cases  the  agent  should  be 
discontinued  and  appropriate  measures  taken. 
Aoailability:  Synalar  (fluocinolone  acetonide) 
Cream  0.025%  — 5.  15  and  60  Cm.  tubes  and  425 
Gm.  jars.  Cream  0.0 1 % — 1 5.  45  and  60  Gm.  tubes 
and  1 20  Gm.  jars.  Solution  0.0 1 % — 20  and  60  cc. 
plastic  squeeze  bottles.  Ointment  0.025%—  15  and 
60  Gm.  tubes.  Neo-Synalar®  (neomycin  sulfate 
0.5%  [0.35%  neomycin  base],  fluocinolone  acetonide 
0.025%)  Cream  — 5,15  and  60  Gm.  tubes. 


((uocinolone  acetonide  — an  original  eieroid  from 
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lEMPIRIN’^COMPOUND  with  CODEINE  PHOSPHATE  gr.1/2  No.  3 

Each  tablet  contains:  Codeine  Phosphate  gr.  Vi  (Warning  — May  be  habit  forming), 

Phenacetin  gr.  2'  a,  Aspirin  gr.  3Vi,  Caffeine  gr.  Vi. 


Despite  introduction  of  synthetic  substitutes,  efficacy  of  ‘Empirin’ 
Compound  with  Codeine  remains  unchallenged. 
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Eli  Lilly  and  Company 
Indianapolis,  Indiana 


From  the  files  of  the 

COMMITTEE  FOR  THE 

STUDY  OF  MATERNAL  MORTALITY 


CASE  16-65,  A 40  year  old  white  gravida  8 para 
6 ab  1 whole  expected  date  of  delivery  was 
January  25,  1966  was  admitted  at  9:15  PM  on 
November  30,  1965  with  the  history  of  spontaneous 
rupture  of  the  membranes  several  hours  before.  Her 
prenatal  course  was  uneventful.  On  admission,  the 
blood  pressure  was  130/82,  pulse  81,  respirations  20 
and  temperature  98.0°.  The  fundus  was  felt  4 centi- 
meters above  the  umbilicus.  The  fetus  lay  in  cephalic 
presentation,  and  the  fetal  heartbeat  was  counted  at 
120  per  minute  in  the  right  lower  quadrant.  On 
vaginal  examination,  amniotic  fluid  was  found  in  the 
vagina,  and  the  pH  was  alkaline  by  Nitrazine  reaction. 
The  cervix  was  long  and  firm  and  was  open  approxi- 
mately 1 centimeter.  The  head  lay  at  station  -2.  The 
impression  was  that  of  an  intrauterine  pregnancy  at 
term  without  active  labor,  and  spontaneous  rupture 
of  the  membranes. 

The  next  morning  a pitocin  induction  was  under- 
taken. Stimulation  was  continued  for  4V2  hours 
without  progress  except  for  a few  desultory  con- 
tractions during  the  infusion.  Pitocin  infusions  were 
attempted  once  more  on  December  2 and  3,  also 
without  success.  On  December  4,  1965,  a consultant 
recommended  that  the  patient  be  warned  against  coitus 
and  douching  and  she  was  discharged  to  await  the 
onset  of  labor;  in  the  interim  he  recommended  that 
she  be  followed  in  the  prenatal  clinic.  Before  she 
could  be  discharged  on  the  evening  of  December  4,  her 
temperature  rose  to  102°  and  she  complained  of  gen- 
eralized aching.  The  uterus  was  only  slightly  tender. 
Another  pitocin  induction  was  begun,  and  at  the 
same  time  an  infusion  containing  5,000,000  units  of 
aqueous  Penicillin  and  2 grams  of  Chloromycetin  was 
administered.  At  10:00  PM  on  December  4,  the  fetal 
heartbeat  had  disappeared,  and  a fetal  electrocardio- 
gram showed  no  positive  fetal  complexes.  There  was 
no  change  in  cervical  dilation.  A culture  of  the 
amniotic  fluid  showed  coagulase-negative  staphylo- 
cocci and  diphtheroids.  After  the  pitocin  infusion  had 
run  for  approximately  SVi  hours,  it  was  discontinued, 
and  the  patient  was  given  heavy  sedation  and  con- 
tinued on  intravenous  fluids  containing  5,000,000 
units  of  aqueous  Penicillin  and  2 grams  of  Chloro- 
mycetin. She  awoke  at  approximately  9:00  AM  on 
December  5 complaining  of  contractions.  The  tem- 
perature was  101°  and  the  vital  signs  were  stable.  At 
9:30  AM  on  December  5 she  had  a shaking  chill 
and  her  temperature  rose  to  103.4°.  Blood  cultures 
were  subsequently  reported  as  showing  no  growth 
after  1 1 days.  The  aqueous  Penicillin  was  increased 
to  10,000,000  units  per  liter  of  5 per  cent  glucose  in 
water.  The  patient  proceeded  to  go  into  hard  labor 
and  at  12:10  PM  on  December  5,  she  delivered  a 


stillborn  female  infant.  The  placenta  was  delivered  al- 
most immediately  after  the  baby.  The  estimated 
blood  loss  at  delivery  was  200  cc. 

Immediately  following  delivery,  the  patient’s  blood 
pressure  dropped  to  70/40  and  continued  in  a down- 
ward direction.  A blood  count  at  this  time  showed 
a hemoglobin  of  13,  and  a white  count  of  6,100  with 
24  polymorphonuclears,  66  lymphocytes  and  10 
mononuclears.  The  patient  was  thought  to  be  in  septic 
shock.  Accordingly,  1 gram  of  Solucortef  was  given 
intravenously.  The  blood  pressure  rose  to  66/40. 
Bleeding  continued  from  the  vagina.  An  examination 
showed  the  lower  uterine  segment  to  be  intact.  The 
patient  was  given  2 units  of  whole  blood  during  the 
next  IVi  hours  to  replace  observed  blood  loss.  A por- 
table x-ray  of  the  chest  taken  at  the  same  time  was 
of  poor  quality,  but  showed  no  definite  evidence  of 
any  active  disease.  Over  the  next  two  hours  the  total 
urine  output  was  5 cc.  She  was  started  on  Solucor- 
tef 250  mg  intravenously  every  half  hour  until  the 
blood  pressure  rose.  During  the  next  two  hours,  a 
total  of  2.25  grams  of  Solucortef  was  administered. 

At  3:30  PM  on  December  5,  the  temperature  was 
102°  blood  pressure  70/20,  pulse  140  and  respirations 
44.  The  urinary  output  was  minimal.  Because  of  the 
continued  tachycardia  and  tachypnea,  a medical  con- 
sultation was  requested.  An  electrocardiogram  was 
done;  this  showed  right  axis  deviation  and  right  bun- 
dle branch  block  compatible  with  cor  pulmonale.  The 
patient  was  digitalized  rapidly  with  Cedilanid  intra- 
venously. Twenty  milligrams  of  Aramine  were  added 
to  restore  the  blood  pressure,  which  at  this  time  was 
90/60.  The  blood  pressure  rose  to  100/60,  and 
the  pulse  dropped  to  112.  At  6:45  PM  the  tempera- 
ture had  dropped  to  97.5°.  The  urinary  output  had 
increased  to  about  40  cc  during  the  last  three 
hours.  The  vital  signs  remained  in  this  range  over 
the  next  six  hours.  She  appeared  to  improve  some- 
what clinically.  However,  at  12:30  AM  on  Decem- 
ber 6 she  had  a grand  mal  seizure.  For  a short  time 
prior  to  the  convulsion,  the  patient  had  appeared 
irritable  and  had  been  given  calcium  carbonate  intra- 
venously when  the  irritability  was  noted,  but  this  had 
been  without  observable  effect.  At  the  time  of  the 
grand  mal  convulsion,  500  mg  of  Sodium  amytal  was 
given  intravenously  with  control  of  the  convulsion. 
Immediately  following  the  seizure,  the  blood  pressure 
was  105/70,  but  it  fell  rapidly  to  80/40.  Serum  elec- 
trolytes determined  at  this  time  showed  sodium  114, 
potassium  5.9  and  chlorides  82. 

At  1:30  AM  on  December  6,  the  patient  failed  to 
respond  to  a rapid  infusion  of  Aramine.  At  approxi- 

( Continued  on  page  201 ) 
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Help  can  be  weeks  away 
for  a painful  shoulder. 

Except  with  Butazoiidin’  alka. 

If  it  doesn’t  work  in  a week, 
forget  it. 


But  don’t  forget  this  about  Butazolidin  alka 

Contraindications:  Edema;  danger  of  cardiac 
decompensation;  history  or  symptoms  of  pep- 
tic ulcer;  renal,  hepatic  or  cardiac  damage; 
history  of  drug  allergy;  history  of  blood  dys- 
Drasia.  The  drug  should  not  be  given  when  the 
patient  is  senile  or  when  other  potent  drugs  are 
given  concurrently.  Large  doses  of  Butazolidin 
alka  are  contraindicated  in  glaucoma. 

iA/arning:  If  coumarin-type  anticoagulants  are 
given  simultaneously,  watch  for  excessive  in- 
crease in  prothrombin  time.  Instances  of 
severe  bleeding  have  occurred.  Pyrazole  com- 
Dounds  may  potentiate  the  pharmacologic 
action  of  sulfonylurea,  sulfonamide-type 
agents  and  insulin.  Carefully  observe  patients 
receiving  such  therapy.  Use  with  great  caution 
in  the  first  trimester  of  pregnancy. 

Precautions:  Before  prescribing,  carefully 
select  patients,  avoiding  those  responsive  to 
routine  measures  as  well  as  contraindicated 
patients.  Obtain  a detailed  history  and  a com- 
plete physical  and  laboratory  examination,  in- 
cluding a blood  count.  The  patient  should  not 
exceed  recommended  dosage,  should  be 
closely  supervised  and  should  be  warned  to 
discontinue  the  drug  and  report  immediately  if 
fever,  sore  throat,  or  mouth  lesions  (symptoms 
of  blood  dyscrasia);  sudden  weight  gain  (water 
retention);  skin  reactions;  black  or  tarry  stools 
or  other  evidence  of  intestinal  hemorrhage 
occur.  Make  regular  blood  counts.  Discontinue 
the  drug  immediately  and  institute  counter- 
measures if  the  white  count  changes  signifi- 
cantly, granulocytes  decrease,  or  immature 
forms  appear.  Use  greater  care  in  the  elderly 
and  in  hypertensives. 

Adverse  Reactions:  The  most  common  are 
nausea,  edema  and  drug  rash.  Swelling  of  the 
ankles  or  face  may  be  minimized  by  withhold- 
ing dietary  salt,  reduction  in  dosage  or  use  of 
diuretics.  In  elderly  patients  and  in  those  with 
hypertension  the  drug  should  be  discontinued 
with  the  appearance  of  edema.  The  drug  has 
been  associated  with  peptic  ulcer  and  may  re- 
activate a latent  peptic  ulcer.  The  patient 


For  complete  details, 
please  see  full 
prescribing  information. 


should  be  instructed  to  take  doses  immediately 
before  or  after  meals  or  with  milk  to  minimize 
gastric  upset.  Mild  drug  rashes  frequently  sub- 
side with  reduction  of  dosage.  However,  rash 
accompanied  by  fever  or  other  systemic  re- 
actions usually  requires  withholding  medica- 
tion. Purpuric  rash  has  also  been  reported. 
Agranulocytosis,  exfoliative  dermatitis, 
Stevens-Johnson  syndrome,  or  a generalized 
allergic  reaction  similarto  serum  sickness  may 
occur  and  require  permanent  withdrawal  of 
medication.  Stomatitis,  salivary  gland  enlarge- 
ment, vomiting,  vertigo  and  languor  may  occur. 
Leukemia  and  leukemoid  reactions  have  been 
reported.  While  not  definitely  attributable  to 
the  drug,  a causal  relationship  cannot  be  ex- 
cluded. Thrombocytopenic  purpura  and  aplas- 
tic anemia  may  occur.  Confusional  states, 
agitation,  headache,  blurred  vision,  optic  neu- 
ritis and  transient  hearing  loss  have  been  re- 
ported, as  have  hyperglycemia,  hepatitis, 
jaundice,  and  several  cases  of  anuria  and  he- 
maturia. With  long-term  use,  reversible  thyroid 
hyperplasia  may  occur  infrequently.  Moderate 
lowering  of  the  red  cell  count  due  to  hemodilu- 
tion  may  occur. 


Dosage  in  Painful  Shoulder:  Initial:  3 to  6 cap- 
sules daily  in  3 or  4 equal  doses.  Trial  period: 
one  week.  Maintenance  dosage  should  not 
exceed  4 capsules  daily;  response  is  often 
achieved  with  1 or2  capsules  daily.  6509-vts3a2 


Butazolidin*  alka  Geigy 

Capsules 

phenylbutazone,  100  mg.;  dried  aluminum  hy- 
droxide gel,  100  mg.;  magnesium  trisilicate, 
150  mg.;  homatropine  methylbromide,  1.25  mg. 


Geigy  Pharmaceuticals 

Division  of  Geigy  Chemical  Corporation 

Ardsley,  New  York  10502 


800192 


Now... twice  as  much  as  before  in  each  teaspoon 


400,000  units  of  potassium  penicillin  V per  teaspoonful 

New...V-CiIlin  r,  Pediatric,  250  mg. 

Potassium  Phenoxymethyl  Penicillin 


Additional  information  available  to  physicians  upon  re- 
quest. Eli  Lilly  and  Company,  Indianapolis.  Indiana  46206. 


148 


February  1968  • The  Journal  of 


Olie  JOUR  A L the 

Rentuic  ty  M e Jical  A ssociatioii 

Issued  Monthly  Under  The  Direction  Of  The  Board  Of  Trustees 


VOLUME  66 


February  1968 


No.  2 


Recent  Trends  in  Family  Planning! 

Louise  G.  Hutchins,  M.D.* 

Berea,  Kentuckv 


A survey  of  new  contraceptive  methods, 
their  advantages  and  disadvantages  as 
well  as  their  relative  acceptance  in  sev- 
eral large  urban  Family  Planning  Clinics. 

My  philosophy  on  family  planning 
is  that  every  woman  of  whatever  race, 
creed,  national  origin  or  economic 
status  should  be  informed  of  all  the  methods 
of  birth  control.  Then  it  is  up  to  her  and  her 
husband  to  choose  the  method  they  prefer  or 
no  method.  Twenty-eight  years  of  experience 
with  a practice  which  ran  the  gamut  from  the 
wives,  of  college  professors  to  the  most  illiterate 
and  underprivileged  women  has  reinforced  this 
belief.  I have  never  hesitated  to  ask  the  over- 
burdened mothers  of  my  pediatric  practice 
whether  they  would  like  a rest  from  childbear- 
ing. The  response  has  almost  always  been  an 
overwhelming,  “Yes,  I sure  would.”  When  they 
say  “No”,  I never  press  the  matter. 

In  December,  1964,  the  American  Medical 
Association  declared:  “Contraceptive  methods 
should  be  made  available  equally  to  patients 
whether  through  private  physicians  or  com- 
munity sponsored  health  services.  An  intelli- 
gent recognition  of  the  problems  that  relate  to 
human  reproduction  including  the  need  for 
population  control,  is  more  than  a matter  of 


f Presented  at  the  Annual  Meeting  of  the  Kentucky 
Medical  Association,  September  28,  1967 

*Former  staff  member,  Berea  College  Hospital,  past 
chairman  Madison  County  Board  of  Health,  past 
president  Mountain  Maternal  Health  League,  now  in 
Hong  Kong  working  for  Family  Planning  Association, 
and  in  school  health  with  United  Christian  Church 
of  China  schools 
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responsible  parenthood;  it  is  a matter  of  re- 
sponsible medical  practice.”^ 

In  the  Journal  of  the  A.M.A.  in  October, 
1966  there  was  a monograph  on  fertility  con- 
trol principles,  methods  and  their  effects.  This 
report  adopted  by  the  Committee  on  Human 
Reproduction  headed  by  Raymond  T.  Holden, 
M.D.,  of  Georgetown  University  notes  that 
“Failure  of  the  physician  to  provide  birth  con- 
trol or  of  the  couple  to  use  it  may  result  in  the 
birth  of  a child  under  circumstances  detri- 
mental to  it,  its  family  or  the  society  to  which 
the  family  belongs.  . .”  Postponing  pregnancy 
is  generally  advisable  for  at  least  a few  months 
of  almost  every  marriage  until  some  of  the 
basic  adjustments  have  been  made  and  in  teen- 
age marriages  the  report  continued,  “Postpone- 
ment is  especially  wise,  since  such  marriages 
have  been  correlated  with  high  rates  of  divorce: 
the  earlier  the  occurrence  of  pregnancy  in  the 
marriage,  the  higher  the  divorce  rate.” 

The  A.M.A.  reply  to  the  most  frequently 
asked  question  about  birth  control — what  is  the 
best  method — is:  “There  is  no  such  thing.” 
That's  why,  argues  the  monograph,  it  is  im- 
portant for  the  physician  to  understand  the 
pros  and  cons  of  all  available  methods  and 
their  relative  acceptability. - 

In  the  February  27,  1967  J. A.M.A.,  there 
are  three  major  articles  on  contraceptives: 
Melasma  Induced  by  Oral  Contraceptive 
Drugs,  Evaluation  of  Intrauterine  Contracep- 
tive Devices  and  Evaluation  of  Oral  Contra- 
ceptives and  an  editorial  on  Control  of  Eer- 
tility. 

In  the  article  on  evaluation  of  intrauterine 
devices  from  the  A.M.A.  Committee  on  Hu- 
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man  Reproduction,  the  evaluation  has  been 
based  on  data  now  available  “on  the  effective- 
ness, complications  and  acceptability  of  this 
method  of  fertility  control  in  22,403  patients 
with  an  aggregate  period  of  use  of  261,689 
woman  months.  Results  reported  to  date  cover 
the  various  sizes  of  four  major  design  modifi- 
cations— the  loop,  spiral,  ring  and  bow.”^  They 
felt  evidence  insufficient  at  the  present  time  to 
permit  evaluation  of  the  double  spiral  device. 
I might  interject  here  that  at  the  Planned 
Parenthood  Physicians’  Conference  in  Atlanta, 
April  3-4,  1967,  which  I attended  as  a mem- 
ber, Richard  L.  Day,  M.D.,  Medical  Director 
of  Planned  Parenthood  Association,  made  a 
preliminary  report  on  the  Saf-T-Coil  designed 
by  Ralph  Robinson,  M.D.,  of  Kentucky.  This 
was  based  on  732  first  and  45  reinsertions  and 
four  months  of  use.  The  pregnancy  rate  was 
.5%,  expulsion  rate  12%  and  bleeding  and 
pain  6.8%.  Seven  physicians  in  the  audience 
said  they  had  done  at  least  100  insertions  and 
were  pleased  with  the  Saf-T-Coil.  It  especially 
suited  the  private  practitioner  who  does  only 
occasional  insertions,  as  the  Saf-T-Coil  is  pack- 
aged in  individual  sterile  units. 

The  Journal  article  continues:  “Little  is 
known  regarding  the  mechanism  of  action  of 
the  lUD’s.  The  most  popular  hypothesis  is  that 
they  increase  tubal  motility  and  hence  propel 
the  fertilized  ovum  through  the  fallopian  tube 
so  rapidly  that  it  enters  the  uterus  before  it  is 
ready  for  implantation.  It  is  also  possible  that 
the  endometrium  is  affected  in  such  a manner 
as  to  make  it  unsuitable  for  nidation.  The  de- 
vices do  not  inhibit  sperm  migration  and  there 
is  no  histologic  evidence  that  they  cause  pre- 
clinical  abortion  by  expelling  an  already  im- 
planted ovum.  Obviously  a major  research  ef- 
fort is  indicated  to  elucidate  the  mode  of  ac- 
tion of  these  devices.” 

“In  the  pooled  statistics  covering  22,403 
women  under  study,  a total  of  843  pregnancies 
have  been  reported.  Of  this  number,  484  preg- 
nancies occurred  with  the  lUD  in  place;  in  the 
remaining  358,  the  lUD  could  not  be  located 
during  or  following  the  pregnancy  and  it  is  as- 
sumed that  pregnancy  began  after  the  un- 
noticed expulsion  of  the  lUD.  Thus  cumulative 
pregnancy  rates  after  one  year  per  100  women 
range  from  1.8  for  the  large  spiral  to  11.9  for 
the  small  bow.  In  general,  pregnancy  rates  for 
all  devices  are  higher  for  the  smaller  sizes 


than  for  the  larger  sizes.”® 

“Expulsion  of  an  lUD  after  its  first  insertion 
occurred  in  approximately  12.5%  of  the  more 
than  22,000  women  now  under  cooperative 
study.  In  at  least  20%  and  perhaps  as  many 
as  30%  of  these  expulsions,  the  expulsion  was 
unnoticed  by  the  user.  First  year  expulsion 
rates  for  the  individual  devices  range  from  4.5 
for  100  women  for  the  large  bow  to  31.6  for 
the  small  spiral.  As  might  be  expected  from 
anatomic  considerations,  the  smaller  sized  de- 
vices are  expelled  more  readily  than  the  larger 
sizes.  Expulsion  occurred  most  frequently  dur- 
ing early  months  of  use.  At  least  one  reinser- 
tion should  be  tried  after  first  expulsion,  since 
70%  of  women  are  able  to  retain  the  same  or 
another  device  with  a subsequent  trial.”® 

“Bleeding  after  insertion  occurs  with  such 
regularity  that  it  may  be  considered  an  ex- 
pected consequence  of  initial  lUD  usage. 
Metrorrhagia  and  spotting  are  sometimes  trou- 
blesome but  rarely  necessitate  removal  of  the 
device.  Most  lUD  users  also  note  that  for  one 
or  two  months  menstrual  flow  is  heavier  and 
somewhat  longer  than  before  insertion.  Pain  of 
a crampy  nature,  back  ache  and  other  types  of 
pelvic  discomfort  are  also  common  complaints 
during  the  initial  period  of  use  ...  in  the  pooled 
statistics  10%  of  the  devices  had  to  be  re- 
moved because  of  bleeding  or  pain  or  both.” 

“In  approximately  2.2%  of  the  women  pel- 
vic inflamatory  disease  developed  subsequent 
to  the  insertion  of  the  lUD.  Sixty  percent  were 
treated  successfully  with  the  device  in  place. 
Perforation  of  the  uterus  is  the  most  serious 
potential  complication  to  lUD  use  . . . there 
was  an  incidence  of  .2%.  The  bow  was  re- 
sponsible for  the  majority  of  reported  perfora- 
tions. Other  serious  complications  of  the  lUD 
contraception  reported  to  date  include  im- 
bedded terminal  bead  of  spiral  devices  be- 
neath vaginal  and  cervical  mucosa,  imbedded 
devices  in  the  myometrium  without  perfora- 
tion, fragmentation  of  lUD  during  removal  and 
laceration  of  the  cervix  with  hemorrhage  during 
insertion.”®  Husbands  frequently  complain  of 
trauma  from  the  spiral’s  rigid  tail. 

“Contraindications;  patients  with  p.i.d. 
should  not  be  fitted  with  an  lUD.  Fibromyomas 
which  might  distort  the  uterine  cavity  are  also 
a contra-indication  as  is  any  abnormal  bleed- 
ing. . . Because  of  pain  during  insertion  and 
the  danger  of  damaging  a nulliparous  uterus. 
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the  lUDS  are  generally  recommended  only  for 
parous  women.  Insertion  is  advised  toward  the 
end  of  a menstrual  flow  in  order  to  obviate 
interference  with  a preexisting  pregnancy  and 
to  minimize  complaints.  Early  postpartum  in- 
sertion has  been  tried  but  as  might  be  ex- 
pected expulsion  is  quite  frequent.  Most  lUDS 
have  been  inserted  six  weeks  or  more  after 
parturition.”^ 

“Taking  into  account  such  criteria  as  preg- 
nancy, expulsion,  bleeding  or  pain  and  p.i.d., 
the  experience  accumulated  in  261,689  woman 
months  of  use  for  all  devices  indicates  that  the 
larger  loops  appear  to  be  the  most  promising.” 
Doctor  Lippes  reported  that  five  million  loops 
have  been  inserted  with  no  death  to  date. 
“There  is  abundant  evidence  that  the  lUDS 
are  second  only  to  the  oral  contraceptives  in 
reducing  conception  rates. 

Evaluation  of  Oral  Contraceptives:  As  oral 
contraceptives  have  been  used  for  1 1 years  and 
six  million  American  women  are  now  using 
them,  it  is  a rare  doctor,  possibly  a bachelor  in 
radiology,  who  does  not  know  a great  deal 
about  them.  The  FDA  came  out  with  a com- 
prehensive report  August  1,  1966.  They  dis- 
continued time  limitation  of  administration  of 
contraceptive  drugs  with  this  statement:  “There 
is  no  scientific  justification  for  the  present  re- 
strictions. They  are  often  circumvented  and 
serve  only  to  penalize  the  large  indigent  popu- 
lations.” Under  their  conclusions  they  stated: 
“The  Committee  finds  no  adequate  scientific 
data  at  this  time,  proving  these  compounds  un- 
safe for  human  use.  It  has  nevertheless  taken 
full  cognizance  of  certain  very  infrequent  but 
serious  side  effects  and  possible  theoretic  risk 
suggested  by  animal  experimental  data  and  by 
some  of  the  metabolic  changes  in  human  be- 
ings. In  the  final  analysis,  each  physician  must 
evaluate  the  advantages  and  the  risk  of  this 
method  of  contraception  in  comparison  with 
other  available  methods  or  with  no  contra- 
ception at  all.  He  can  do  this  wisely  only  when 
there  is  presented  to  him  dispassionate  scien- 
tific knowledge  of  the  available  data.”^ 

I shall  merely  touch  on  some  of  the  new  re- 
search and  major  problems  associated  with 
their  use  and  then  discuss  their  acceptability 
in  comparison  with  the  lUD.  The  A.M.A.  ar- 
ticle states,  “It  is  generally  accepted  that  the 
oral  contraceptives  provide  the  most  consist- 
ently effective  means  yet  devised  for  the  con- 
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trol  of  fertility.  The  available  evidence  indi- 
cates that  pregnancy  will  occur  in  less  than 
1%  of  women  who  use  this  method  properly.”’’ 
An  interesting  angle  for  further  study  of  the 
mechanism  of  contraception  was  brought  out 
in  a paper  by  S.  M.  McCann,  M.D.,  from  the 
University  of  Texas  on  Neuro-hiimeral  Control 
of  Gonadotrophin  Secretion  by  Hypothalmic 
Releasing  Factors  read  at  the  Atlanta  meeting. 
He  showed  that  the  pituitary  gland  was  the 
slave  of  the  hypothalamus.  An  electrode  in  the 
hypothalamus  produced  ovulation.® 

Precautions:  Oral  contraceptives  tend  to  in- 
hibit lactation  especially  if  started  early  in  the 
postpartum  period.  “When  oral  contraceptives 
are  considered  for  use  in  the  diabetic  patient 
their  possible  adverse  effects  should  be  care- 
fully weighed  and  the  status  of  the  patient  re- 
viewed at  frequent  intervals.  The  possibility 
that  vascular  complications  sometimes  may  be 
caused  by  oral  contraceptives  should  be  borne 
in  mind  particularly  when  these  preparations 
are  considered  for  use  in  patients  with  a history 
of  thromboembolic  disease  or  other  vascular 
disease.  Central  nervous  system  and  ocular 
complications  also  have  been  reported.”-’ 

I had  a patient  who  had  been  on  a combi- 
nation oral  for  two  years.  She  developed  blur- 
ring of  vision  which  cleared  the  day  after  she 
stopped  taking  the  oral. 

The  article  goes  on  to  say,  “Therapy  should 
be  stopped  and  the  status  of  the  patient  care- 
fully evaluated  if  any  symptoms  or  signs  sug- 
gesting cerebro-vascular  of  ocular  changes  ap- 
pear (i.e.  diminished  visual  acuity,  optic  neu- 
ritis, papilledema,  retinal  vasculitis,  vascular 
occlusion).  Headache  which  occasionally  is 
migrainous  may  occur  with  any  of  these  prepa- 
rations.”’ 

I had  a married  student  who  had  such  se- 
vere migraine  she  was  coming  in  for  hypo- 
dermic relief  twice  a week.  I took  her  off  the 
oral  contraceptive  and  fitted  her  with  a dia- 
phragm and  the  migraine  stopped  at  once. 

“Occasional  subjective  changes  including  ir- 
ritability, lethargy  and  depression  have  been 
attributed  to  the  oral  contraceptives.  On  the 
other  hand  pre-existing  similar  complaints 
may  be  relieved  in  some  patients  when  they 
are  taking  oral  contraceptives.”’ 

Just  as  libido  is  increased  in  some,  di- 
minished in  others  and  stays  the  same  in 
others,  a recent  study  showed  that  married 
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couples  on  the  pills  were  happier  on  the  whole 
than  those  who  had  gone  off  them. 

The  article  on  melasma  by  Captain  Sorrel 
Resnik  M.C.,  U.S.A.F.,  which  gives  a 29% 
incidence  in  oral  contraceptive  users  seems 
very  high  from  my  experience.  In  the  many 
hundreds  of  cases  I have  had,  I only  remember 
one.  Ringrose  had  2%  in  his  report  and  the 
women  elected  to  continue  tablets."  The  fact 
that  87%  had  also  had  melanderma  during 
pregnancy  is  very  significant.  However  Doctor 
Resnik  felt  the  melasma  from  contraceptives 
seemed  less  reversible  than  that  of  pregnancy. 
Since  his  was  the  dermatology  service,  it  might 
explain  that  those  with  melasma  would  seek 
out  the  dermatologist.® 

“Edema  occurs  infrequently,  presumably  as 
a result  of  estrogen-induced  sodium  retention, 
consequently  epileptic  patients  and  those  with 
cardiac  or  renal  disease  should  be  evaluated 
before  oral  contraceptive  therapy  is  under- 
taken and  observed  carefully  throughout  the 
period  of  treatment.  Nausea,  which  has  been  a 
frequent  complaint  during  the  first  cycles  of 
therapy,  usually  diminishes  as  treatment  is  con- 
tinued. It  may  be  expected  that  nausea  will 
occur  less  frequently  and  will  be  milder  in  the 
lower  dose  progestogen  estrogen  combinations 
or  the  sequential  preparations.”® 

In  my  experience  the  sequential  have  few- 
er side  effects,  especially  nausea.  However 
with  the  sequential,  it  is  essential  to  warn  the 
patient  to  supplement  their  use  with  a con- 
ventional contraceptive  during  the  first  10 
days  of  the  first  cycle  of  use.  Also  missing  a pill 
is  more  likely  to  cause  pregnancy  with  the 
sequential. 

“The  possible  relationship  of  oral  contra- 
ceptives to  cancer  is  controversial.  Theoret- 
ically some  risk  is  incurred  with  prolonged 
estrogen  therapy;  however  extensive  studies 
have  revealed  no  evidence  of  carcinogenisis 
associated  with  the  use  of  oral  contraceptives.” 

. . . “since  the  size  of  uterine  fibromyomas 
may  increase  sometimes  rapidly  and  extremely, 
patients  with  these  tumors  should  be  examined 
regularly  when  they  are  receiving  oral  contra- 
ceptives.”® 

I had  one  woman  in  her  forties  who  had 
used  the  diaphragm  successfully  for  20  years. 
Then  she  requested  the  pills  since  her  daughter 
was  using  them.  She  was  soon  hospitalized  with 
severe  bleeding  requiring  a transfusion  and  it 


became  apparent  that  she  had  a myoma. 
Strangely  enough  Doctor  Goldzieher,  who  con- 
ducted many  of  the  early  tests  with  oral  con- 
traceptives and  originated  the  idea  of  sequen- 
tial therapy,  is  now  working  on  a potent  new 
synthetic  form  of  progestin  which  produces 
degeneration  of  tumors  of  the  uterus.” 

We  have  seen  the  pills  go  from  10  mg. 
Enovid  to  5 mg.  and  2.5  mg.  and  1 mg.  Ovulen. 
Now  there  is  research  on  the  minidose  pill. 
Martin  L.  Stone,  M.D.,  has  studied  506  wom- 
en through  3,090  menstrual  cycles  on  one- 
half  mg.  of  progesterone  like  chlormadinone 
acetate  one  a day  every  day  even  during  men- 
struation. Doctor  Stone,  professor  and  chair- 
man of  the  department  of  obstetrics  and  gyne- 
cology at  New  York  Medical  College,  reports 
there  have  been  12  pregnancies  but  only  five 
of  them  have  been  attributed  to  ineffectiveness 
of  the  drug.  The  other  women  admitted  they 
had  taken  the  pills  irregularly.  Ten  percent  of 
them  complained  of  headache.^” 

Injectable  Contraceptives:  “Two  major  types 
of  injectable  hormone  preparations  have  been 
used  to  produce  contraception.  One  involves 
the  use  of  a potent  long  acting  progestogen 
with  a long  acting  estrogen  given  on  a once 
a month  basis,  and  the  other  relates  to  the  use 
of  a progestogen  alone  having  depot  activity. 
Reifenstein  and  his  associates  reported  data 
on  the  length  and  characteristics  of  the  men- 
strual cycles  induced  by  a single  1 ml.  injec- 
tion of  150  mg.  dihydroxyprogesterone  ace- 
tophenide  and  the  10  mg.  of  estradiol  enanthate 
given  one  a month  to  regularly  ovulating  wom- 
en. ..  1 ml.  was  administered  as  a deep  in- 
tramuscular injection  given  on  day  8 after  on- 
set of  desquamation  bleeding.  This  will  fully 
protect  women  against  conception  for  30-60 
days.  Each  was  treated  for  a maximum  of  six 
consecutive  cycles.  . . Tyler  reported  excellent 
effectiveness  in  over  500  women  but  almost 
30  percent  experienced  troublesome  bleeding 
irregularities.  The  majority  maintained  good 
cyclic  patterns.”’ 

Daniel  Mishell,  Jr.,  M.D.,  Moustafa  El- 
Habashy,  M.D.  and  Dean  L.  Moyer,  M.D., 
of  U.C.L.A.,  report  on  long  acting,  slowly  ab- 
sorbed depoprovera  I.M.  in  3,200  women  with 
six  unplanned  pregnancies  or  .18  percent. 
They  gave  the  injection  every  three  months. 
Spotting  and  bleeding  were  a problem.  “One 
should  not  plan  a pregnancy  for  two  years  as 
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the  effect  of  the  injection  might  last  one 
year.”“ 

This  method  had  already  been  shown  to  be 
very  popular  with  rural  Mexican  women.  My 
knowledge  of  Oriental  women  and  their  love  of 
injections  would  make  me  think  this  would  be 
a popular  and  feasible  method  for  the  under- 
developed areas. 

John  McLean  Morris,  M.D.,  of  Yale  Uni- 
versity, has  given  large  doses  of  standard 
estrogens  to  more  than  100  women  for  four  or 
five  days  immediately  after  their  unwanted 
coitus — in  many  cases  from  rape  or  incest. 
There  have  been  no  pregnancies.  In  the  ab- 
sence of  short  order  pregnancy  tests  no  one 
knows  how  many  there  would  have  been  with- 
out the  medication.  The  drug  produces  severe 
side  effects — bleeding,  clotting,  nausea.^-  In 
my  opinion  this  would  be  the  ideal  method  in 
cases  of  rape  or  incest  rather  than  waiting  for 
an  abortion  after  proving  pregnancy. 

One  important  phase  of  contraceptive  care 
is  physician  understanding  and  participation 
but  another  equally  important  phase  is  patient 
understanding  and  acceptability  of  the  methods. 

A fine  piece  of  pioneer  work  in  a family 
planning  program  in  a large  teaching  charity 
hospital  has  been  carried  on  since  September, 
1962  in  Grady  Memorial  Hospital  in  Atlanta. 
The  first  report  A Program  in  Mass  Family 
Planning  for  the  Urban  Indigent  in  a Charity 
Hospital  was  written  by  Nicholas  Wright,  M.D. 
and  Joseph  Swartwout,  M.D. 

“Approximately  7,000  women  80-85%  non- 
white are  delivered  in  the  hospital  yearly. 
Twenty-five  percent  of  delivered  infants  had 
no  legal  father.  Grand  multiparity  before  age 
25  was  common.  In  1961  the  perinatal  mor- 
tality was  38.4  white  and  41.7  nonwhite,  and 
premature  births  represented  16.5%  of  de- 
liveries compared  to  7.9%  nationally.  A third 
problem  was  illegal  abortion.”^® 

“The  Emory  University  Family  Planning 
Program  was  organized  as  an  integral  part  of 
the  postpartum  clinics  of  Grady  Memorial  Hos- 
pital. . . It  was  decided  initially  that  the  service 
would  be  completely  voluntary  and  that  any 
woman  eligible  for  care  at  Grady  Memorial 
Hospital,  post  partum  or  non-post  partum, 
could  receive  information  and  service  com- 
patible with  her  religious  beliefs.”  A group 
setting  with  teaching  by  a nurse  was  used. 
“The  teaching  at  first  emphasized  the  more 
reliable  traditional  intravaginal  contraceptive 
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methods  since  these  were  available  to  their 
patients  without  charge  at  local  county  health 
units  through  a subsidy  of  the  Georgia  State 
Health  Department. 

“In  early  1963,  the  oral  contraceptives  were 
introduced  and  by  the  end  of  the  year  had  sur- 
passed the  traditional  methods  in  popularity. 
Mothers  were  routinely  evaluated  for  contrain- 
dications to  oral  contraception  at  the  postpar- 
tum exam.  If  later  they  chose  this  method,  in- 
structions and  a written  prescription  for  a 
year's  supply  were  given. 

“Contraceptive  preference  has  changed  dra- 
matically in  the  past  two  years  (1963-65)  at 
Grady  Hospital.  More  and  more  women  shifted 
away  from  traditional  methods,  first  to  the  oral 
method  and  more  recently  to  the  intrauterine 
device.  Noteworthy  is  the  decreasing  populari- 
ty of  foam  and  methods  like  diaphragm  and 
rhythm.”  “The  most  dramatic  event  of  1964 
was  the  introduction  of  an  intrauterine  device 
to  the  offered  methods.  Its  acceptance  reached 
72.6  percent  in  the  second  quarter  1965  while 
the  other  methods  declined  in  popularity.  Ac- 
ceptance of  intrauterine  contraception  was 
maintained  at  this  level  through  1965.”  Since 
patients  almost  always  respond  favorably  to  the 
idea  of  family  planning  or  limitation,  the  group 
reaction  is  more  important  in  deciding  on  a 
particular  method.  . . This  method  is  usually 
the  intrauterine  device  which  has  in  addition 
to  its  virtue  of  requiring  only  one  decision,  a 
certain  novelty.  . . Impressions  gathered  from 
patients  returning  to  the  prenatal  clinics  tended 
to  confirm  our  suspicion  that  traditional  meth- 
ods were  discarded  or  irregularly  used  rather 
soon  after  instruction.”^® 

“In  the  case  of  oral  contraceptive,  Townsend 
reported  in  a series  of  indigent  volunteers  given 
a lecture,  a two  month  supply  of  pills  and  a 
minimal  follow-up.  When  all  reasons  for  dis- 
continuance of  pills  are  considered,  54  percent 
of  the  original  group  remained  on  oral  contra- 
ception at  18  months  from  instruction.  Frank 
and  Tietze,  in  a study  of  oral  contraceptive 
acceptance  in  a similar  population  found  a 
minimal  continuance  rate  of  70.2  percent  at 
30  months.  A follow-up  study  of  a small  num- 
ber of  our  patients  choosing  oral  contraception 
showed  a 51  percent  continuance  rate  at  12 
months.  Factors  contributing  to  our  lower  rate 
are  complete  lack  of  supervision  after  instruc- 
tion, the  necessity  of  buying  pills  commercially 
and  the  inclusion  of  a large  proportion  of  single 
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and  separated  mothers.  The  irregular  exposure 
of  these  women  to  pregnancy  frequently  leads 
to  discontinuance  of  the  oral  method  and  sub- 
stitution of  a less  expensive,  traditional  sex 
connected  method.”^® 

I have  personally  found  the  mothers  of  il- 
legitimate children  poor  users  of  any  method. 
One  of  these  started  the  pill  when  she  was  one 
month  pregnant.  The  fact  that  her  child  was 
defective  did  not  seem  to  me  surprising  since  at 
least  one  other  of  her  seven  children  was  de- 
fective. To  me  the  ideal  method  at  present  is 
the  loop  until  we  can  get  our  laws  amended  to 
allow  permissive  voluntary  sterilization  of  the 
mothers  of  illegitimate  children  who  request  it. 

“By  contrast  Tietze  has  indicated  that  77.4 
percent  of  patients  remain  users  of  intrauterine 
contraception  (Lippe  Loop  D)  at  one  year 
from  insertion.  The  family  planning  clinic  at 
Grady  goes  into  the  matter  of  teaching  the  pa- 
tient to  check  for  expulsion  rather  carefully 
since  routine  follow-up  visits  are  offered  only 
at  one  year  from  insertion  of  the  device.  They 
offer  a nominal  “cafeteria  choice”  but  accept 
responsibility  to  make  contraceptive  choice 
sensible  at  the  outset.”^^ 

“The  cost  of  adding  a family  planning  pro- 
gram to  the  postpartum  clinic  of  a large  munci- 
pal  hospital  has  been  modest  ...  it  costs  $10- 
1 1 for  each  instructed  patient.  . . Finally  more 
mothers  are  returning  to  the  postpartum  visit 
for  contraceptive  service,  giving  a better  op- 
portunity to  protect  their  general  health.”  They 
conclude,  “The  setting  of  the  postpartum  clinic 
in  a large  charity  hospital  is  an  ideal  one  for 
reaching  women  of  proven  fertility  who  wish 
to  plan  or  limit  family  size.  No  woman  with 
these  goals  has  been  denied  contraceptive  in- 
formation and  service. 

Fortunately  the  first  paper  from  Grady  was 
followed  by  another  one.  An  Evaluation  of 
Changing  Trends  in  Contraceptive  Choice  by 
Carl  W.  Tyler,  Jr.,  M.D.,  Jack  C.  Smith,  M.S. 
and  Donald  L.  Eddins,  B.S.  This  was  presented 
at  the  American  Association  of  Planned  Par- 
enthood Physicians,  Atlanta,  Georgia,  April 
3-4,  1967.  I requested  a copy  of  the  paper  and 
permission  to  share  portions  of  the  paper  with 
you  which  was  eagerly  given. 

“In  the  first  three  months  of  1965,  62.5  per- 
cent of  the  women  cared  for  in  the  Emory 
University  Family  Planning  Program  chose 
intrauterine  contraceptive  devices;  in  the  last 
three  months  of  1966,  only  32  percent  of  the 


new  clinic  registrants  selected  this  method  of 
contraception.  Since  1962  when  oral  contra- 
ception was  first  offered  to  women  at  Grady 
Hospital,  more  than  15,000  women  have  re- 
ceived contraceptive  services.  More  than  6,- 
000  of  these  women  have  been  fitted  with  in- 
trauterine contraceptive  devices. A new 
study  was  made  of  the  3,081  women  who 
registered  first  in  1966.  “Although  a wide  va- 
riety of  contraceptive  methods  was  offered  at 
the  family  planning  clinic,  51.5  percent  of  the 
women  chose  an  oral  method  and  44.7  percent 
selected  an  intrauterine  method  during  the 
study  period.  Of  these  women  34.2  percent 
came  from  middle  class  and  40.3  percent  from 
lower  class  areas  of  Fulton  County.  23.7  per- 
cent resided  in  other  counties  in  Georgia.  Neg- 
ro women  constituted  90.8  percent  of  the  study 
group.  Of  the  remaining  3.8  percent  of  117 
women,  110  requested  a vaginal  foam,  three 
were  fitted  with  a vaginal  diaphragm  and 
three  were  instructed  in  rhythm. 

“Women  selecting  intrauterine  contracep- 
tion were  both  older  and  had  more  living  chil- 
dren than  did  those  who  chose  oral  contra- 
ception. During  1966  the  median  age  of  all 
women  attending  the  family  planning  clinic 
for  the  first  time  decreased  from  22.62  years 
in  January  to  20.58  years  in  December.”!^ 

“During  1966,  women  began  to  return  to 
the  family  planning  clinic  in  increasing  num- 
bers with  symptoms  related  to  the  intrauterine 
contraceptive  devices.  By  September  this  was 
recognized  as  a sizable  problem.  By  February, 
1967  the  patients  returning  to  the  clinic  for 
follow-up,  most  of  whom  were  symptomatic, 
actually  exceeded  the  number  of  new  clinic 
registrants.  Although  we  doubt  that  information 
relating  these  symptoms  to  the  intrauterine  con- 
traceptive device  was  disseminated  in  the  clin- 
ic itself,  we  have  no  information  about  the 
diffusion  of  this  sort  of  information  in  the 
community. 

“In  1965,  new  clinic  registrants  who  chose 
intrauterine  contraception  were  both  older  and 
had  more  children  on  the  average  than  those 
women  who  selected  this  method  in  1966.  This 
suggests  that  the  older  women  who  had  more 
children  and  who  desired  a relatively  perma- 
nent method  of  contraception  were  already  be- 
ing decreased  in  number  during  1965.”^^ 

Another  report  on  Family  Planning:  Experi- 
ence At  Two  Seattle  Hospitals  by  G.  C.  Den- 
niston,  department  of  obstetrics  and  gyne- 
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cology,  University  of  Washington,  tells  of  a 
group  of  1,076  women  attending  the  combined 
family  planning  and  postpartum  clinics  of  two 
large  hospitals  during  1965.  “The  group  repre- 
sented 64%  of  deliveries  of  the  two  hospitals 
during  1965.  The  women  were  offered  a 
choice  of  contraceptive  methods  and  one  or 
other  of  these  was  accepted  by  908  women, 
54%  of  those  delivered.  The  rest  objected  to 
1 any  form  of  contraceptive  or  preferred  their 

! own  methods.  The  908  chose  as  follows;  in- 

trauterine device  692  (76%),  oral  contracep- 
tives 182  (20%),  other  methods,  vaginal 

foams,  diaphragm  and  jelly,  rhythm,  tubal 
ligation  or  hysterectomy  34  (4%).  The  chief 
reasons  for  the  popularity  of  the  lUD  were 
that  unlike  other  methods,  it  makes  no  de- 
mands on  the  user  and  it  is  highly  effective. 
(One  pregnancy  occurred  among  the  692 
women  who  chose  this  method.  )”^^ 

In  our  own  Mountain  Maternal  Health 
I League  which  supplies  3,000  women  through- 
out Eastern  Kentucky,  we  have  been  amazed 
first  at  the  low  pregnancy  rate  of  IVi  percent 
with  the  simple  vaginal  foams  and  foaming 
tablets.  Then  we  were  pleased  and  surprised 
that  140  women  and  70  men  chose  steriliza- 
, tion.  These  families  averaged  eight  children  in 
nine  years  with  less  than  $2,000  income.  One 
mother  had  her  21st  pregnancy  at  age  34.  We 
I have  been  pleased  that  over  400  women  have 

I chosen  the  lUD  as  it  is  eminently  suited  for  the 

rural  woman  of  low  income  and  poor  school- 
ing who  is  far  from  doctors  and  drug  stores. 
And  lately  we  have  been  delighted  that  over 
400  women  have  chosen  the  pill.  Women  with 
third  and  fourth  grade  educations  who  cannot 
keep  their  menstrual  charts  still  take  their  pills 
faithfully  and  send  back  each  month  for  their 
free  supply.  We  have  had  no  pregnancies  while 
the  women  stayed  with  us. 

I feel  there  is  a real  place  for  sterilization 
as  a last  resort  method  of  family  planning — 
where  the  couple  is  over  30  and  has  all  the 
children  they  desire,  where  there  is  a real  threat 
to  the  mother  with  further  pregnancies  and 
especially  for  the  mother  near  the  menopause 
who  cannot  tolerate  the  pill  or  lUD.  In  this 
state  it  is  legal  to  sterilize  husband  or  wife  if 
they  are  mentally  competent  and  both  sign. 
However,  if  a woman  has  10  illegitimate  chil- 
dren and  begs  for  sterilization  it  is  illegal.  Or  if 
there  are  three  generations  of  12  children  per 
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generation  of  feeble  minded  it  is  illegal  to 
sterilize. 

Finally  I believe  wholeheartedly  in  the  cafe- 
teria approach.  No  method  is  right  for  every- 
one. Through  trial  and  error  individuals  come 
to  the  method  they  prefer  and  which  suits  them 
best. 

For  many  years  we  pleaded  with  the  State 
Health  Department  to  get  into  the  business  of 
planned  parenthood.  From  1960-1966  we  ac- 
tively assisted  health  departments  in  Eastern 
Kentucky  by  providing  them  with  contracep- 
tives. Finally  to  our  great  satisfaction  in  July, 
1966  the  State  Health  Department  started  a 
program  of  helping  county  health  departments 
inaugurate  family  planning  programs.  They  will 
provide  to  any  county  health  department  in  the 
state  where  the  county  board  of  health  and 
the  county  medical  society  request  it,  the  fol- 
lowing maternity  services;  examination  by  a 
physician,  pap  smear,  blood  testing  for  hemo- 
globin and  V.D.R.L.  and  a choice  of  contra- 
ceptive— intrauterine  device,  oral  contraceptive 
or  vaginal  foam.  As  of  May  15,  1967,  75  coun- 
ties have  taken  advantage  of  this  offer.  Also 
oral  contraceptives  have  been  placed  on  the 
Kerr  Mills  list  for  physicians  to  prescribe  to 
the  45,000  women  of  child  bearing  age  on 
welfare  in  the  state. 

Thus  I feel  that  if  the  big  city  hospitals  join 
the  county  health  departments  in  offering  fami- 
ly planning  programs,  my  dream  of  every  wom- 
an in  the  state  having  access  to  information 
and  contraceptive  supplies  will  be  achieved, 
and  we  will  be  a far  healthier,  more  prosper- 
ous state. 
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This  paper  stresses  the  need  and  feasibil- 
ity of  intensive  coronary  care  in  a small 
community  hospital  and  identifies  several 
of  the  pitfalls  encountered  in  the  unit. 

Statistics  indicate  that  coronary  heart 
disease  has  become  the  one  greatest  threat 
to  life.  It  accounts  for  approximately  one- 
half  million  deaths  yearly  or  one-third  of  all 
deaths  in  the  United  States  per  annum. 

In  the  Commonwealth  of  Kentucky,  in  the 
year  1965,  the  total  number  of  deaths  from  all 
causes  was  30,969.  Diseases  of  the  heart  ac- 
counted for  11,848  deaths,  or  38.3%  of  the 
total.  This  figure  parallels  national  statistics. 
In  1965  in  the  state  of  Kentucky,  accidents  ac- 
counted for  1,926  (6.2%)  of  the  state’s  total 
deaths.  To  further  emphasize  the  enormity  of 
heart  disease,  reflect  that  as  many  of  our  citi- 
zens die  annually  of  coronary  heart  disease  as 
we  have  militarily  committed  in  our  unofficial 
war  in  Viet  Nam.  Fatalities  in  Viet  Nam  in- 
volve our  future  leaders.  Likewise,  significant 
numbers  of  cardiac  fatalities  occur  in  young 
individuals  during  their  most  productive  years. 

Western  world  figures  indicate  that  the  mor- 
tality rate  for  myocardial  infarction,  proven  or 
suspected,  is  30%  to  32%.  Thus,  in  the  pre- 
Coronary  Care  Unit  era  it  can  be  expected 
that  one  out  of  every  three  patients  with 
acute  myocardial  infarction  will  succumb.  Since 
1962,  statistics  from  Coronary  Care  Units 
across  the  country  indicate  that  arrhythmias,  if 
uncorrected,  account  for  almost  50%  of  these 
deaths.  Coronary  Care  Unit  experience  has 
confirmed  that  most  of  these  arrhythmias  can 
be  corrected  if  diagnosed  promptly.  More  im- 
portant, certain  of  the  more  serious  mechanism 
disorders  can  actually  be  prevented.  Electronic 
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monitoring,  by  focusing  attention  on  treatable 
prodromata,  negates  the  necessity  for  heroic 
measures.  Therefore,  prophylactic  therapy  pri- 
or to  onset  of  serious  mechanism  disorders 
has  become  a paramount  benefit  of  the 
Coronary  Care  Unit. 

Since  1962  the  concept  of  specialized 
coronary  care  has  gained  medical  popularity. 
Today  the  laity  are  beginning  to  expect  its  in- 
clusion in  “their  hospital”  table  of  organiza- 
tion, regardless  of  the  hospital  size  or  location. 

I believe  you  would  automatically  concede 
the  necessity  of  appropriate  surgical  facilities 
in  any  contemporary  general  hospital.  But,  are 
you  aware  that  medico-legal  suits  have  already 
been  filed,  not  for  error  of  commission,  but  for 
omission  of  appropriate  specialized  treatment 
facilities  for  coronary  artery  disease?  Should 
these  suits  be  won,  it  may  become  a medico- 
legal necessity  for  each  general  hospital  to 
have  a Coronary  Care  Unit  or  its  equivalent 
specialized  equipment.  Disregard  medico-legal 
aspects;  the  need  for  specialized  equipment 
for  the  benefit  of  the  coronary  patient  has  al- 
ready been  effectively  demonstrated. 

What  is  an  Intensive  Coronary  Care  Unit?  To 
me  it  is  a system  providing  constant  observa- 
tion, providing  specially  trained  personnel,  pro- 
viding electronic  monitoring  equipment,  and 
providing  accessibility  of  numerous  treatment 
modalities.  Its  fundamental  goal  would  be  to 
expeditiously  aid  in  the  recovery  of  patients 
with  coronary  artery  disease,  and  in  broader 
horizons,  all  heart  disease  patients. 

Paul  Unger,  M.D.,  of  the  University  of  Mi- 
ami School  of  Medicine,  Miami,  Florida,  has 
stated:  “The  primary  goal  of  the  Coronary 
Care  Unit  is  the  reduction  of  mortality  of  those 
patients  having,  or  suspected  of  having,  myo- 
cardial infarctions  as  well  as  certain  other  po- 
tentially dangerous  forms  of  heart  disease,  such 
as  a serious  rhythm  and  conduction  disturbance. 
The  realization  of  the  objective  will  hope- 
fully be  reached  by  providing  a specially  de- 
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signed,  equipped  and  staffed  unit  in  which 
these  patients  may  receive  constant  electronic 
monitoring  coupled  with  continued  specialized 
medical  observation.  These  efforts  are  aimed 
at  anticipation,  early  detection  and  prompt  ag- 
gressive treatment  of  complications  of  coronary 
disease  such  as  arrhythmias,  cardiogenic 
shock,  cardiac  arrest  and  cardiac  decompensa- 
tion. Appropriate  prophylactic  treatment  is  an 
integral  part  of  this  approach.  The  secondary 
goal  of  the  Coronary  Care  Unit  must  be  to 
provide  a continuous  learning  experience  and 
data  for  both  medical  and  nursing  personnel 
at  all  levels  in  both  clinical  and  research  fields, 
aimed  at  the  goal  of  more  expert  management 
of  all  cardiovascular  patients.” 

Doctor  Unger’s  expressed  goal  is  most  in- 
clusive. How  can  this  be  achieved  in  a small, 
rather  unsophisticated  hospital  with  limited  per- 
sonnel and  finances? 

Our  community  hospital,  Hardin  Memorial 
Hospital,  Elizabethtown,  Kentucky,  serves  a 
small  town  of  12,000  people.  With  the  excep- 
tion of  the  Armed  Services  hospital  at  Fort 
Knox,  it  is  the  only  hospital  located  in  Har- 
din County.  Prior  to  this  year,  in  an  over- 
crowded situation  it  could  increase  its  desira- 
ble capacity  of  80  beds  to  100  beds. 

A Hill-Burton  financed  community  enter- 
prise, the  hospital  this  year  expanded  its 
minimum  bed  capacity  to  160  beds.  Staff 
physicians  include  five  surgeons,  three  intern- 
ists, one  pediatrician,  one  roentgenologist  and 
12  general  practitioners,  a total  of  22 
' physicians.  The  recent  building  expansion  in- 
cluded a spacious  emergency  room  complex,  a 
new  x-ray  suite,  cafeteria,  administration  of- 
fices, operating  rooms,  and  more  germane  to 
our  subject,  a six-bed  open  ward  designated 
Intensive  Care  Unit. 

A physically  separated  Intensive  Care 
Unit  and  Intensive  Coronary  Care  Unit  had  not 
■ been  considered  in  the  original  architectural 
plans.  Lack  of  funds  prevented  later  modifica- 
tion. For  those  of  you  considering  additional 
expansion,  I would  strongly  urge  thorough  ex- 
change of  information  between  the  architect, 
I the  administrator,  the  medical  and  nursing 
I staffs  prior  to  finalization  of  the  expansion 
plans. 

I The  above  individuals  and  individual  groups 
j cannot  independently  decide  upon  the  suitable 
layout  or  the  proper  equipment  needs  of  these 

I'ty  Medical  Association  • February  1968 


specialized  areas.  All  must  work  synchronously 
and  synergistically. 

By  combining  Intensive  Care  with  Inten- 
sive Coronary  Care  we  achieved  relative  econ- 
omy at  the  expense  of  a really  satisfactory 
coronary  care  area.  This  in  my  estimation  was 
mistake  number  one. 

These  units  must  be  staffed.  Nurses  cannot 
simply  be  assigned  to  them.  The  best  person- 
nel are  those  who  choose  to  work  there  with 
or  without  increased  financial  compensation. 
They  must  be  specially  trained.  This  will  be- 
come a physician  obligation.  Without  this  spe- 
cial training  the  expensive  equipment  will  be 
visually  impressive,  totally  inoperative,  and 
will  represent  a monumental  waste  of  money. 

With  the  exception  of  one,  our  nursing  staff 
had  no  noteworthy  experience  with  the  opera- 
tion of  a Coronary  Care  Unit.  Interest  was  evi- 
dent and  a nucleus  of  registered  nurses  and 
licensed  practical  nurses  was  formed.  Staff 
physicians  were  then  asked  to  lecture.  There 
had  been  no  pre-lecture  planning  between 
nursing  staff  and  medical  staff.  Called  upon  to 
organize  lectures  pertaining  to  the  coronary 
care  portion  of  the  unit,  I can  comment  favor- 
ably on  the  enthusiasm  and  the  very  quick 
grasp  of  the  material  presented  to  these 
nurses.  These  lectures  were  well  attended  and 
actually  became  very  gratifying  to  the  lecturer. 
For  those  of  you  facing  a similar  duty  in  your 
respective  hospitals,  I found  the  book  “Inten- 
sive Coronary  Care,  A Manual  for  Nurses”,  by 
Lawrence  E.  Meltzer,  M.D.,  et  al,  published 
by  the  Charles  Press,  New  York,  New  York,  an 
invaluable  guide. 

Nevertheless,  the  lack  of  pre-planned 
instruction  was  mistake  number  two.  Obvious- 
ly with  abundant  monies  at  one’s  disposal,  all 
nurses  could  well  be  sent  to  several  existing 
instructional  institutions.  This  may  be  desira- 
ble but  noi  always  feasible.  By  necessity,  most 
instruction  will  fall  upon  the  shoulders  of  the 
internist  or  internists  as  the  case  may  be. 

Specialized  and  costly  equipment  was  need- 
ed. Perhaps  because  of  cost  consideration,  our 
equipment  was  decided  upon  and  purchased 
without  physician  consultation.  Although  the 
equipment  is  functional,  it  is  not  quite  suit- 
ed to  either  the  space  needs  nor  the  patient 
needs.  This  was  mistake  number  three.  I feel 
that  practically  no  specialized  coronary  care 
equipment  should  be  purchased  until  there 
has  been  discussion  with  and  approval  by  ap- 
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propriate  members  of  the  medical  staff.  Pa- 
tient needs,  medical  staff  needs,  and  available 
funds  must  dovetail. 

A cart-housed  mobile,  R-synchronized  depo- 
larizer, electrocardiograph  combination,  with 
a detachable  monitorscope,  sentinel,  and  ver- 
satile pacemaker  constitute  the  original  major 
unit.  The  sentinel  consists  of  a heart-rate  meter 
and  alarm.  The  monitorscope  illuminates  a 
small  screen  and  emits  a beep  signal.  The 
screen  is  too  small  though  it  has  good 
clarity;  the  beep  cannot  be  adequately  modu- 
lated. Fortunately,  the  pacemaker  is  versatile 
in  that  it  can  be  used  as  a manual,  automatic, 
or  demand  pacer.  Transvenous  catheters  were 
neglected. 

The  equipment  detailed  cost  approximately 
$3400.  A second  monitoring  scope,  at  an  ad- 
ditional cost  of  $600,  completes  the  electronic 
equipment.  Total  cost  was  $4000  to  service  two 
adjacent  beds.  Since  none  of  the  electronic 
equipment  is  wall-mounted,  but  rather,  rests 
on  the  mobile  cart  containing  the  depolarizer, 
the  depolarizer  loses  its  mobility  of  usage  for 
any  patient  not  being  monitored. 

Wall  suction  and  oxygen  outlets  and  wall- 
mounted  blood  pressure  manometers  are  pro- 
vided for  all  six  beds  in  the  unit.  Satisfactory 
resuscitator-inhalator  (E&J)  extension  units  to 
match  the  wall  oxygen  outlets  completed  the 
standard  services.  All  beds  are  non-electric, 
highly  mobile,  adequately  narrow  units.  Their 
greatest  defect  is  their  fixed  height  from  the 
floor  to  the  mattress,  which  is  too  high.  This 
produces  quite  a burden  upon  our  nurses  when 
they  attempt  to  ambulate  the  patients.  Other 
equipment  such  as  airways,  various  sized  en- 
dotracheal tubes,  adaptors,  laryngoscopes, 
drugs,  and  fluids  are  all  housed  in  the  unit 
in  designated  areas. 

The  day  the  Intensive  Care  Unit  opened, 
the  assigned  nursing  staff  had  received  mini- 
mum training.  The  unit,  as  might  be  expected, 
was  first  utilized  for  severely  ill  accident  and 
post-operative  cases.  There  was  “spin  off” 
benefit  when  the  specially  trained  nurses 
were  called  up>on  to  demonstrate  closed  chest 
cardiac  massage  to  several  of  these  “off  moni- 
tor” patients. 

Neither  my  associate  nor  myself  felt  justi- 
fied in  placing  our  patients  in  the  unit  for  ap- 
proximately one  month  after  its  opening.  We 
continued  our  nursing  training  program  and 
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finally,  in  May  of  1967,  placed  our  first  patient 
in  the  unit.  I might  add  that  none  of  the 
other  staff  physicians  preceded  us  although  the 
monitored  beds  were  and  are  open  for  usage 
by  all  staff  physicians.  This  raises  an  interest- 
ing procedural  point.  Many  larger  hospitals  re- 
quire rigid  rules  for  patient  unit  admission.  In 
some,  the  chief  cardiologist  imposes  a semi- 
flexible  treatment  guide. 

We  preferred  full  availability  to  all  staff 
physicians.  I had  hoped  they  would  attend  the 
posted  nurses’  training  lectures.  Com- 
plete benefit  cannot  be  achieved  unless  par- 
ticipating physicians  are  fully  cognizant  of 
equipment  operation.  It  is  my  desire  that  as 
physicians  “adopt”  the  unit,  they  will  learn  to 
use  it  to  their  patients’  best  advantage. 

Our  unit’s  first  coronary  patient  was  destined 
to  become  quite  a challenge.  She  was  an  obese, 
hypertensive,  68  year  old  female,  admitted  to 
the  general  medical  service  May  1,  1967,  with 
symptoms  of  severe  precordial  pain,  radi- 
ating to  the  left  shoulder  and  left  arm.  Nausea 
and  vomiting  were  present.  She  previously 
had  many  episodes  of  dyspnea  and  milder  pre- 
cordial pain.  There  was  past  history  strongly 
suggesting  cholecystitis.  Subsequent  to  admis- 
sion, serial  electrocardiograms  and  serial 
transaminase  studies  confirmed  an  acute  in- 
ferior wall  infarction.  PVC’s  and  1st  degree 
block  were  also  present.  A portable  chest  x- 
ray  revealed  a cardio-thoracic  ratio  of  17  cm 
to  27.5  cm  as  well  as  congestive  changes  in 
the  left  base. 

She  remained  on  the  general  medical  floor 
from  May  1,  1967  until  May  21,  1967.  A 
cardiac  evaluation  was  requested  May  12, 
1967.  PVC’s  had  increased  and  the  patient 
was  felt  to  be  in  congestive  failure.  Digitaliza- 
tion was  begun.  Nausea  and  chest  pain  re- 
mained constant  symptoms  throughout  her  en- 
tire hospitalization.  At  times  there  was  tran- 
sient improvement.  PVC’s  decreased  but  weak- 
ness and  dyspnea  persisted.  ECG’s  revealed  an 
evolving  inferior  infarction. 

The  night  of  the  20th  hospital  day  she  de- 
veloped increased  precordial  pain  at  7:15  p.m. 
Referring  to  the  nurses’  notes  of  the  general 
medical  floor,  the  patient  received  morphine 
at  7:30  p.m.  At  8:00  p.m.  the  floor  nurse 
noted  that  her  pain  was  “not  much  better” 
and  her  apical  rate  was  150  per  minute.  At 
8:15  p.m.  the  attending  physician  was  notified 
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of  the  continued  pain  and  the  rapid  rate. 
The  next  notation  reveals  that  intravenous 
procaine  amide  was  administered  at  9:00  p.m. 
by  the  attending  physician,  after  ventricular 
tachycardia  had  been  documented.  In  other 
words,  approximately  one  hour  elapsed  from 
probable  onset  to  therapy  for  this  patient’s  ar- 
rhythinia.  Please  be  reminded  that  most  small 
hospitals  do  not  enjoy  the  luxury  of  interns 
and  residents,  and  general  floor  nurses  are  not 
trained  to  replace  them. 

At  this  point  the  patient  was  placed  in  the 
ICU  and  monitored  continuously.  (I  might 
add  that  conversion  to  sinus  rhythm  had  oc- 
curred after  injection  of  2 cc  procaine  amide 
intravenously.)  During  the  ensuing  eight  days 
in  the  ICU  the  patient  continued  to  have  fre- 
quent episodes  of  ventricular  tachycardia. 
These  were  promptly  recognized  by  the  nurs- 
ing personnel,  documented  by  direct  write- 
out,  and  converted  with  either  intravenous 
xylocaine  or  procaine  amide. 

Nevertheless,  the  patient  continued  to  de- 
teriorate. Shock  comphcated  her  condition  on 
the  eighth  day  in  the  ICU,  and  on  the  ninth 
day  she  developed  ventricular  fibrillation.  The 
nursing  personnel  recognized  the  difficulty, 
documented  this  arrhythmia,  and  delivered 
countershock,  but  without  success.  This  first 
case,  although  a fatality,  demonstrated  that 
rapid  recognition  and  treatment  are  possible 
under  less  than  ideal  conditions. 

Another  interesting  patient  was  a 75  year  old 
male  who  developed  substernal  chest  pain 
while  driving  a tractor  May  29,  1967.  The 
pain  increased  and  he  was  admitted  to  the  gen- 
eral medical  floor.  Past  history  revealed  ex- 
ertional dyspnea  with  precordial  pain  over  a 
two  year  period.  On  admission  he  was  minimal- 
ly cyanotic  and  hypotensive.  Venous  pressure 
was  not  elevated;  there  were  fine  rales  in  the 
left  lung  base.  Heart  tones  were  distant  and 
an  S-3  gallop  was  present.  There  was  no 
peripheral  edema. 

Initial  transaminase  was  elevated;  an  elec- 
trocardiogram revealed  a right  bundle  branch 
block  and  evidence  of  an  acute  inferior  myo- 
cardial infarction.  Chest  x-ray  revealed  normal 
sized  heart  and  heavy  markings  in  the  right 
base. 

Anticoagulants  and  supportive  therapy  were 
instituted.  He  felt  fine  by  the  fourth  hospital 
day.  However,  serial  electrocardiograms  re- 
vealed prolongation  of  his  PR  interval  fol- 
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lowed  by  second  degree  heart  block  with 
Wenckebach  intervals.  The  fifth  day  he  was 
transferred  to  the  ICU  and  placed  “on  moni- 
tor”. During  the  next  24  hours  his  second 
degree  block  disappeared  as  did  the  prolonga- 
tion of  his  PR  interval.  Prior  to  the  disappear- 
ance of  the  second  degree  block,  the  reassur- 
ance of  a transvenous  catheter  would  have 
been  appreciated. 

He  returned  to  the  general  medical  floor  af- 
ter three  days  in  the  ICU  and  was  discharged 
home  June  15,  1967. 

In  the  months  of  May,  June,  and  July,  four 
patients  with  proven  myocardial  infarction 
were  placed  on  monitor  in  the  unit.  They  ex- 
hibited arrhythmias  varying  from  frequent 
VPC’s  to  ventricular  fibrillation,  premature  atri- 
al contractions,  to  atrial  fibrillation,  varying  de- 
grees of  block  and  short  periods  of  sinus  ar- 
rest. All  recovered,  except  the  first  case  pre- 
viously described. 

During  the  same  period  of  time,  three  non- 
infarction cases  were  treated  in  the  unit.  One 
with  PAT  had  chemical  conversion  while  “on 
monitor”.  The  remaining  two  were  traumatic 
cases,  both  surviving  closed  chest  massage  for 
cardiac  arrest  occurring  whUe  “off  monitor”. 
Since  the  arrests  were  not  documented 
electrocardiographically,  I cannot  determine 
whether  there  was  a bit  of  over-zealousness  on 
the  part  of  the  nursing  personnel  to  practice 
what  they  had  been  taught. 

In  the  same  period  of  three  months,  10 
patients  with  a diagnosis  of  proven  acute  myo- 
cardial infarction  were  admitted  to  and  treat- 
ed on  the  general  medical  floor  of  the  hospital. 
Three  exhibited  first  degree  block  on  serial 
electrocardiograms;  one  had  numerous  PVC’s 
and  one  a right  bundle  branch  block.  Only 
one  of  the  10  was  noted  to  develop  congestive 
failure.  All  recovered  and  were  discharged. 

Simultaneously,  12  cases  diagnosed  as  proba- 
ble myocardial  infarction  were  admitted  to  and 
treated  on  the  general  medical  floor.  Ten  re- 
covered, two  died — ^one  with  a left  bundle 
branch  block  followed  by  cardiac  arrest,  the 
other  in  congestive  failure  followed  by  nodal 
tachycardia. 

The  terms  proven  acute  myocardial  infarction 
versus  probable  acute  myocardial  infarction 
are  arbitrary  and  deserve  definition.  Patients 
with  significantly  elevated  transaminase  deter- 
minations in  addition  to  serial  electrocardio- 
graphic changes  consistent  with  a “through 
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and  through”  infarction  were  classified  as 
proven  acute  myocardial  infarction.  Those 
with  significantly  elevated  transaminase  stu- 
dies but  with  electrocardiographic  evidence  of 
ischemia  or  subendocardial  infarction  were 
termed  probable  acute  infarction. 

During  the  three-month  study  period  14 
proven  and  12  probable  acute  myocardial  in- 
farctions were  hospitalized.  Four  of  the  proven 
and  none  of  the  probable  infarctions  were  trans- 
ferred to  the  ICU.  One  proven  (in  ICU)  and 
two  probable  (not  in  ICU)  succumbed.  The 
three-month  mortality  rate  for  a total  of  26 
patients  was  12%.  This  is  statistically  mean- 
ingless. For  example,  in  the  two-year  period 
1965-1966  there  were  155  hospital  admissions 
diagnosed  as  proven  or  probable  acute  myo- 
eardial  infarction.  There  were  50  deaths  or  a 
mortality  rate  of  32%. 

In  summary,  the  following  points  of  interest 
have  been  reaffirmed  or  realized:  Patients 
with  acute  myocardial  infarction  will  be  admit- 
ted to  the  smallest  of  community  hospitals  as 


well  as  to  the  largest.  They  can  develop  seri- 
ous arrhythmias  in  either  place.  Prompt  recog- 
nition and  treatment  of  these  arrhythmias  will 
often  prevent  fatalities.  If  electronie  monitoring 
is  available,  many  serious  arrhythmias  can  be 
prevented.  Early  evidence  of  other  complica- 
tions such  as  failure  or  shock  can  be  detected 
best  under  constant  supervision.  A specially-de- 
signed and  -equipped  hospital  area  utilizing 
specially-trained  personnel  is  within  the  scope 
of  a small  community  hospital.  It  will  offer  the 
best  means  of  properly  caring  for  the  coronary 
patient.  Efficient  operation  can  be  achieved 
most  satisfactorily  when  thorough  communica- 
tion flows  between  all  pertinent  hospital  de- 
partments. The  introduction  of  such  a unit  up- 
grades medical  service  throughout  the  entire 
hospital.  I envision  small  areas  designed  to 
accommodate  not  only  patients  with  myocar- 
dial infarctions  but  patients  with  any  type  of 
heart  disease.  These  areas  should  permit  pri- 
vacy for  the  patient,  expert  nursing  super- 
vision, and  quick  availability  of  the  sophisti- 
cated electronic  equipment  available  today. 
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bt’s  be  specific  about  Campbell’s  Soups... 


There  are  more  than  30  million  people  in  America  who  are  overweight. 
During  the  next  year,  you  probably  will  see  more  than  1 ,000  of  them  in 
your  own  practice. 

One  good  way  to  help  these  patients  is  to  give  them  a reducing  diet 
based  on  ordinary  eating  patterns. 

Campbell  has  prepared  a sensible  plan  for  weight  control  based  on 
ordinary  eating  patterns.  The  plan  consists  of  a patient  in- 
struction booklet  and  a set  of  menus  which  provide  approxi- 
mately 1,200  calories  daily.  The  menus  are  balanced  to 
provide  the  minimum  daily  requirements  of  nutrients. 

To  obtain  a supply  for  your  office  write  to: 

Campbell  Soup  Company,  Box  265,  Camden,  N.  J.  08101 
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respiratory  infection 
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and 

for  a problem  pathogen 
in  the  hospital. 


"Staphylococcus  aureus 
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Results  of  a 1967  in  vitro— in  vivo 


orrelation  study  involving  116  patients  with  Gram-posi- 
: ve  coccal  infections  in  five  institutions.  All  patients 
I'ere  given  TAG  prior  to  determining  the  susceptibility 
f the  offending  organism. 
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I of  the 

organisms  were 
susceptible 

0 oleandomycin* 
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of  the 
patients 

I responded 

favorably 

1 to  TAOftriacetyloleandoniycin) 

En  some  cases  more  than  one  pathogenic  organism  was 
fl,5olated  from  the  patient. 
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study  II  Effect  of  oral  therapy  with 

TAG,  erythromycin,  and  cloxacillin  on  the  survival  time 
of  Rhesus  monkeys  after  intravenous  inoculations  of  le- 
thal doses  of  staphylococci,  phage  type  80/81. 

(8  monkeys  in  each  group) 

conclusion: 


*Under  the  conditions  of  this  study  and  the  doses  employed, 
it  was  found  that 


was  far  superior  to  erythro- 
mycin, as  was  cloxacillin,  a 
bactericidal  agent, and  of  par- 
ticular interest,"...  bacterio- 
static triacetyloleandomycin 
was  as  effective  or  perhaps 
superior  to  cloxacillin  in 
preventing  lethal  (staphylo- 
coccal, phage  type  80/81) 
infection.” 
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oleandomycin) 


*lt  should  be  pointed  out  that  results  obtained  in  an  exper- 
imental study  of  this  nature  may  not  necessarily  be  di- 
rectly extrapolated  to  the  clinical  situation  as  it  pertains 
to  man. 


BlIDICATIONS:  Include  streptococci,  staphylococci,  pneumococci  and  gonococci.  Recommended  for  acute,  severe  infections 
,,here  adequate  sensitivity  testing  has  demonstrated  susceptibility  to  this  antibiotic  and  resistance  to  less  toxic  agents, 
i 3NTRAINDICATI0NS  AND  PRECAUTIONS:  Not  recommended  for  prophylaxis  or  in  the  treatment  of  infectious  processes 
iihich  may  require  more  than  ten  days  continuous  therapy.  In  view  of  the  possible  hepatoxicity  of  this  drug  when  therapy 
Ifeyond  ten  days  proves  necessary,  other  less  toxic  agents  should  be  used.  If  clinical  judgement  dictates  continuation  of 
<jierapy  for  longer  periods,  serial  monitoring  of  liver  profile  is  recommended,  and  the  drug  should  be  discontinued  at  the 
fiirst  evidence  of  any  form  of  liver  abnormality.  When  treating  gonorrhea  in  which  lesions  of  primary  or  secondary  syphilis 
ie  suspected,  proper  diagnostic  procedures,  including  darkfield  examinations,  should  be  followed.  In  other  cases  in  which 
t|)ncomitant  syphilis  is  suspected,  monthly  serological  tests  should  be  made  for  at  least  four  months.  Contraindicated  in 
I'e-existing  liver  disease  or  dysfunction,  and  in  individuals  hypersensitive  to  the  drug.  Although  reactions  of  an  allergic 
Cature  are  infrequent  and  seldom  severe,  those  of  the  anaphylactoid  type  have  occurred  on  rare  occasions.  When  used  in 
jrreptococcal  infections,  therapy  should  be  continued  for  ten  days  to  prevent  the  development  of  rheumatic  fever  or 
^llomerulonephritis.  The  use  of  antibiotics  may  occasionally  permit  overgrowth  of  nonsusceptible  organisms.  A resistant 
fifection  or  superinfection  requires  re-evaluation  of  the  patient’s  therapy.  In  the  event  such  occurs  with  this  drug  the 
■riedication  should  be  discontinued,  and  specific  antibacterial  and  supportive  therapy  instituted. 

References:  1.  Isenberg,  H.  D.:  Clinical  Evaluation  of  Laboratory  Guidance  to 
''ntibiotic  Therapy;  Health  Laboratory  Science  (July)  1967.  2.  Saslaw,  S.,  Car- 
Isle,  H.  N.:  Studies  on  Therapy  of  Staphylococcal  Infections  in  Monkeys. 

!.  Comparison  of  Cloxacillin,  Triacetyloleandomycin  and  Erythromycin.  Proc. 
loc.  Exp.  Biol.  & Med.:  Vol.  125,  No.  4 (Aug.-Sept.)  1967. 
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LOMOTIL 

TABLETS/ LIQUID 

Each  tablet  and  each  5 cc.  of  liquid  contains: 


diphenoxylate  hydrochloride 2.5  mg. 

(Warning:  may  be  habit  forming) 
atropine  sulfate  0.025  mg. 


Malts  Diarrhea  Promptly 

in  children  with  . . . Gastroenteritis  ■ Spastic  bowel 
Influenza-like  infections  "Antibiotic-induced  diarrhea 


;Omotil  helps  get  children  with  diarrhea  off  toast  and  tea  and  back  to  normal 
lets  and  normal  activity  with  gratifying  dispatch.  ■ Lomotil  lowers  intestinal 

totihty  and  permits  absorption  of  excess  fluid.  This  usually  controls  diarrhea 
omptly.  ■ Moreover,  lowered  intestinal  motility  achieved  with  Lomotil  often 
jeheves  the  abdominal  cramps  and  discomfort  so  distressing  to  children. 


'recautions:  Lomotil  is  a Federally  exempt 
larcotic  preparation  of  very  low  addictive 
otential.  Recommended  dosages  should 
lot  be  exceeded,  and  medication  should  be 
ept  out  of  reach  of  children.  Should  acci- 
ental  overdosage  occur  signs  may  include 
evere  respiratory  depression,  flushing, 
ethargy  or  coma,  hypotonic  reflexes,  nys- 
agmus,  pinpoint  pupils,  tachycardia; 
ontinuous  observation  is  recommended. 
.lOmotil  should  be  used  with  caution  in  pa- 
ients  with  impaired  flver  function  or  those 
jaking  addicting  drugs  or  barbiturates. 

bde  Effects:  Side  effects  are  relatively  un- 
common but  among  those  reported  are 
gastrointestinal  irritation,  sedation,  dizzi- 
less,  cutaneous  manifestations,  rest- 
lessness, insomnia,  numbness  of  the 
extremities,  headache,  blurring  of  vision, 
swelling  of  the  gums,  euphoria,  depression 
and  general  malaise. 


Dosage:  The  recommended  initial  daily  dos- 
ages, given  in  divided  doses  until  diarrhea 
is  controlled,  are : 


Children:  Total  Daily  Dosage 

3-6  mo.  . .V2  tsp.*  t.i.d.  (3  mg.)  | | | 

6-12  mo.  .Vz  tsp.  q.i.d.  (4  mg.)  | | | 

1- 2  yr.  . . .Vz  tsp.  5 times  daily  (5  mg.)  | | | |[  | 

2- 5  yr.  . . .1  tsp.  t.i.d.  (6  mg.)  | | | 

5-8  yr.  . . .1  tsp.  q.i.d.  (8  mg.)  | | | | 

8-12  yr.  . .1  tsp.  5 times  daily  (10  mg.)  | | | | | 

Adufls;..2tsp.  5 times  daily  (20  mg.)||  ||  ||  |0  | 

or  2 tablets  q.i.d.  ••  ••  *•  •• 
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*Based  on  4 cc.  per  teaspoonful. 

Maintenance  dosage  may  be  as  low  as  one-fourth 
the  initial  daily  dosage. 
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Research  in  the 
Service  of  Medicine 


When  the  agitated 
businessman 
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shock— Current  Concepts  of  Etiology, 
Pathophysiology  and  Therapyt 

J.  Kent  Trinkle,  M.D.,* *  R.  Herman  Playforth,  M.D.,**  and 
Mark  A.  Fullmer,  M.D.*** 

Lexington,  Kentucky 


An  etiologic  classification  of  shock  is 
presented  and  the  various  metabolic  de- 
rangements which  comprise  the  shock 
syndrome  are  discussed.  The  value  of  a 
central  venous  pressure,  pH  and  oxygen 
saturation  as  a guide  to  fluid,  colloid 
and  buffer  therapy  is  emphasized. 

SHOCK  is  a misunderstood  and  frequently 
mistreated  clinical  syndrome.  Our  medical 
predecessors  defined  shock  as  a “momen- 
tary pause  in  the  act  of  death”  and  “the  body’s 
final  parry  to  the  trust  of  death.”"  Recent 
clinical  and  experimental  research  allow  a more 
scientific  approach  to  understanding  the 
mechanism  and  management  of  shock.  The  au- 
thors define  shock  as  the  syndrome  of  the  re- 
sponse to  cellular  hypoxia — although  the  etiolo- 
gy and  mechanism  may  vary,  the  final  com- 
mon physiological  lesion  is  cellular  hypoxia. 
As  stated  by  Haldane,-  “Hypoxia  not  only 
stops  the  machinery,  it  wrecks  it.” 

Classification 

The  classification  of  the  various  types  of 
shock  must  be  approached  on  the  basis  of  eti- 
ology since  all  types  rapidly  form  a similar 
syndrome  regardless  of  the  initial  metabolic  in- 
sult. 

1.  CARDIOGENIC  shock  is  defined  as  the 
shock  syndrome  initiated  by  failure  of  the  heart 
to  pump  an  adequate  volume  of  blood.  The 
initial  lesion  may  be  a myocardial  infarction, 
arrhythmia,  cardiac  tamponade,  pulmonary 
embolus  or  valvular  defect.  With  other  types 
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tucky Medical  Center.  Lexington 

*Instructor,  department  of  surgery,  and  director  of 
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**Chief  resident,  department  of  surgery.  Formerly 
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of  shock,  decreased  coronary  blood  flow,  aci- 
dosis and  metabolic  byproducts  may  cause 
secondary  cardiac  failure  thus  superimposing 
cardiogenic  shock  on  a shock  syndrome  of  dif- 
ferent etiology. 

2.  HYPOVOLEMIC  shock  may  be  pro- 
duced by  any  loss  of  intravascular  volume — 
whole  blood  (hemorrhage),  extracellular  fluid 
(dehydration),  or  plasma  (burns  and  malnutri- 
tion). The  volume  loss  may  be  external,  or  in- 
to the  intracellular  space,  body  cavities  and 
bowel  lumen. 

3.  SEPTIC  shock  is  produced  by  bacteria 
or  bacterial  products.  Gram  negative  organisms 
cause  an  intense  arteriolar  spasm  and  gram 
positive  organisms  produce  arteriolar  dilatation. 
The  net  effect  of  all  septic  shock  is  a de- 
crease in  capillary  blood  flow  and  increased 
permeability  of  the  capillary  wall  with  loss  of 
circulating  fluid  and  plasma  into  the  interstitial 
space. 

4.  HYPOXIC  shock  is  the  result  of  inade- 
quate oxygenation  of  arterial  blood  due  to 
respiratory  insufficiency.  Most  patients  can  tol- 
erate arterial  oxygen  desaturation  as  low  as 
85% — beyond  this  point  there  is  cellular  hy- 
poxia and  acidosis. 

5.  NEUROGENIC  shock  is  mentioned  only 
to  be  condemned.  The  term  implies  that  neu- 
rologic injuries  can  cause  a shock  syndrome 
— many  lives  have  been  lost  due  to  this  inaccu- 
rate concept.  It  is  safe  to  assume  that  neu- 
rogenic shock  does  not  occur  and  that  any 
patient  with  a head  or  spinal  injury  in  clinical 
shock  undoubtedly  has  associated  hypoxia, 
sepsis,  cardiac  failure  or  blood  loss. 

Cellular  Hypoxia 

Figure  1 briefly  diagrams  the  cellular  meta- 
bolism of  glucose.  Each  six-carbon  glucose 
molecule  is  converted  into  two  three-carbon 
pyruvate  molecules  with  the  release  of  two 
hydrogen  ions  and  energy  in  the  form  of 
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FIGURE  1.  An  abbreviated  diagram  of  glucose  metabolism. 
Each  6-carbon  glucose  mole:ule  yields  two  3-carbon 
pyruvate  molecules  with  the  release  of  energy  IE)  and 
two  hydrogen  ions  which  combine  with  oxygen  (0.,l  to 
form  water.  In  the  absence  of  O2,  the  hydrogen  ions 
combine  with  pyruvate  to  form  lactate.  At  each  sub- 
sequent degradation,  O2  is  consumed  and  energy  as  ATP 
plus  either  H.,0  or  CO.,  is  released. 


ATP.  The  hydrogens  ions  combine  with 
oxygen  to  form  water.  If  oxygen  is  not  avail- 
able, each  hydrogen  ion  combines  with  a py- 
ruvate molecule  to  form  lactate  which  then 
accumulates  as  a metabolic  waste.  At  each 
subsequent  step,  energy  is  released  and  oxygen 
is  utilized  to  combine  with  hydrogen  ions  to 
form  water  or  with  carbon  ions  to  form  car- 
bon dioxide.  The  water  and  carbon  dioxide 
are  excreted  and  the  energy  is  stored  as  phos- 
phate bonds  in  ATP.  If  oxygen  uptake  by  the 
cell  is  diminished,  glucose  metabolism  slows 
with  a decrease  in  ATP  and  an  increase  in 
hydrogen  ions.  Clinical  and  experimental  stu- 
dies indicate  that  in  shock  blood  lactate  in- 
creases,^’ * metabolic  acidosis  occurs-’  and 
tissue  stores  of  ATP  decrease.®  Isotope  dilu- 
tion studies  demonstrate  deficits  in  intravas- 
cular and  extracellular  volume  with  an  in- 
crease in  intracellular  water."  Due  to  the  lack 
of  energy  as  ATP,  the  sodium-potassium  pump 
fails  and  intracellular  potassium  is  released  in- 
to the  extracellular  and  intravascular  spaces.'*^ 
As  cellular  energy  stores  are  further  depleted, 
protein  synthesis  stops  and  there  is  a break- 
down of  the  lysosomes  with  the  release  of 


enzymes  (protease,  esterase,  and  phosphatase) 
with  autodigestion  and  destruction  of  the  cell.® 
At  this  point  the  machinery  is  wrecked. 

Microcirculation 

The  microcirculation  is  diagramed  in  figure 
number  2.  Microcirculation  refers  to  an  indi- 
vidual arteriole  and  venule  with  the  interposed 
capillary  bed.  Blood  flow  through  the  microcir- 
culation is  regulated  by  the  mean  pressure 
gradient  and  the  total  resistance  between  the 
arteriole  and  venule.  The  mean  A-V  gradient 
may  vary  between  40  and  100  mm  Hg — a 
250%  change.  Resistance  is  altered  by  changes 
in  three  factors : 1 ) critical  closing  pressure 
(capillary  intraluminal  pressure  minus  tissue 
pressure),  2)  viscosity  of  the  blood,  and  3) 
vascular  tone.^® 

Vascular  tone  alteration  is  by  far  the  most 
important  factor  in  regulating  flow  in  the 
microcirculation  and  is  influenced  by  the  fol- 
lowing mechanisms; 

1)  Neurogenic — somatic  afferent  (sensory) 
fibers  respond  in  a reflex  fashion  to  either  pain 
or  irritation  by  dilating  the  underlying  capillary 
bed.  Autonomic  vasoconstrictor  fibers  from  the 
thoracolumbar  ganglia  supply  all  arterioles, 
except  those  in  the  heart  and  brain,  and  re- 
lease norepinephrine  at  the  myoneural  junc- 
tion producing  vasoconstriction.  The  lack  of 
vasoconstrictor  fibers  in  the  arterioles  in  the 
heart  and  brain  explain  the  disproportionate 
maintenance  of  blood  flow  to  these  two  or- 
gans during  shock  when  the  rest  of  the  vascu- 


AV^— arteriovenous  shunt,  C — capillary,  and  S^pre- 

capillary  sphincter.  Normally  all  blood  flow  is  through 
the  metarteriole  and  AV  shunt  but  during  periods  of  in- 
creased metabolic  activity  the  entire  capillary  bed  may 
be  perfused. 
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lar  tree  is  in  a state  of  vasoconstriction.  There 
are  also  autonomic  vasodilator  fibers  which  run 
with  the  vasoconstrictors,  but  have  a different 
central  connection.  These  fibers  supply  the 
viscera  and  produce  active  vasodilation. 

2)  Humoral  control  of  the  microcirculation 
is  primarily  the  function  of  the  catechola- 
mines— epinephrine  and  norepinephrine.  Epi- 
nephrine acts  on  both  the  arterioles  and  the 
precapillary  sphincters  to  decrease  skin  flow 
and  increase  muscle  flow.  The  catecholamines 
act  on  receptors  in  the  circular  smooth  muscle 
in  the  vessel  wall — alpha  receptors  produce 
vasoconstriction  and  beta  receptors  produce 
vasodilation.  Thus  the  different  response  of 
vessels  in  the  skin  and  muscle  is  due  to  the 
difference  in  the  distribution  of  alpha  and  beta 
receptors.  Norepinephrine  acts  only  on  the  al- 
pha receptors  and  therefore  produces  only 
vasoconstriction.  Other  humoral  agents  such 
as  histamine,  bradykinin,  kallidin  and  oxyto- 
cin are  vasodilators  and  counteract  the  vaso- 
constrictive effects  of  the  catecholamines. 

3)  Local  regulation — The  smooth  muscle  in 
the  arterioles  and  precapillary  sphincters  has 
autogenous  tone.  An  isolated  arteriole  remains 
in  a state  of  partial  contraction.  Physical  fac- 
tors such  as  cold,  trauma,  and  intraluminal 
pressure  may  increase  the  autogenous  tone.  In- 
creased metabolic  activity  of  the  adjacent  tis- 
sues will  decrease  the  smooth  muscle  vascular 
tone  independent  of  neural  and  humoral  in- 
fluences— perhaps  in  response  to  PO2,  PCOo 
or  pH  changes.^® 

The  functions  of  the  microcirculation  are 
gas,  solute  and  fluid  exchange.  The  efficiency 
of  these  functions  is  regulated  by  the  total  sur- 
face area  of  capillaries  being  perfused  and  the 
time  blood  is  in  contact  with  the  capillary  wall. 
When  blood  flow  through  an  arteriole  in- 
creases and  precapillary  sphincters  relax  to  per- 
I fuse  a greater  proportion  of  the  capillary  bed, 
the  efficiency  of  these  functions  increases.  If 
! the  arteriole  and  precapillary  sphincters  con- 
tract, the  function  of  the  capillary  bed  de- 
creases. 

Pathophysiology 

Every  organ  participates  in  the  shock  syn- 
drome by  altering  its  function  as  a defense 
against  the  metabolic  insult.  The  physiologic 
alteration  is  qualitatively  similar  in  all  forms 
of  shock  regardless  of  the  precipitating  insult. 
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1.  Cardiac;  The  initial  cardiac  response  is  a 
decrease  in  output.  This  is  counteracted  by  the 
pressure  receptors  in  the  aortic  arch  and  the 
carotid  sinus  which,  in  response  to  hypotension, 
induce  a reflex  increase  in  heart  rate,  stroke 
volume  and  vasoconstriction.  Blood  pressure 
may  remain  normal  until  severe  shock  is  pres- 
ent due  to  the  action  of  the  pressure  receptors. 
The  decreased  capillary  perfusion  and  cellu- 
lar hypoxia  in  turn  result  in  acidosis  and  the 
production  of  certain  humoral  factors  which  di- 
rectly depress  myocardial  contractility  thus  per- 
petuating the  decreased  cardiac  output.  Left 
atrial  and  central  venous  pressure  are  intially 
low  but  later  rise  as  the  myocardium  fails.” 

2.  Pulmonary:  The  chemoreceptors  in  the 
lungs  respond  to  acidosis  by  hyperventilation 
which  increases  acid  excretion  in  the  form  of 
CO2.  As  shock  progresses  there  is  a loss  of 
pulmonary  elasticity  due  to  the  sequestration 
of  fluid  in  the  interstitial  space  and  increased 
capillary  permeability  with  pulmonary  edema.* 
There  is  also  a decrease  in  surfactant  which 
promotes  atelectasis.  Pulmonary  arteriolar 
vasoconstriction  causes  pulmonary  hyperten- 
sion and  the  sequestration  of  red  blood  cells 
within  the  pulmonary  capillaries. 

3.  Renal:  During  shock,  renal  blood  flow  is 
decreased  and  the  kidneys  conserve  circulat- 
ing volume  by  decreasing  the  output  of  water 
and  sodium.  Urine  volume  decreases  with  an 
increase  in  specific  gravity  and  a sodium  con- 
centration below  40  meg./L.  Acid  excretion 
by  the  kidneys  reaches  a maximum  of  225 
meq./day  compared  to  30,000  meg./day  by 
the  lungs.  However,  only  the  kidneys  can 
excrete  the  organic  anions.^* 

4.  Blood;  During  shock  the  blood  buffer  re- 
serves are  diminished  by  combining  with  hydro- 
gen ions.  Normal  total  body  buffering  capacity 
is  approximately  900  meq.^*  The  CO2 
combining  power  and  pH  decrease  and  the 
venous  oxygen  saturation  falls  due  to  the  low 
cardiac  output  and  extraction  of  a greater  per- 
centage of  the  blood  oxygen.  Coagulation  de- 
fects may  occur  due  to  wide-spread  intra- 
vascular clotting  in  the  microcirculation.” 

5.  Adrenal:  The  secretion  of  cortisol  and 
epinephrine  by  the  adrenal  glands  increases  in 
shock. 

6.  Pancreas:  Pancreatic  ischemia  during 

shock  releases  proteolytic  enzymes  which  act 
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on  a plasma  factor  to  produce  kallidin — a central  venous  pressure,  pH,  and  oxygen  satu- 

vasodilatord**  ration. 


7.  Gastrointestinal:  Decreased  blood  flow  to 
the  GI  track  during  shock  results  in  mucosal  is- 
chemia and  a decrease  in  mucin  production 
which  favors  peptic  ulceration.  Gastrointestinal 
hemorrhage  is  frequent  in  shock. 

8.  Reticuloendothelial  system:  The  RE 

system  is  depressed  during  shock  resulting  in  a 
decrease  in  antibody  production  and  phagocy- 
tosis. Patients  in  shock  are  more  susceptible 
to  infections.^® 

Clinical  Diagnosis  of  Shock 

A frequently  heard  phrase  is  that  “the  pa- 
tient looks  shocky.”  There  are  a number  of 
clinical  signs  which  the  astute  clinician  recog- 
nizes as  comprising  the  shock  syndrome.  The 
patient  is  disoriented,  skin  and  mucous  mem- 
branes are  pale  and  cold,  and  the  nail  beds 
refill  slowly  after  blanching.  The  neck  veins  are 
usually  flat  and  peripheral  veins  fill  slowly. 
The  pulse  is  rapid  and  sometimes  difficult  to 
palpate  due  to  vasoconstriction.  Respirations 
are  deep  and  rapid  due  to  acidosis.  Urine  out- 
put is  decreased  with  a high  specific  gravity. 
The  arterial  pressure  may  be  normal  initially 
since  hypotension  is  a late  sign  of  shock. 

A valuable  asset  in  the  diagnosis  and  treat- 
ment of  shock  is  a central  venous  catheter — a 
large  caliber  plastic  catheter  inserted  into  the 
superior  vena  cava  by  way  of  the  antecubital, 
external  jugular  or  subclavian  vein.  Central 
venous  pressure  is  normally  3 to  6 cm.  H^-O, 
but  in  shock  the  pressure  is  low  or  negative. 
The  catheter  can  be  used  for  pressure  measure- 
ments. as  a “life-line”  for  the  rapid  infusion 
of  fluid  and  colloid,  and  as  a source  for  central 
venous  blood  samples  for  pH  and  saturation. 
Central  venous  pH  is  normally  between  7.30 
and  7.40  and  oxygen  saturation  above  659^. 
In  shock  the  venous  pH  falls  due  to  metabolic 
acidosis  and  the  oxygen  saturation  decreases 
due  to  the  low  cardiac  output.  Venous  pH  be- 
low 7.20  indicates  serious  acidosis  and  venous 
oxygen  saturation  below  50%  a dangerously 
low  cardiac  output.  More  complex  measure- 
ments such  as  cardiac  output,  cardiac  index 
and  blood  volume  are  rarely  available  and  sel- 
dom yield  as  valuable  information  as  the 
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Therapy  of  Shock 

Therapy  of  shock  should  be  directed  first  to 
alleviate  the  etiology  and  second  to  correct  the 
various  metabolic  changes  which  accompany 
shock. 

1)  Volume  replacement:  In  all  forms  of 
shock,  except  perhaps  pure  cardiogenic,  there 
is  a deficit  in  the  intravascular  and  extracellu- 
lar volume.  The  loss  of  volume  may  be  ex- 
ternal as  in  hemorrhage  or  dehydration,  into 
the  intracellular  space  as  in  sepsis,  or  into  the 
various  body  cavities.  Circulating  volume 
should  be  restored  rapidly  with  both  fluid  and 
colloid  until  the  central  venous  pressure  rises 
to  8-10  cm.  Cardiac  filling  and  cardiac  output 
improve  when  the  central  venous  pressure  is 
higher  than  normal  levels  and  massive  volumes 
of  fluid  and  colloid  are  sometimes  needed  to 
correct  the  deficit.  The  first  line  of  defense  in 
volume  replacement  should  be  lactated  Ringers 
solution  or  normal  saline.  The  concept  that  pa- 
tients losing  blood  need  blood  or  plasma  is  not 
always  valid.  As  much  as  20%  (800-1 200cc) 
of  the  circulating  blood  volume  can  be  lost 
and  replaced  with  only  saline  or  lactated  Rin- 
gers solution;  however,  approximately  four 
times  the  volume  of  shed  blood  should  be  ad- 
ministered (4,000  cc  for  a 1,000  cc  blood 
loss).'^  -*’  Hemodilution  to  a hematocrit  of 
20%  or  25%  may  even  be  beneficial  by  pre- 
venting sludging  of  red  blood  cells  and  intra- 
vascular coagulation  in  the  microcirculation.^^ 

Urine  output  and  specific  gravity  should  be 
monitored  hourly  and  fluid  replacement  con- 
tinued until  the  output  is  above  50  cc/hr  and 
specific  gravity  below  1.020.  In  the  presence 
of  a low  urine  output,  a urine/blood  urea 
ratio  above  15/1  or  a urine  sodium  concentra- 
tion below  40  meq./L,  indicates  good  renal 
function  but  decreased  renal  blood  flow  due 
to  a volume  deficit. 

Acidosis  should  be  corrected  with  intra- 
venous sodium  bicarbonate  which  is  available 
in  50  cc  ampules  containing  44  meq.  Patients 
in  profound  shock  may  require  as  much  as 
100-200  cc  of  this  solution  to  correct  the  me- 
tabolic acidosis.  Periodic  central  venous  pH 
measurements  are  a good  guide. 
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Antibiotics  are  frequently  utilized  prophylac- 
tically  due  to  the  depression  of  the  reticuloen- 
dothelial system  and  the  increased  susceptibili- 
ty of  the  patient  to  infection. 

Vasopressors  are  mentioned  only  to  be  con- 
demned. Shock  is  usually  accompanied  by  pro- 
found peripheral  vasoconstriction  resulting  in 
decreased  tissue  blood  flow  and  cellular  hy- 
poxia— vasopressors  only  intensify  this  me- 
chanism. Perhaps  the  only  vasopressor  which 
is  beneficial  in  shock  is  isoproterenal  (isu- 
prel)  which  has  positive  inotrophic  and  chrono- 
trophic  cardiac  effects,  but  which,  unlike 
other  vasopressors,  decreases  peripheral  vascu- 
lar resistance.  There  is  some  evidence  that 
vasodilating  agents  such  as  di-benzyline,  regi- 
tine  and  thorazine  are  beneficial  in  shock 
by  counteracting  vasoconstriction. 

Other  supportive  measures  of  value  in 
shock  include  steroids  to  decrease  capillary 
fragility,  nasal  oxygen  and  respiratory  support 
to  increase  arterial  oxygen  content,  osmotic 
diuretics  such  as  mannitol  to  prevent  renal  tubu- 
lar necrosis,  digitalis  to  increase  cardiac  con- 
tractility and  hypothermia  to  decrease  the 
body’s  metabolic  needs. 

Summary 

An  etiologic  classification  of  shock  is  present- 
ed and  the  various  metabolic  derangements 
which  comprise  the  shock  syndrome  are  dis- 
cussed. The  ultimate  common  metabolic  lesion 
in  all  types  of  shock  is  cellular  hypoxia  with 
metabolic  acidosis  and  depletion  of  energy 


stores.  The  value  of  a central  venous  pressure, 
pH  and  oxygen  saturation  as  guide  to  fluid,  col- 
loid and  buffer  therapy  is  emphasized. 
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Home  Evaluation  Forms  For 
High-risk  Infantst 

Guy  C.  Cunningham,  M.D.* * 


Your  study  committee  to  lower  perinatal 
mortality  and  morbidity  in  the  common- 
wealth is  pleased  to  report  that  its  home 
evaluation  forms  for  low  birth  weight  and 
other  high-risk  newborns  submitted  to  the 
House  of  Delegates  was  adopted  for  imple- 
mentation. The  form  results  from  the  combined 
efforts  of  your  study  committee,  the  Committee 
on  Fetus  and  Newborn  of  the  Kentucky  Chap- 
ter, American  Academy  of  Pediatrics  and  the 
Kentucky  State  Department  of  Health,  Division 
of  Maternal  and  Child  Health. 

Forms  will  be  distributed  by  resident  county 
health  departments  to  all  Kentucky  hospitals 
providing  nursery  facilities.  The  request  for 
home  evaluation  is  initiated  by  the  attending 
physician.  This  form  containing  identifying 
information  and  brief  statement  of  problem  is 
forwarded  to  the  resident  county  health  de- 
partment as  soon  as  it  is  determined  that  the 
infant  will  survive. 

The  public  health  nurse  will  make  the  home 
visit  and  return  the  evaluation  form  to  the 
nursery  chart  and  a copy  to  the  physician  who 

f Report  of  Perinatal  Mortality  and  Morbidity  Study 
Committee 

*Chairman  of  the  Perinatal  Mortality  and  Morbidity 
Study  Committee  practicing  in  Ashland 


will  see  the  infant  for  continuing  medical  care. 
The  evaluation  form  provides  information  re- 
lating to  health  of  others  in  home;  communi- 
cable diseases;  home  environment;  equipment 
available  for  infant  care  and  ability  and  at- 
titude of  person  who  will  care  for  infant. 

A notice  of  discharge  will  be  forwarded  to 
the  resident  county  health  department  if  this 
is  the  facility  that  will  provide  all  or  part  of 
continuing  care,  or  if  the  attending  physician 
wishes  the  public  health  nurse  to  make  further 
home  visits  in  the  infant’s  behalf. 

The  Kentucky  State  Department  of  Health 
has  given  priority  to  this  group  of  high-risk 
infants.  It  is  proposed  that  requests  be  limited 
to  low  birth  weight  infants  and  other  infants 
deemed  high-risk  because  of  special  medical, 
surgical  and  environmental  problems. 

The  purpose,  of  course,  and  anticipated  re- 
sults of  this  cooperative  effort  will  be  a signifi- 
cant reduction  in  mortality  and  morbidity  of 
those  infants  who  are  survival  risks  at  the 
time  of  nursery  discharge. 

We  are  most  grateful  to  the  Department  of 
Maternal  and  Child  Health,  Kentucky  State 
Department  of  Health  for  their  splendid  co- 
operation and  many  hours  given  to  this  task. 
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Polluted  Air 


ON  EVERY  hand,  in  every  public  medi- 
um of  communication,  we  find  increas- 
ingly frequent  discussions  of  the  air  we 
breathe.  Auto  makers,  politicians,  engineers, 
industrialists,  and  most  of  all  just  plain  citizens 
— all  are  concerned  and  becoming  more  so. 
Hazy,  acrid,  odorous,  dusty  air  is  a fact  of 
life  to  those  who  live  in  urban  areas,  but  in 
many  rural  areas  piles  of  mining  refuse  (“gob 
piles”)  burn  for  years  on  end,  and  charcoal 
burning  operations,  rock  crushing  plants,  fer- 
tilizer factories,  etc.  dot  the  landscape — and 
pollute  the  air.  Focal  points  in  Kentucky  in- 
clude the  following  areas:  Ashland-Ironton- 
Huntington,  Maysville,  Cincinnati-Newport- 
Covington,  Louisville-New  Albany-Jefferson- 
ville,  Henderson-Owensboro-Evansville,  Cal- 
vert City-Paducah. 

In  the  United  States,  yearly,  142  million 
tons  of  pollutants  are  pumped  into  the  air. 
Sixty  percent  of  this  total  is  due  to  motor  ve- 
hicles, 30  percent  to  industries  and  power- 
plants,  and  about  10  percent  to  space  heating 
and  refuse  disposal.  Efforts  at  control  of  these 
sources  are  being  made,  although  at  present 
these  efforts  are  in  a considerable  state  of 
flux. 

One  of  the  sources  of  confusion  lies  in  the 
definition  of  the  term  “smog.”  Authorities  now 
seem  to  agree  that  what  they  call  “photochemi- 
cal smog” — as  seen  classically  in  the  Los  An- 
geles area — is  one  type,  but  not  the  only  type, 
of  air  pollution.  It  is  thought  to  be  due  to  the 
interaction  of  oxidants  and  certain  hydrocar- 
bons (such  as  found  in  auto  exhaust)  under 
the  influence  of  sunlight.  On  the  other  hand, 
the  so-called  “London”  or  “Donora”  smog  is 
characterized  by  a high  content  of  smoke,  sul- 
fur compounds,  and  fly  ash  in  a coal-burning, 
cold  or  foggy  area.  The  former  is  thought  to 
be  less  medically  dangerous,  at  least  in  the 
short  term,  than  the  latter. 


Anyone  who  has  bought  a new  car  since 
1963  has  had  PCV,  or  Positive  Crankcase 
Ventilation,  working  for  him.  This  system  con- 
sumes the  fuel-air  “blowby”  that  used  to  col- 
lect in  the  crankcase  area  and  be  vented  over- 
board; such  “blowby”  accounted  for  up  to  30 
percent  of  the  engine’s  hydrocarbon  pollution. 

All  1968  cars  have,  in  addition,  a system  of 
exhaust  emission  control — usually  a belt-driven 
pump  which  injects  fresh  air  into  the  exhaust 
manifold  in  a regulated  amount,  thereby  fur- 
ther oxidizing  the  remaining  partially  burned 
exhaust  hydrocarbons  to  carbon  dioxide  and 
water.  This  type  of  system  will  reduce  hydro- 
carbon emissions  by  60  percent  and  carbon 
monoxide  emissions  by  50  percent.  This  is 
good,  and  considerably  better  than  no  controls 
at  all,  but  the  population  of  this  country  is 
increasing  at  the  rate  of  four  million  per  year 
(mostly  in  cities)  and  we're  producing  new 
cars  at  more  than  twice  that  rate — over  nine 
million  per  year. 

Control  of  contaminants  from  industrial 
sources  has  cost  industry  many  millions  of  dol- 
lars. Gases  can  be  washed  out  by  “scrub- 
bers”, absorbed  on  charcoal,  or  burned  to 
harmless  byproducts.  Particles  can  be  filtered, 
electronically  precipitated,  or  even  centrifuged. 
The  cost  varies  from  $0.10  per  cubic  foot  per 
minute  of  air  handled  up  to  $10  per  cubic 
foot  in  certain  cases.  A single  precipitator  for 
a power  plant  stack  may  cost  well  over  $1 
million.  Regional  control  commissions,  with 
rules  and  the  power  to  enforce  them,  are  ob- 
viously necessary  in  this  field.  If  control  stand- 
ards can  be  applied  equally  to  all  similar  in- 
dustries, they  can  all  still  competitively  sur- 
vive— ^but  the  cost  will  be,  of  course,  passed 
on  to  the  consumer  (as  is  the  case  with  fed- 
eral regulations  and  the  automobile  control  de- 
vices). 
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Strict  medical  standards  of  air  purity  are,  as 
you  might  imagine,  hard  to  come  by,  and  the 
debate,  even  among  the  medical  profession, 
about  the  relative  hazards  of  various  types  of 
pollution  is  intense.  Alton  Ochsner,  M.D.,  for 
instance  in  a recent  column  re-emphasizing 
the  carcinogenic  potential  of  cigarette  smoking, 
says  of  urban  air  pollution,  “It  is  unpleasant 
and  costly  since  it  besmudges  many  things,  but 
is  it  really  hazardous?”  Other  authorities,  cit- 
ing urban  vs.  rural  cancer  rates,  quickly  re- 
plied that  it  certainly  appears  to  be  so.  All  are 
agreed  that  dirty  air  is,  however,  physically 
undesirable  at  the  very  least,  as  well  as  eco- 


nomically and  esthetically  depressing.  The 
federal  government,  under  its  Air  Quality  Act 
of  1967,  has  empowered  HEW  to  spend  $428 
million  in  the  next  three  years  seeking  solu- 
tions. Kentucky  has  an  Air  Pollution  Control 
Program;  many  areas  in  the  state  have  local 
or  regional  programs. 

We  should,  as  physicians,  taxpayers,  and 
citizens,  be  knowledgeable  in  this  field,  and 
offer  what  help  we  can  to  those  interested  in 
establishing  guidelines  or  regulations.  Any 
comments  or  suggestions  you  may  have  con- 
cerning this  subject  will  be  welcomed  here  at 
KMA. 

Walter  I.  Hume,  Jr.,  M.D. 


Report  Of  The 

Health  Manpower  Commission 


IN  RECENT  months  physicians  have  be- 
come increasingly  aware  of  the  potential 
that  the  Regional  Medical  Programs  and 
the  Comprehensive  Health  Planning  Act  have 
for  effecting  the  form  of  medical  practice.  A 
new  document  has  only  recently  been  released 
which  may  prove  to  have  considerable  influ- 
ence over  the  system  of  medical  practice  in 
this  country.  This  document  is  the  Report  of 
the  National  Advisory  Commission  on  Health 
Manpower. 

Early  in  the  Report  it  is  stated  that  there  is 
a crisis  in  American  health  care  today  and 
this  crisis  not  only  involves  number  of  health 
personnel  available  but  also  the  system  of 
health  care.  The  members  of  the  Commission 
state  that  they  have  put  the  needs  of  the  patient 
first  in  developing  their  recommendations.  No 
one  would  argue  with  putting  the  needs  of  the 
patient  first  but  there  are  differences  of  opin- 
ion as  how  best  to  meet  these  needs. 

Some  of  the  statistics  released  in  the  Report 
are  of  interest.  For  example,  the  Report  states 
that  less  than  two  percent  of  today’s  medical 
graduates  go  into  general  practice.  It  is  stated 
that  only  75  percent  of  the  available  positions 
in  approved  intern  and  residency  programs  are 
now  filled.  The  data  concerning  foreign  medi- 
cal graduates  indicates  that  about  7,000  gradu- 
ates of  foreign  medical  schools  enter  the  United 
States  each  year.  At  the  present  time  there 


are  more  than  40,000  foreign  medical  gradu- 
ates in  the  United  States  and  this  makes  up 
14  percent  of  the  active  physicians  in  the  coun- 
try. 

It  is  the  recommendation  of  the  Commission 
to  expand  the  capacity  of  the  existing  medical 
schools  and  to  continue  to  develop  new  ones. 
The  same  recommendation  is  made  in  regard 
to  what  is  considered  to  be  a shortage  of  den- 
tists. With  the  shortage  of  nurses  the  situation 
is  somewhat  different  in  that  there  are  more 
places  available  in  nursing  schools  than  there 
are  candidates  to  fill  them.  It  is  estimated  that 
there  are  between  500,000  and  600,000  quali- 
fied nurses  in  the  country  who  are  not  active 
in  the  profession.  Methods  of  attracting  some 
of  these  nurses  back  to  either  full  or  part  time 
active  duty  remain  to  be  developed. 

For  the  section  of  the  Report  having  to  do 
with  the  quality  of  medical  care  certain  studies 
are  used  to  indicate  that  patients  in  hospitals, 
particularly  community  hospitals,  sometimes 
do  not  receive  optimal  care  as  judged  by  ex- 
pert consultants.  As  a result  of  this  conclusion 
the  Commission  recommends  that  professional 
societies  and  state  governments  should  explore 
the  possibility  of  periodic  relicensing  of  physi- 
cians and  other  health  professionals.  It  is  stated 
that  relicensure  could  be  granted  either  upon 
certification  of  acceptable  performance  in  con- 
tinuing education  programs  or  upon  the  basis 
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of  challenge  examinations  in  the  practitioner’s 
specialty. 

Along  this  same  line  the  Commission  re- 
views some  of  the  present  methods  of  moni- 
toring patient  care  such  as  the  work  of  the 
Joint  Commission  on  Accreditation  of  Hospi- 
tals, county  society  grievance  committees  and 
hospital  utilization  review  committees.  The 
Report  recommends  that  professional  societies, 
insurance  organizations  and  government  should 
extend  the  development  and  effective  use  of  a 
variety  of  peer  review  procedures  in  maintain- 
ing high  quality  health  and  medical  care. 

Other  parts  of  the  Report  have  to  do  with 
additional  requirements  of  training  for  foreign 
medical  graduates,  research  and  development 
in  the  area  of  emergency  medical  care  and 
more  responsible  and  effective  use  of  military 
medical  manpower.  In  the  section  having  to  do 
with  improving  hospital  organization  and  man- 
agement the  Report  recommends  that  medical 
and  hospital  associations  should  jointly  explore 
means  to  increase  the  physicians’  responsibili- 
ty for  the  successful  and  economical  manage- 
ment of  hospital  operations.  It  recommends 
the  placing  of  physicians  on  hospital  boards 
which  the  Kentucky  Medical  Association  has 
gone  on  record  of  favoring. 


One  of  the  recommendations  of  the  Com- 
mission that  could  have  a major  effect  on 
health  care  in  the  future  has  to  do  with  the 
creation  of  a Council  of  Health  Advisers.  The 
council  would  be  composed  of  nongovernment 
experts  and  would  have  much  of  the  responsi- 
bility of  originating  and  coordinating  govern- 
ment efforts  in  the  health  care  area.  The  re- 
ports of  such  a council  would  be  made  to  the 
President  and  the  public  through  the  Secretary 
of  Health,  Education,  and  Welfare. 

Chairman  of  the  National  Advisory  Com- 
mission on  Health  Manpower  was  Mr.  J.  Ir- 
win Miller  of  Columbus,  Indiana.  There  were 
14  additional  members  which  included  four 
university  presidents,  a newspaper  publisher,  a 
banker,  a medical  school  dean,  a labor  leader, 
a consultant  in  a large  clinic,  the  president 
of  The  Commonwealth  Fund,  president  of  the 
Brookings  Institution,  a university  vice-presi- 
dent, a faculty  member  of  a school  of  public 
health  and  the  president-elect  of  the  American 
Medical  Association.  There  is  much  in  the  Re- 
port that  is  controversial  and  physicians  will 
need  to  become  familiar  with  its  contents  as 
it  is  certain  to  receive  close  attention  by  those 
in  and  out  of  government  that  have  to  do 
with  health  matters. 

Walter  S.  Coe,  M.D. 
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when  he  just  can^t  sleep 

Tuinal 

One-Half  Sodium  Amobarbit:al  anc 
One-Half  Sodium  Secobarbita 
supplied  in  and  3-grain  Pulvule: 


luinal  helps  wakeful  patients  fall  asleep  fast,  stay 
sleep  all  night. 

idicQtions;  Tuinal  is  indicated  for  prompt  and  moder- 
tely  long-acting  hypnosis.  It  is  not  suitable  for  con- 
nuous  daytime  sedation. 

ontraindications:  Barbiturates  should  not  be  adminis- 
:red  to  anyone  with  a history  of  porphyria,  nor  should 
ley  be  given  in  the  presence  of  uncontrolled  pain,  be- 
luse  excitement  may  result. 

/arning;  May  be  habit-forming. 

recautions;  Tuinal  should  be  used  cautiously  in  pa- 
ents  with  decreased  liver  function,  since  prolongation 
f effect  may  occur. 

dverse  Reactions:  Idiosyncrasy,  such  as  excitement, 
angover,  or  pain,  may  appear.  Hypersensitivity  reac- 


tions occur  in  some  patients,  especially  in  those  with 
asthma,  urticaria,  or  angioneurotic  edema. 

Overdosage:  C.N.S.  depression.  Symptoms — Depression 
of  respiration  and  of  superficial  and  deep  reflexes,  slight 
constriction  of  the  pupils  [in  severe  poisoning,  dilation], 
decreased  urine  formation,  lowered  body  temperature, 
coma.  Treatment — Symptomatic  and  supportive  (gastric 
lavage;  intravenous  fluids;  maintenance  of  blood  pres- 
sure, body  temperature,  and  adequate  respiration].  Di- 
alysis may  speed  removal  of  barbiturates  from  body 
fluids. 


Dosage:  50-200  mg.  [14-3  grains]  at  bedtime. 

[031767] 


Additional  information  available  to  physicians  upon  request. 
Eli  Lilly  and  Company  • Indianapolis,  Indiana  46206 


800865 


It  is  the  responsibility  of  the  American  CDedical  Association,  as  the  representative  of  the 
American  medical  profession,  to  continue  to  foster  the  advancement  of  medical  science  and  the 

health  of  the  American  people. 

Its  continuing  purposes  are  to  meet  this  responsibility  through  the  following  means: 


1,  ‘By  encouraging  the  further  development  of 
medical  knowledge,  skills,  techniques  and  drugs; 
and  by  maintaining  the  highest  standards  of 
practice  and  health  care. 

2..  ‘By  creating  incentives  to  attract  inci'easing 
numbers  of  capable  people  into  medicine  and 
other  health'care  professions. 

3.  ‘By  advancing  and  expanding  the  education 
of  physicians  and  other  groups  in  the  health' 
care  field. 

4.  ‘By  motivating  skilled  physicians  who  have 
the  art  of  teaching  to  apply  themselves  to 
developing  new  generations  of  excellent 
practitioners. 

5.  ‘By  fostering  programs  that  will  encourage 
medical  and  health  personnel  to  serve  voluit' 
tarily  in  the  areas  of  need  for  medical  care. 

O.  ‘By  developing  techniques  and  practices  that 
will  moderate  the  costs  of  good  medical  and 
health  care. 


7.  ‘By  seeking  out  and  fostering  means  of 
making  all  health  care  facilities  — physicians’ 
offices,  hospitals,  laboratories,  clinics  and 
others  — as  efficient  and  economical  as  good 
medical  practice  and  attention  to  human  values 
will  permit. 

6.  ‘By  combining  the  utilization  of  the  latest 
knowledge  for  pi'evention  and  treatment  with 
the  vital  healing  force  of  the  physician’s  per 
sonal  knowledge  of  and  devotion  to  his  patient. 

9.  lay  maintaining  the  impetus  of  dedicated 
men  and  women  in  providing  excellent  health 
care  by  preserving  the  incentives  and  effective- 
ness  of  unshackled  medical  practice. 

10.  ‘By  maintaining  the  highest  level  of  ethics 
and  professional  standards  among  all  members 
of  the  medical  profession. 

11.  ‘By  continuing  to  provide  leadership  and 
guidance  to  the  medical  profession  of  the  world 
in  meeting  the  health  needs  of  changing 
populations. 


* Enacted  at  1967  AMA  Clinical  Convention 
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Antihypertensive 
iBuilding  Blocks 


A simplified  approach 
to  the  practice  management 
of  hypertension 
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Enduron:  (methyclothiazide)  A basic 
building  block  for  mild  hypertensives 


Once  a day,  every  day 

ENDURON 


MElHyCLOlHIAZIDE 


Excellent  day-long  Na""  output, 
yet  easy  on  the  K"" 

Enduron  provides  an  excellent  starting  therapy.  Your  patient’s 
sodium  excretion  is  greatly  enhanced.  Yet  potassium  loss  is  low. 

The  therapeutic  action  is  smooth,  and  persits  for  a full  24  hours. 
With  Enduron  you  can  prescribe  convenient  once-a-day  dosage 
without  skimping  your  patients  on  day-long  thiazide  effectiveness. 

Of  course,  as  with  all  thiazides,  supplemental  dietary  potassium 
should  also  be  considered. 

Use  Enduron  as  a basic  therapy  in  patients  with  mild  to  mod- 
erate hypertension.  A single  5-mg.  tablet  each  day  is  ample  in 
most  cases. 


MILD  TO  MODERATE  TO  SEVERE  IQ 


See  Brief  Summary  on  final  page  of  advertisement 


Enduronyl:  Its  deserpidine  component 
adds  response  in  moderate  hypertension 


Less  frequent  rauwolfia  side 
effects  than  with  reserpine 

When  you  wish  to  build  further  response,  consider  shifting  to 
Enduronyl. 

Enduronyl  adds  a building  block  of  deserpidine.  This  is  a puri- 
fied rauwolfia  alkaloid  available  only  from  Abbott.  It  adds  good 
antihypertensive  and  tranquilizing  activity.  Yet  its  incidence  of 
untoward  effects,  particularly  lethargy  and  depression,  is  lower 
than  with  reserpine. 

Enduronyl  is  available  plain  or  Forte.  The  latter  provides  its 
variation  where  most  helpful,  by  doubling  the  deserpidine. 

Use  Enduronyl  for  patients  throughout  the  broad  range  of  mild 
to  moderately  severe  hypertension. 


lOnce  a day,  every  day 

ENDURONYL 

llHyCL0THIfflDE5ing.with 
DESERPIDINE  0.25  mg.  or(F0RID  0.5  mg. 


MILD  TO  MODERATE  TO  SEVERE 


See  Brief  Summary  on  final  page  of  advertisement 
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Eutron:  A unique  combination  for  handling 
moderate  to  severe  cases  - 
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Affords  almost  uniform  diastolic 
reduction  in  all  body  positions 


Eutron  lowers  diastolic  pressures  nearly  equally,  whether  your 
patient  is  standing  up  or  lying  down. 

Thus,  in  clinical  trials,  average  standing  diastolic  readings  were 
reduced  from  112  pre-treatment  to  90  post-treatment;  sitting  from 
1 15  to  95;  and  recumbent  from  1 12  to  94. 


Note  that  following  Eutron,  the  diastolic  reductions  were  nearly 
alike  in  all  three  body  positions. 

Use  Eutron  for  managing  your  moderate  to  severe  cases.  Its 
building  blocks  enhance  each  other;  hence  lesser  doses  often  suffice. 


Once  a day,  every  day 

EUTRON 


PARGVLlNEHyDROCHLORlOE^Snig. 

withlEHyCL0EHI«IDE5mg, 


MILD  TO  MODERATE  TO  SEVERE 


See  Brief  Summary  on  final  page  of  advertisement 
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ENDURON 

METHVCIOIHIAZIDE 


ENDURONYL* 

Each  tablet  contains 
Methyclothiazide  5 mg.  with 
Deserpidine  0.25  mg.  or  0.5  mg 


Indications:  Edema  and  mild  to  moderate  hypertension 
(Enduron),  and  mild  to  moderately  severe  hypertension 
(Enduronyl).  More  potent  agents,  if  added,  can  be  given 
at  reduced  dosage. 

Contraindications:  Sensitivity  to  thiazides;  severe  renal 
disease  (except  nephrosis)  or  shutdown;  severe  hepatic 
disease  or  impending  hepatic  coma  (hepatic  coma  due  to 
hypokalemia  has  been  reported  in  patients  on  thiazides). 
Do  not  use  Enduronyl  in  severe  mental  depression,  sui- 
cidal tendencies,  active  peptic  ulcer,  or  ulcerative  colitis. 
Warnings:  Consider  possible  sensitivity  where  there  is 
history  of  allergy  or  asthma.  If  added  potassium  is  indi- 
cated, dietary  supplementation  is  recommended.  Reserve 
enteric-coated  potassium  tablets  for  cautious  use  only 
when  necessary,  as  they  may  induce  serious  or  fatal 
small  bowel  lesions  (stenosis  with  or  without  ulceration), 
cause  obstruction,  hemorrhage,  and  perforation  often 
requiring  surgery;  discontinue  them  immediately  if  ab- 
dominal pain,  distention,  nausea,  vomiting,  or  g.i.  bleed- 
ing occurs.  Neither  Enduron  nor  Enduronyl  contains 
added  potassium. 

Precautions:  Use  thiazides  cautiously  in  severe  renal 
dysfunction,  impaired  hepatic  function  or  progressive 
liver  disease;  also  in  pregnancy  (bone  marrow  depres- 
sion, thrombocytopenia,  and  altered  carbohydrate  me- 
tabolism have  been  reported  in  certain  newborn).  In 
surgery,  thiazides  may  reduce  response  to  vasopressors, 
and  increase  response  to  tubocurarine.  Antihypertensive 
response  may  be  enhanced  following  sympathectomy. 
Watch  for  electrolyte  imbalance  (e.g.,  hyponatremia)  in 
all  patients.  In  hypokalemia  (especially  in  digitalized  pa- 
tients) give  supplemental  potassium.  In  hypochloremic 
alkalosis,  give  supplemental  chloride. 

Use  rauwolfias  with  caution  in  patients  with  history  of 
peptic  ulcer.  Rauwolfias  with  anesthetics  may  produce 
hypotension  and  bradycardia.  Discontinue  Enduronyl  two 
weeks  before  elective  surgery.  Consider  vagal  blocking 
agents  during  emergency  surgery.  In  epilepsy,  adjust 
anticonvulsant  dosage.  In  electroshock,  shorten  stimulus 
strength  and  duration.  In  occasional  patients  with  de- 
pressive tendencies,  rauwolfias  may  precipitate  severe 
mental  depression  that  usually  disappears  when  drug  is 
stopped. 

Adverse  Reactions:  Thiazide  reaction  include  blood  dys- 
crasias  (thrombocytopenia  with  purpura,  agranulocytosis, 
aplastic  anemia);  elevation  of  BUN,  serum  uric  acid  or 
blood  sugar;  anorexia,  nausea,  vomiting,  diarrhea,  head- 
ache, dizziness,  paresthesia,  weakness,  skin  rash,  photo- 
sensitivity, jaundice,  symtomatic  gout,  and  pancreatitis. 
Cutaneous  vasculitis  in  the  elderly  has  been  reported 
with  other  thiazides.  Adverse  effects  with  deserpidine  are 
qualitatively  similar  to  those  with  reserpine,  but  their  in- 
cidence is  lower.  These  include  nasal  stuffiness,  ab- 
dominal cramps  or  diarrhea,  nausea,  headache,  weight 
gain,  reduced  libido  and  potency,  peptic  ulcer  aggrava- 
tion, epistaxis,  skin  eruption,  asthma  in  susceptible  pa- 
tients, electrolyte  imbalance,  excessive  salivation,  and  a 
reversible  Parkinson's  syndrome.  Excessive  drowsiness, 
fatigue,  weakness,  and  nightmares  may  signal  mental  de- 
pression. Thrombocytopenia,  purpura,  and  a symptom 
manifested  bydull  sensorium,  deafness,  uveitis,  glaucoma, 
and  optic  atrophy  are  rare  allergic  reactions  to  other 
rauwolfias.  Hypotension  from  antihypertensive  agents 
may  precipitate  angina  attacks  in  susceptible  individuals. 
Usually  adverse  reactions  disappear  when  drug  is  with- 
drawn. 


EUTRON™ 


Each  tablet  contains 
Pargyline  Hydrochloride  25  mg. 
with  Methyclothiazide  5 mg. 


Indications:  For  treatment  of  patients  with  moderate  to 
severe  hypertension,  especially  those  with  severe  dias- 
tolic hypertension.  Not  recommended  for  patients  with 
mild  or  labile  hypertension  amendable  to  therapy  with 
sedatives  and/or  thiazide  diuretics  alone.  It  is  desirable 
to  establish  the  dosage  of  Eutron  by  administering  com- 
ponent drugs  separately. 


TM-TRADEMARK 


Contraindications:  Pheochromocytoma,  advanced  renal 
disease,  increasing  renal  dysfunction,  paranoid  schizo- 
phrenia and  hyperthyroidism.  Hepatic  coma  has  been 
reported  as  consequence  of  hypokalemia  with  thiazide 
therapy.  Until  further  experience  is  gained  not  recom- 
mended for  patients  with  malignant  hypertension,  chil- 
dren under  12,  or  pregnant  patients. 

Concomitant  use  of  the  following  is  contraindicated: 
other  monoamine  oxidase  inhibitors;  parenteral  forms  of 
reserpine  or  guanethidine;  sympathomimetic  drugs;  foods 
high  in  tyramine  such  as  cheese;  imipramine  and  ami- 
triptyline, or  similar  antidepressants;  methyidopa.  2 week 
interval  should  separate  therapy  and  use  of  these  agents. 

Methyclothiazide  is  contraindicated  in  patients  with 
known  sensitivity  to  thiazides. 

Warnings:  Pargyline  hydrochloride  is  a monoamine  oxi- 
dase inhibitor.  Warn  patients  against  eating  cheese,  and 
using  alcohol,  proprietary  drugs  or  other  medication 
without  the  knowledge  of  the  physician.  When  indicated, 
alcohol,  narcotics  (meperidine  should  be  avoided),  anti- 
histamines, barbiturates,  chloral  hydrate,  and  other  hyp- 
notics, sedatives,  tranquilizers,  or  caffeine,  may  be  used 
cautiously  in  reduced  dosage.  In  emergency  surgery  ’A 
to  Vs  the  usual  dose  of  narcotics,  analgesics,  and  other 
premedications  should  be  used  avoiding  parenteral  ad- 
ministration where  possible.  Carefully  adjust  dose  of  an- 
esthetics to  response  of  patient.  Withdraw  pargyline  two 
weeks  before  elective  surgery. 

Warn  patients  about  the  possibility  of  postural  hypoten- 
sion. Those  with  angina  or  coronary  artery  disease  should 
not  increase  physical  activity  with  an  improvement  in  well 
being.  Pargyline  may  lower  blood  sugar. 

Avoid  use  of  enteric-coated  potassium  tablets,  as  these 
may  induce  serious  or  fatal  small-bowel  lesions  consist- 
ing of  stenosis  with  or  without  ulceration.  These  small- 
bowel  lesions  have  caused  obstruction,  hemorrhage  and 
perforation  frequently  requiring  surgery.  Medication  should 
be  discontinued  immediately  if  abdominal  pain,  distension, 
nausea,  vomiting  or  Gl  bleeding  occurs.  These  products 
contain  no  added  potassium  salts  and  if  added  potassium 
intake  is  desired,  dietary  supplementation  is  recom- 
mended. Coated  potassium  tablets  should  be  reserved 
for  cautious  use  when  adequate  dietary  supplementation 
is  impractical.  In  patients  with  a history  of  allergy  or 
asthma  the  possibility  of  sensitivity  reactions  should  be 
considered. 

Precautions:  Measure  blood  pressure  while  patient  is 
standing  to  determine  antihypertensive  effect.  Use  with 
caution  in  hyperactive  or  hyperexcitable  persons.  Such 
persons  may  show  increased  restlessness  and  agitation. 
Withdraw  drug  during  acute  febrile  illness.  Watch  pa- 
tients with  impaired  renal  function  for  increasing  drug 
effects  or  elevation  of  BUN  and  other  evidence  of  pro- 
gressive renal  failure;  withdraw  drug  if  such  alterations 
persist  and  progress.  Use  with  caution  in  patients  with 
liver  disease.  As  with  all  new  drugs,  complete  blood 
counts,  urinalyses,  and  liver  function  tests  should  be  per- 
formed periodically.  With  prolonged  therapy,  examine  pa- 
tients for  change  in  color  perception,  visual  fields  and 
fundi.  Also  reported  have  been:  blood  dyscrasias  includ- 
ing thrombocytopenia  with  purpura,  agranulocytosis  and 
aplastic  anemia;  elevations  of  BUN,  serum  uric  acid,  or 
blood  sugar.  Symptomatic  gout  may  be  induced.  In  surgi- 
cal patients  thiazides  may  reduce  response  to  vasopres- 
sors and  increase  response  to  tubocurarine. 

Adverse  Reactions:  Pargyline  may  be  associated  with 
orthostatic  hypotension.  Mild  constipation,  slight  edema, 
dry  mouth,  sweating,  increased  appetite,  arthralgia,  nau- 
sea and  vomiting,  headache,  insomnia,  difficulty  in  mic- 
turition, nightmares,  impotence,  delayed  ejaculation,  rash, 
and  purpura  have  been  encountered  with  pargyline.  Hy- 
perexcitability, increased  neuromuscular  activity  (muscle 
twitching)  and  other  extrapyramidal  symptoms  have  been 
reported  in  a few  patients  with  reduced  cardiac  reserve. 

During  intensive  or  prolonged  therapy,  guard  against 
hypochloremic  alkalosis  and  hypokalemia  (especially  the 
latter  if  patient  is  on  digitalis).  Observe  all  patients  for 
signs  of  hyponatremia  (“low  salt’’  syndrome). 

Reported  thiazide  reactions  also  Include  anorexia,  nau- 
sea, vomiting,  diarrhea,  headache,  dizzi- 
ness, paresthesia,  weakness,  skin  rash, 
photosensitivity,  jaundice,  and  pancrea- 
titis. Nocturia  has  been  observed  with  the 
combination.  801438 
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ORGANIZATION  SECTION 


OVRMP  Panel  Discussion  To  Feature  Outstanding  Personalities 
At  KMA  Interim  Meeting  Opening  Session  April  17 


A panel  discussion  of  the  Ohio  Valley  Regional 
Medical  Program  by  national  and  local  authorities 
will  be  the  feature  pre- 
sentation of  the  opening 
session  of  the  1968  KMA 
Interim  Meeting  April 
17  at  the  Statler  Hilton 
Motel,  Covington.  A din- 
ner will  precede  the 
panel  discussion. 

The  panel  moderator 
will  be  James  B.  Hollo- 
way, Jr.,  M.D.,  Lexing- 
ton, chairman  of  the 
KMA  Hospital  Commit- 
tee since  1958  and  a member  of  the  OVRMP  Council, 
according  to  George  F.  Brockman,  M.D.,  KMA  pre- 
sident. 

Members  of  the  panel  will  include  Robert  Q.  Mars- 
ton,  M.D.,  Bethesda,  Md.,  director  of  the  National 
Heart,  Cancer  and  Stroke  Program  and  assistant 
director  of  the  National  Institutes  of  Health;  Louis 
Wozar,  Dayton,  Ohio,  chairman  of  the  OVRMP 
Council  and  president  of  the  Tait  Manufacturing 
Co.;  and  Walter  I.  Hume,  Jr.,  M.D.,  Louisville, 
chairman  of  the  KMA  Medical  Education  Committee. 

Guests  of  the  Association  scheduled  to  appear  on 
the  program  the  morning  of  April  18  include 
Francis  Land,  M.D.,  Washington,  D.C.,  administra- 
tor of  the  Title  XIX  Medical  Welfare  Program;  Blair 
J.  Henningsgaard,  M.D.,  Astoria,  Oregon,  chairman 
of  the  AMPAC  Board;  and  Richard  S.  Wilbur,  M.D., 
San  Francisco,  president  of  the  California  Blue  Shield. 

At  the  luncheon  session  closing  the  Interim  Meet- 
ing April  18,  the  featured  speaker  will  be  Philip  R. 
Lee,  M.D.,  Washington,  D.C.,  secretary  for  medical 
affairs  in  the  Department  of  Health,  Education  and 
Welfare. 

Other  events  planned  during  the  Interim  Meeting 
include  meetings  of  the  KMA  Board  of  Trustees  and 
the  Woman’s  Auxiliary  and  a new  member  Orienta- 
tion Program. 

Doctor  Marston,  a 1947  graduate  of  the  Medical 
College  of  Virginia,  began  service  in  his  present 
capacity  in  1966.  Prior  to  his  affiliation  wth  the 
National  Institutes  of  Health  he  was  vice  chancellor 
and  dean  of  the  School  of  Medicine  for  the  Univer- 
sity of  Mississippi.  He  is  a member  of  the  American 


Doctor  Marston  Doctor  Holloway 

Federation  for  Clinical  Research,  the  Society  for 
Experimental  Biology  and  Medicine,  the  American 
Association  for  the  Advancement  of  Science,  and  the 
author  of  numerous  scientific  articles. 

Mr.  Wozar,  an  active  participant  in  many  Dayton 
community  activities,  is  a member  of  the  Board  of 
Trustees  of  the  Hospital  Planning  Council  of  the 
Greater  Miami  Valley  and  a member  of  the  Board  of 
Directors  of  the  Mental  Health  Association  of  Mont- 
gomery County.  He  is  the  recipient  of  numerous 
civic  awards  including  the  1964  “Citizen’s  Legion  of 
Honor  Award’’  of  the  President’s  Club  of  Dayton 
and  two  awards  from  the  Boy  Scouts  of  America. 


Tenth  Trustee  District  To  Meet 
February  13  in  Lexington 

George  F.  Brockman,  M.D.,  KMA  president,  will 
be  the  featured  speaker  at  the  annual  dinner  meeting 
of  the  Tenth  KMA  Trustee  District  Tuesday,  Febru- 
ary 13,  according  to  Andrew  M.  Moore,  M.D.,  Lexing- 
ton, trustee  for  the  district. 

The  meeting  will  begin  at  5:30  p.m.  at  the  Imperial 
House,  Lexington.  The  Tenth  District  includes  Fa- 
yette, Jessamine  and  Woodford  counties  and  all  phy- 
sicians are  invited  to  attend.  Doctor  Moore  said. 

Doctor  Brockman  will  discuss  controversial  items 
acted  upon  at  the  1967  meeting  of  the  KMA  House 
of  Delegates.  Fred  C.  Rainey,  M.D.,  Elizabethtown, 
chairman  of  the  Committee  on  Legislative  Activities 
for  State  Affairs,  will  share  the  program  with  Doctor 
Brockman.  Doctor  Rainey  will  discuss  current  action 
of  the  1968  General  Assembly  which  is  now  in  session. 
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The  Stafler-Hilton  Motel  (formerly  the  Lamplighter)  will 
be  the  scene  of  the  1968  KMA  Interim  Meeting  April  17 
and  1 8 in  Covington.  The  motel,  located  just  10  minutes 
from  the  Greater  Cincinnati  Airport,  has  excellent  facilities 
for  the  two-day  session. 

Seventh  KMA  Trustee  District 
To  Meet  in  Shelbyville 

Physicians  and  their  wives  in  the  Seventh  KMA 
Trustee  District  are  invited  to  the  annual  dinner 
meeting  at  7 p.m.  February  14  at  Science  Hill  Restau- 
rant, Shelbyville,  according  to  Donald  Chatham, 
M.D.,  Shelbyville,  trustee  for  the  district. 

Guest  speakers  at  the  meeting  will  be  KMA  Presi- 
dent George  F.  Brockman,  M.D.,  Greenville,  and 
Hoyt  D.  Gardner,  M.D.,  Louisville,  chairman  of  the 
Committee  on  Legislative  Activities  for  National 
Affairs. 

Doctor  Brockman  will  discuss  the  trustee  redistrict- 
ing issue  and  other  matters  of  interest  to  the  Tenth 
District.  Doctor  Gardner,  who  has  been  attending 
the  General  Assembly  in  Frankfort,  will  report  on 
the  status  of  current  legislation  there. 

AMA,  KMA  Praise  PAC  Movement; 
Urge  Continuing  Support 

Vigorous  support  of  the  PAC  movement  was  again 
voiced  by  both  the  AMA  and  the  KMA  House  of 
Delegates  during  1967. 

The  AMA  at  its  Houston  meeting  adopted  a reso- 
lution expressing  gratification  for  the  good  work  of 
the  American  Medical  Political  Action  Committee 
and  that  of  the  state  committees. 

A Jefferson  County  resolution  adopted  at  the  KMA 
House  of  Delegates  meeting  last  September  praised 
the  good  work  of  our  state  Political  Action  Committee 
and  stressed  the  need  for  continued  support. 
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John  C.  Quertermous,  M.D.,  Murray,  chairman 
of  the  Board  of  Directors  of  KEMPAC,  expressed 
gratification  at  the  candidate  support  in  Kentucky  and 
urged  all  KMA  members  to  pay  their  1968  dues  as 
early  as  possible.  He  pointed  out  that  the  earlier  the 
support  can  be  given  to  Congressional  candidates 
in  the  all  important  1968  election,  the  more  effective 
it  would  be. 

Governor  Appoints  Dr.  Harvey 
To  State  Board  of  Health 

Daryl  P.  Harvey,  M.D.,  Glasgow,  was  recently 
appointed  to  the  State  Board  of  Health  by  Govemof 
Louie  B.  Nunn.  Doctor 
Harvey  succeeds  J.  F. 

VanMeter,  M.D.,  Lex- 
ington, whose  one-year 
term  on  the  Board  ex- 
pired December  31. 

The  statute  provides 
that  the  governor  shall 
appoint  one  from  three 
nominees  selected  by  the 
KMA  Board  of  Trustees. 

Doctor  Harvey,  who  is 
an  alternate  delegate 
from  KMA  to  the  AMA,  is  serving  on  the  KMA 
Legislative  Committee  and  has  been  active  in 
KEMPAC.  He  is  a past  president  and  member  of 
the  Board  of  Directors  of  the  Kentucky  Academy 
of  General  Practice. 

Awards  Nominations  Accepted 
At  KMA  Interim  Meeting 

Nominations  for  recipients  of  KMA’s  three  top 
awards  will  be  accepted  at  the  1968  Interim  Meet- 
ing, according  to  Richard  F.  Grise,  M.D.,  Bowling 
Green,  chairman  of  the  Awards  Committee. 

The  three  awards,  which  are  given  at  the  KMA 
Annual  Meeting,  are  the  Distinguished  Service  Medal 
Award,  Outstanding  General  Practitioner  and  the  R. 
Haynes  Barr  Award.  The  committee  will  meet  at 
the  Interim  Meeting  at  a reserved  table  during  the 
April  18  luncheon  and  will  accept  nominations  at 
that  time. 

Members  of  the  Awards  Committee  are  Doctor 
Grise,  William  A.  Blodgett,  M.D.,  Louisville,  Frank 
L.  Duncan,  M.D.,  Monticello,  C.  Wayne  Franz,  M.D., 
Ashland,  and  Joseph  Keith,  Jr.,  M.D.,  Lexington. 


Ky.  Chairmen  Named  at  SMA  Mtg. 

Two  Kentucky  physicians  were  elected  Section 
chairmen  during  the  meeting  of  the  Southern  Medical 
Association  in  Miami  Beach,  Fla.,  November  13-16. 

Joseph  B.  Parker,  Jr.,  M.D.,  Lexington  was  named 
chairman-elect  of  the  Section  on  Neurology  and  Psy- 
chiatry, and  J.  B.  Marshall,  M.D.,  Louisville,  was 
named  chairman  of  the  Section  on  Gynecology. 
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Dr.  Wilson  Among  Guests  To  Speak 
At  Lexington  Clinic  Conference 

N.  Robert  Wilson,  M.D.,  Rochester,  Minnesota,  a 
consultant  in  child  and  adolescent  psychiatry  at  the 

Mayo  Clinic,  will  be  one 
of  four  guest  speakers  at 
the  Thirteenth  Annual 
Lexington  Clinic  Confer- 
ence March  28.  Doctor 
Wilson  will  discuss  “Psy- 
chedelic Drugs.” 

The  theme  of  the  Con- 
ference will  be  “Adoles- 
cent Medicine.”  Other 
guest  speakers  and  their 
topics  will  be  Sidney 
Olansky,  M.D.,  Atlanta, 
Ga.,  “Syphilis  Today,”;  Ernst  Jokl,  M.D..  Lexington, 
“Olympic  Athletes”;  and  Col.  Frederick  C.  Biehusen, 
M.D.,  Washington,  D.C.,  “Adolescent  Medicine — The 
Rules  of  the  Game.” 

Lexington  Clinic  physicians  appearing  on  the  pro- 
gram include  Eugene  Todd,  Jr.,  M.D.,  moderator  of 
the  morning  session;  James  W.  Bard,  M.D.,  Confer- 
ence program  chairman;  Noble  T.  MacFarlane,  M.D., 
Carl  T.  Evans,  M.D.,  William  Underwood,  M.D., 
George  R.  Park,  M.D.,  Ronald  D.  Hamilton,  M.D., 
Richard  D.  Floyd,  M.D.,  Peter  H.  Jones,  M.D.,  Wilk 
O.  West,  M.D.,  and  James  L.  Stambaugh,  M.D.,  mod- 
erator of  the  afternoon  session. 

Doctor  Wilson,  a 1957  graduate  of  the  Stanford 
University  School  of  Medicine,  is  chief  of  service  of 
the  Rochester  Methodist  Hospital  adolescent  and  col- 
lege psychiatry  hospital  unit  and  has  served  as  a 
psychiatric  consultant  at  several  Minnesota  colleges. 

Key  Man  Orientation  Conference 
Held  January  4 at  Frankfort 

The  Committee  on  Legislative  Activities  was  grat- 
ified that  over  50  physicians  and  guests  could  attend 
the  Key  Man  Orientation  Conference  January  4 in 
Frankfort  in  spite  of  the  inclement  weather.  Hoyt 
D.  Gardner,  M.D.,  Louisville,  is  the  Comittee’s 
chairman  for  National  Affairs  and  Fred  C.  Rainey, 
M.D.,  Elizabethtown,  is  chairman  for  State  Affairs. 

The  morning  session  was  devoted  to  an  explana- 
tion of  the  Key  Man  System  and  Booklet.  KMA 
President  George  F.  Brockman,  M.D.,  Greenville, 
ended  the  session  with  a talk  on  “Key  Man  Op- 
portunities.” Guest  speaker  for  the  luncheon  was 
Gov.  Louie  B.  Nunn. 

The  afternoon  session,  devoted  to  group  discus- 
sions. was  concluded  with  a talk  by  Robert  E.  Penn- 
ington, M.D.,  London,  KMA  past  president.  Doctor 
Pennington  gave  a penetrating  view  of  the  current 
legislative  climate  and  made  suggestions  for  effective 
participation  by  key  men  and  physicians  in  influenc- 
ing enactment  of  legislation  in  the  public  interest. 


Are  You  Eligible  To  Vote  May  28? 

In  order  to  be  eligible  to  cast  your  ballot  in  the 
May  28  primary  election,  when  party  candidates  for 
Congress  and  the  U.S.  Senate  are  nominated,  you 
must  be  properly  registered  by  March  29,  according  to 
Hoyt  D.  Gardner,  M.D.,  Louisville,  chairman  of  the 
KMA  Legislative  Committee  for  National  Affairs. 

Doctor  Gardner  and  Fred  C.  Rainey,  M.D.,  Eliza- 
bethtown, chairman  for  State  Affairs,  urge  you  to 
check  your  registration  status  and  that  of  your  family, 
staff  and  friends  to  be  sure  of  eligibility  to  vote  in 
this  all-important  election  year. 

Ky.  Chap.  AAP  and  CEC  To  Hold 
Pediatrics  Symposium  Feb.  28 

A symposium  on  “Learning  Disorders  in  Chil- 
dren”. co-sponsored  by  the  Kentucky  Chapter  of  the 
American  Academy  of  Pediatrics  and  the  Child  Eval- 
uation Center  of  the  U of  L School  of  Medicine’s 
department  of  pediatrics,  has  been  scheduled  Wed- 
nesday, February  28,  at  Stouffer’s  Inn,  Louisville. 

The  program  is  acceptable  for  six  (6)  prescribed 
hours  by  the  American  Academy  of  Pediatrics,  ac- 
cording to  Bernard  Weisskopf,  M.D.,  director  of  the 
Child  Evaluation  Center. 

Guest  speakers  will  include  Margaret  Gianinni, 
M.D.,  professor  of  pediatrics  at  the  New  York  Medi- 
cal College,  and  Herbert  Grossman,  M.D.,  professor 
of  pediatrics  at  the  University  of  Illinois  College  of 
Medicine.  Registration  forms  may  be  obtained  from 
Doctor  Weisskopf  at  the  Center,  340  East  Madison 
St.,  Louisville  40202. 

Carl  H.  Fortune  Lecture  Planned 

The  first  Carl  H.  Fortune  lecture  honoring  Carl 
H.  Fortune,  M.D.,  Lexington,  will  be  delivered  at 
11:45  a.m.  March  28  as  part  of  the  program  of  the 
Thirteenth  Annual  Lexington  Clinic  Conference. 

Col.  Frederick  C.  Biehusen,  M.D.,  chief  of  the 
pediatric  service  at  Walter  Reed  Army  Hospital, 
Washington,  D.C.,  will  give  the  lecture,  according 
to  James  W.  Bard,  M.D.,  program  chairman.  Doctor 
Biehusen’s  topic  will  be  “Adolescent  Medicine — The 
Rules  of  the  Game.” 

TB  Testing  Program  Accelerated 

An  estimated  425,000  Kentucky  school  children 
will  have  received  tuberculin  tests  by  the  end  of  the 
spring  term  in  a drive  that  began  in  1964,  according 
to  a recent  release  from  the  Kentucky  TB  and  Res- 
piratory Disease  Association. 

Medical  teams  at  each  of  the  state’s  six  TB  hospital 
districts  have  been  conducting  the  tests  under  a 
program  directed  by  M.  Stuart  Lauder,  M.D.,  for 
the  Kentucky  Department  of  Health.  The  goal  of 
the  program  is  to  raise  a generation  of  children  free 
of  tuberculosis  infection,  the  release  stated. 
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Dssue's  healing  nicely. 
Yeti  anxiety  elnws 
his  steps  toward  necovepy. 

By  helping  overcome  anxiety  and  tension  which  can 
thwart  the  convalescent’s  progress,  Equanil®  often 
may  play  an  important  role  in  medical  and 
surgical  aftercare. 


ndications;  For  use  in  management  of  anxiety  and  tension  occurring 
lone  or  as  accompanying  symptom  complex  to  medical  and  surgical 
isorders  and  procedures.  Though  not  a hypnotic,  fosters  normal 
eep  through  antianxiety  and  related  muscle-relaxant  properties. 
Contraindications:  History  of  sensitivity  to  meprobamate. 
Important  Precautions;  Carefully  supervise  dose  and  amounts 
prescribed,  especially  for  patients  prone  to  overdose  themselves. 
Excessive  prolonged  use  has  been  reported  to  result  in  dependence 
or  habituation  in  susceptible  persons,  as  alcoholics,  ex-addicts, 
and  other  severe  psychoneurotics.  After  prolonged  excessive 
dosage,  reduce  dosage  gradually  to  avoid  possibly  severe  with- 
drawal reactions.  Abrupt  discontinuance  of  excessive  doses 
has  sometimes  resulted  in  epileptiform  seizures. 

Warn  patients  of  possible  reduced  alcohol  tolerance,  with 
resultant  slowing  of  reaction. time  and  impairment  of  judgment 
and  coordination. 

Reduce  dose  if  drowsiness,  ataxia  or  visual  disturbance  occurs ; 
if  persistent,  patients  should  not  operate  vehicles  or  danger- 
ous machinery. 

Side  Effects  include  drowsiness,  usually  transient;  if 
persistent  and  associated  with  ataxia,  usually  responds 
to  dose  reduction;  occasionally  concomitant  CNS 
stimulants  (amphetamine,  mephentermine  sulfate) 
are  desirable.  Allergic  or  idiosyncratic  reactions 
are  rare,  but  such  reactions,  sometimes  severe, 
can  develop  in  patients  receiving  only  1 to  4 doses 
who  have  had  no  previous  contact  with  meproba- 
mate. Previous  history  of  allergy  may  or  may  not 
be  related  to  incidence  of  reactions.  Mild  reactions 
are  characterized  by  itchy  urticarial  or  erythema- 
tous maculopapular  rash,  generalized  or 
confined  to  groin.  Acute  nonthrombo- 
cytopenic purpura  with  cutaneous 
petechiae,  ecchymoses,  peripheral 
edema  and  fever  have  been  reported. 


One  fatal  case  of  bullous  dermatitis  following  intermittent  use  of 
meprobamate  with  prednisolone  has  been  reported.  If  allergic  reaction 
occurs,  meprobamate  should  be  stopped  and  not  reinstituted.  Severe 
reactions,  observed  very  rarely,  include  angioneurotic  edema,  bronchial 
spasms,  fever,  fainting  spells,  hypotensive  crises  (1  fatal  case),  anaphy- 
laxis, stomatitis  and  proctitis  (1  case)  and  hyperthermia.  Treat  sympto- 
matically as  with  epinephrine,  anti  histamine  and  possibly  hydrocortisone. 
Aplastic  anemia  (1  fatal  case),  thrombocytopenic  purpura,  agranulo- 
cytosis and  hemolytic  anemia  have  occurred  rarely,  almost  always  in 
presence  of  known  toxic  agents.  A few  cases  of  leukopenia,  usually 
transient,  have  been  reported  on  continuous  administration. 
Meprobamate  may  sometimes  precipitate  grand  mal  attacks  in  patients 
susceptible  to  both  grand  and  petit  mal.  Extremely  large  doses  can 
produce  rhythmic  fast  activity  in  the  cortical  pattern.  Impairment 
of  accommodation  and  visual  acuity  has  been  reported  rarely. 
After  excessive  dosage  for  weeks  or  months,  withdraw  gradually 
(1  or  2 weeks)  to  avoid  recurrence  of  pretreatment  symptoms  (in- 
somnia, severe  anxiety,  anorexia).  Abrupt  discontinuance  of  excessive 
doses  has  sometimes  resulted  in  vomiting,  ataxia,  tremors,  muscle 
twitching  and  epileptiform  seizures.  Prescribe  very  cautiously  and 
in  small  amounts  for  patients  with  suicidal  tendencies.  Suicidal  attempts 
have  resulted  in  coma,  shock,  vasomotor  and  respiratory  collapse 
and  anuria.  Excessive  doses  have  resulted  in  prompt  sleep;  reduction 
of  blood  pressure,  pulse  and  respiratory  rates  to  basal  levels;  and 
occasionally  hyperventilation.  Treat  with  immediate  gastric  lavage 
and  appropriate  symptomatic  therapy.  (CNS  stimulants  and  pressor 
amines  as  indicated.)  Doses  above  2400  mg. /day 
are  not  recommended. 

Composition:  Tablets,  200  mg.  and  400  mg. 
meprobamate.  Coated  Tablets,  Wyseais® 

Equanil  (meprobamate)  400  mg.  (All  tablets  L J® 
also  available  in  Redipak®  [strip  pack],  Wyeth.) 

Continuous-Release  Capsules,  Equanil  L-A 
(meprobamate)  400  mg. 

Wyeth  Laboratories  Philadelphia,  Pa. 
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Medicare  Law  Changes  Outlined 
In  Letter  to  Ky.  Physicians 

On  January  8 the  Metropolitan  Life  Insurance 
Company  issued  a letter  announcing  recent  changes 
in  the  Medicare  law  to  all  Kentucky  physicians, 
according  to  Paul  J.  Parks,  M.D.,  Bowling  Green, 
chairman  of  the  Advisory  Committee  on  Title 
XVIII. 

Eleven  provisions  now  in  effect  and  two  provisions 
which  will  go  into  effect  April  1 are  explained  in 
detail  in  the  letter.  We  urge  you  to  read  it  carefully 
and  to  direct  any  questions  you  may  have  to  Mr. 
Donald  Smith,  Metropolitan  Life  Insurance  Company 
Medicare  Office,  1218  Harrodsburg  Road,  Lexington 
40504. 

Also  included  with  the  letter  is  information  en- 
titled “Important  Changes  in  Claiming  Part  B Bene- 
fits” which  will  be  mailed  to  the  general  public 
covered  by  Medicare  at  a later  date.  We  urge  that 
you  also  read  this  material.  Metropolitan  also  intends 
to  issue  a bimonthly  Medicare  Newsletter  to  all  phy- 
sicians this  year. 


KMA  Reports  1968  Officers 
Of  Co.  Medical  Societies 

The  following  list  of  officers  and  delegates  of 
county  medical  societies  for  1968  had  been  received 
by  the  KMA  membership  department  as  of  January 
20: 

Boyd 

President;  G.  B.  Reams,  M.D.,  Ashland 
Vice  President:  Okey  H.  Sanford,  M.D.,  Ashland 
Secretary:  Keith  Martin,  M.D.,  Ashland 
Treasurer:  Wiley  Kozee,  M.D.,  Ashland 
Delegates  to  KMA:  John  Harrison,  M.D.,  Ashland 
Max  Wheeler,  M.D.,  Ashland 

Breathitt 

President:  Robert  E.  Cornett,  M.D.,  Jackson 
President-Elect:  Price  Sewell,  Jr.,  M.D.,  Jackson 
Vice  President:  Price  Sewell,  Jr.,  M.D. 
Secretary-Treasurer;  F.  C.  Lewis,  M.D.,  Jackson 
Delegate  to  KMA:  F.  C.  Lewis,  M.D. 

Alternate:  Price  Sewell,  Jr.,  M.D. 

Bullitt 

President:  Patrick  J.  Murphy,  M.D.,  Lebanon 

Junction 

President-Elect:  R.  Stephen  Bower,  M.D.,  Mt. 

Washington 

Secretary:  R.  Stephen  Bower,  M.D. 

Delegate  to  KMA:  W.  Bruce  Hamilton.  M.D., 
Shepherdsville 

Alternate:  Patrick  J.  Murphy,  M.D. 

Hickman 

President:  C.  J.  Mills,  M.D..  Clinton 
Secretary:  H.  E.  Titsworth,  M.D.,  Clinton 
Delegate  to  KMA:  C.  J.  Mills,  M.D. 

Alternate:  H.  E.  Titsworth,  M.D. 

^Continued  on  page  197) 
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The  Wander  Company,  Lincoln,  Nebraska  68501.  Address 
communications  to  Keith  W.  Sehnert,  M.D.,  Medical  Director. 


this  issue:  the  cold  in  pregnancy... 


I 


The  cold  in  pregnancy 

Frederick  W.  Goodrich,  Jr.,  M.D. 

Senior  Obstetrician  and  Gynecologist,  Lawrence  and  Memorial  Hospital,  New  London,  Connecticut 


Since  pregnancy  and  the  common  cold  are  both 
ubiquitous,  it  is  not  surprising  that  they  often  occur 
at  the  same  time  in  the  same  patient.  Incidence  fig- 
ures are  hard  to  come  by,  but  the  chances  are  very 
good  that  any  given  pregnant  woman  will  have  a 
cold  at  some  time  during  the  nine  months  of  her 
gestation.  When  she  does,  she  will  tell  you  that  it 
is  the  worst  cold  she  ever  had.  It  seems  to  last  longer 
and  the  symptoms  are  more  distressing  than  they 
are  in  the  non-pregnant. 


For  purposes  of  this  discussion,  the  common  cold 
considered  to  be  the  well-known  symptom  compk 
which  includes  sore  throat,  stuffy  nose,  and  a cougi 
Febrile  states  or  extension  of  the  disease  proce 
into  the  lower  respiratory  tree  are  not  part  of  tl 
common  cold  and  will  not  be  included  in  this  di 
cussion. 

the  clinical  picture  of  a cold  in  pregnancy  can  1 
confused  by  a long-known  physiological  phenom 


ion.  Kiesselbach’s  area  in  the  nose  (on  the  anterior 
5art  of  the  nasal  septum  above  the  intermaxillary 
oone)  becomes  engorged,  apparently  due  to  hypere- 
nia  induced  by  the  increased  estrogen  level  which 
iccompanies  pregnancy.  The  amount  of  congestion 
an  vary  in  degree  from  woman  to  woman.  Some 
iiave  very  little  congestion,  others  will  have  occa- 
ional  nosebleeds  from  this  area,  still  others  will 
jiave  symptomatic  congestion  to  the  degree  that  they 
vill  complain  of  having  a "chronic”  or  constant 
jold. 

I 

l^ss  well  recognized  is  the  occurrence  of  this  type 
|f  hyperemia  in  any  part  of  the  nasopharyngeal 
Sucosa,  again  in  varying  degree.  Such  swelling 
ften  produces  a postnasal  drip  which,  the  patient 
lill  state,  is  present  only  when  she  is  pregnant, 
atients  who  do  not  have  symptomatic  congestion 
rdinarily,  will  find  that  when  they  do  get  a cold, 
le  symptoms  last  much  longer  than  those  of  a cold 
sually  do.  Occasionally,  this  hyperemia  is  respon- 
ble  for  closure  of  the  medial  end  of  the  Eustachian 
:ibe;  such  patients  will  complain  of  "plugging”  of 
!ie  ears.  Inspection  of  the  ear  drum  will  show  a 
epression  which  confirms  rhe  presence  of  Eusta- 
lian  closure  rather  than  wax  in  the  canal  which  is 
le  patient’s  diagnosis.  Symptoms  related  to  this 
'lysiological  congestion  are  more  apt  to  occur  in 
bavier  smokers  or  those  who  have  a history  of 
dergic  rhinitis,  just  as  are  the  symptoms  of  the 
|)mmon  cold.  And  when  the  cold  does  occur  in 
regnancy,  the  symptoms  are  worse  because  of  the 
iderlying  congestion. 


From  a continuing  study  on  nasal  congestion . . . 


MADE  IN  U.&A. 


before  triaminic 


timed  to  work 
while  your  patient  does 


he  pregnant  woman  with  a cold  is  miserable  for 
her  reasons,  dependent  somewhat  on  her  parity 
id  the  length  of  her  gestation.  As  parity  increases, 
i also  does  the  relaxation  of  the  abdominal  and 
Itrineal  musculature.  The  uterus,  lying  against  a 
:|ick  abdominal  wall,  and  bearing  down  on  relaxed 
irineal  muscles,  acts  like  a piston  when  the  patient 
ij'Ughs,  sneezes,  or  even  blows  her  nose,  pushing 
ijiwn  on  the  bladder.  Stress  incontinence  during 
<'lds  is  almost  the  rule. 

I 

I 

the  length  of  gestation  increases,  so  does  the  size 
j the  uterus.  As  it  grows,  it  pushes  the  abdominal 
intents  above  it  and  elevates  the  diaphragm.  This 
suits  eventually  in  a lateral  displacement  of  the 
wer  rib  cage,  often  to  a point  at  which  the  patient 
'ill  complain  of  soreness  in  this  area.  If  such  a 

(Concluded  on  following  page) 


A study  begun  in  1966  by  the  Department  of  Otolaryn- 
gology, Greater  Baltimore  Medical  Center,  has  accu- 
mulated evidence  that  documents  the  effectiveness  of 
Triaminic’s  timed-release  action  in  the  treatment  of 
nasal  congestion. 

With  its  balanced  formulation  of  an  oral  nasal  decon- 
gestant and  two  antihistamines,  Triaminic  effected 
partial  or  complete  relief  in  more  than  82%  of  the 
85  subjects  treated.  Clearing  nasal  obstruction.  Re- 
ducing turbinate  swelling.  Making  breathing  easier. 


It’s  a comforting  thing  to  know  that  Triaminic  really  works. 


Triaminic 


timed-release  tablets 


Each  timed-release  tablet  contains; 
Phenylpropanolamine  hydrochloride  50mg. 

Pyrilamine  maleate  25mg. 

Pheniramine  maleate  25mg. 

Side  effects:  Occasional  drowsiness,  blurred  vision,  cardiac  palpi- 
tations, flushing,  dizziness,  nervousness  or  gastrointestinal  upsets. 
Precautions:  The  patient  should  be  advised  not  to  drive  a car  or  oper- 
ate dangerous  machinery  if  drowsiness  occurs.  Use  with  caution  in 
patients  with  hypertension,  heart  disease,  diabetes  or  thyrotoxicosis. 


( Advertisement) 


patient  has  a cold,  the  coughing  and  sneezing  will 
exaggerate  this  soreness.  The  diaphragmatic  restric- 
tion caused  by  the  enlarging  uterus  also  makes 
breathing  more  difficult,  particularly  when  the  pa- 
tient lies  down.  A cold  compounds  this  difficulty. 

Treating  a cold  in  pregnancy  requires  two  addi- 
tional considerations.  The  patient  should  be  told 
that  the  symptoms  may  last  longer  lest  she  become 
discouraged,  and  she  should  be  reassured  that  the 
treatment  will  not  damage  the  fetus.  Although  there 
are  still  some  women  who  seem  blissfully  ignorant 
regarding  matters  of  health  (and  these  need  to  be 
cautioned  not  to  take  medication  recommended  by 
friends),  most  of  our  maternity  patients  are  aware 
of  the  thalidomide  tragedy.  These  women  need  con- 
stant reassurance  that  the  symptoms  of  a cold  can 
be  treated,  and  that  the  medication  is  safe.  Fortu- 
nately, many  of  the  drugs  which  are  of  benefit  have 
been  in  use  long  enough  and  widely  enough  so  that 
such  a statement  can  be  offered.  Occasionally  one 
encounters  a patient  who  is  so  anxious  to  avoid 
medication  that  she  is  extremely  reluctant  to  take 
anything  at  all.  Since  cold  is  self-limited,  it  seems 
reasonable  enough  to  give  such  a patient  the  choice 
and  not  to  force  drugs  on  her  if  she  is  obviously 
afraid  of  taking  them. 

the  most  distressing  symptom  of  the  common  cold 
is  the  nasal  congestion.  This  can  be  mitigated  by 
the  use  of  a decongestant  which  will  help  reduce 
the  postnasal  drip  and  the  coughing  caused  by  it. 
The  kind  of  a cough  which  is  desctibed  as  a "tick- 
ling” in  the  throat  and  which  is  apt  to  occur  when 
the  patient  goes  to  bed  is  usually  due  to  nasopha- 
ryngeal congestion  rather  than  inflammation  in  the 
lower  respiratory  tract. 

There  are  many  cough  mixtures  available.  Most 
contain  an  antihistamine,  a decongestant,  and  a 
cough  "suppressant.”  Should  cough  suppression  be 
desirable,  it  is  important  to  remember  not  to  use 
both  a decongestant  tablet  and  such  a cough  mix- 
ture as  the  patient  would  be  getting  a double  dose  of 
the  decongestant.  With  some  patients,  the  placebo 
effect  of  a cough  syrup  may  be  important  and  a 
liquid  preparation  might  be  substituted  for  an  oral 
tablet. 

For  a sore  throat,  candy  drops  or  lozenges  at  fre- 
quent intervals  are  soothing.  It  is  not  only  unneces- 


sary but  unwise  to  use  antibiotic  lozenges  or  drops 
The  use  of  antibiotics  in  an  uncomplicated  cold  i< 
contraindicated  and  should  be  scrupulously  avoided 

In  summary,  a cold  in  pregnancy  is  more  severe  anc 
longer  lasting.  The  treatment  of  the  symptoms  witf 
local  and  systemic  decongestants  will  make  tht 
patient  more  comfortable. 

Jlppatently  the  cold  is  so  common  in  pregnancy  tha 
it  has  received  very  little  attention  in  the  literature 
References  are  almost  non-existent  and  the  fev 
which  are  available  add  little  to  the  common  knowl 
edge,  are  out-dated,  or  are  not  helpful.  Thus  the 
usual  bibliography  is  not  appended. 


Relieve  his  sniffles, 
her  concern,  and  about 
half  your  phone  calls. 

Tell  her  to  get 
“The  Orange  Medicine” 

J 


Triaminic  syrup 

Each  teaspoonful  (5  ml.)  contains: 

Phenylpropanolamine  hydrochloride  12.5  m: 

Pheniramine  maleate  6.25  m 

Pyrilamine  maleate  6.25  m 


For  nasal  congestion  you  can  bring  quick,  lasting  cor 
fort  to  your  little  patients  with  Triaminic  Syrup.  You  m< 
occasionally  encounter  these  side  effects:  drowsines 
blurred  vision,  cardiac  palpitations,  flushing,  dizzines 
nervousness  or  gastrointestinal  upsets.  Precautions:  tt 
possibility  of  drowsiness  should  be  considered  by  p 
tients  engaged  in  mechanical  operations  requiring  alei 
ness.  Use  with  caution  in  patients  with  hypertensio 
heart  disease,  diabetes,  or  thyrotoxicosis. 

(Advertisemer 
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COUNTY  SOCIETY  REPORTS 


McCracken 

The  regular  monthly  meeting  of  the  McCracken 
County  Medical  Society  was  held  at  Boswell’s  Res- 
taurant in  Paducah  December  20.  Walter  Johnson, 
M.D.,  Society  president,  announced  that  Joseph  R. 
Miller,  M.D.,  trustee  for  the  First  KMA  Trustee  Dis- 
trict, had  again  proposed  that  the  district  meeting 
be  held  at  the  Paducah  Country  Club  January  24. 
Doctor  Johnson  also  announced  that  Winfield  Stryker, 
MD.,  had  been  appointed  the  official  representative 
of  the  Office  of  Economic  Opportunity. 

Following  the  announcements,  the  report  of  the 
Society’s  nominating  committee  was  read  and  the 
following  officers  were  elected  for  1968: 

W.  Eugene  Sloan,  president;  D.  L.  Boucher,  M.D., 
vice  president;  Chester  Blanton,  M.D.,  secretary. 
Walker  Turner,  M.D.,  and  Eli  Khouri,  M.D.,  mem- 
bers of  the  executive  committee,  Walter  R.  Johnson, 
M.D.,  delegate  to  KMA,  and  Glenn  Noss,  M.D., 
alternate  delegate. 

Members  elected  to  the  Public  Health  Committee 
were  Winfield  Stryker,  M.D.,  Bill  Hosbach,  M.D., 
Louis  Myre,  MD.,  W.  G.  Burrow,  M.D.,  Clarence 
Sullivan,  M.D.,  and  Ted  Koss,  M.D. 


TofightTB- 

finditifirst! 


Make  tuberculin  testing  routine 
with  every  physical  examination. 


TUBERCULIN, TINE  TEST 

' (Rosenthal> 

Side  effects  are  possible  but  rare:  vesiculation.  ulceration,  or  necrosis- 
at  test  site.  Contraindications:  none,  but  use  with  caution  in  active 
tuoerculosis.  Available  in  5’s  and  25’s. 
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Tandearil®,oxyphenbutazone,  100  mg.  tablets 

Indications:  Osteoarthritis,  rheumatoid  arthri- 
tis, rheumatoid  spondylitis,  psoriatic  arthritis, 
gout,  painful  shoulder  (peritendinitis,  capsulitis, 
bursitis  and  acute  arthritis  of  that  joint),  acute 
superficial  thrombophlebitis,  severe  forms  of  a 
variety  of  local  inflammatory  conditions.  (In 
inflammatory  conditions  not  involving  pro- 
longed or  fatal  disease,  use  only  when  severity 
of  condition  balances  potential  toxicity.) 

The  drug  has  no  significant  uricosuric  action 
but  is  of  value  only  in  the  treatment  of  acute 
gouty  arthritis. 

Contraindications:  Edema;  danger  of  cardiac 
decompensation;  history  or  symptoms  of  pep- 
tic ulcer;  renal,  hepatic  or  cardiac  damage; 
history  of  drug  allergy;  history  of  blood  dys- 


crasia.  The  drug  should  not  be  given  when  the 
patient  is  senile  or  when  other  potent  drugs 
are  given  concurrently. 

Warning:  TandeanI  is  an  analog  of  phenylbuta- 
zone; sensitive  patients  may  be  cross-reactive. 
If  coumarin-type  anticoagulants  are  given  si- 
multaneously, watch  for  excessive  increase  in 
prothrombin  time.  Instances  of  severe  bleed- 
ing have  occurred.  Pyrazole  compounds  may 
potentiate  the  pharmacologic  action  of  sul- 
fonylurea, sulfonamide-type  agents  and  insu- 
lin. Carefully  observe  patients  receiving  such 
therapy.  Use  with  great  caution  in  the  first  tri- 
mester of  pregnancy. 

Precautions:  Before  prescribing,  carefully 
select  patients,  avoiding  those  responsive  to 
routine  measures  as  well  as  contraindicated 
patients.  Obtain  a detailed  history  and  a com- 


plete physical  and  laboratory  examination,  in- 
cluding a blood  count.  The  patient  should  not 
exceed  recommended  dosage,  should  be 
closely  supervised  and  should  be  warned  to 
discontinue  the  drug  and  report  immediately 
fever,  sorethroat,  or  mouth  lesions  (symptoms 
of  blood  dyscrasia) ; sudden  weight  gain  (water 
retention);  skin  reactions;  blackortarry  stools 
or  other  evidence  of  intestinal  hemorrhage 
occur.  Make  regular  blood  counts.  Discon- 
tinue the  drug  immediately  and  institute 
countermeasures  if  the  white  count  changes 
significantly,  granulocytes  decrease,  or  imma' 
ture  forms  appear.  Use  greater  care  in  the 
elderly  and  in  hypertensives. 

Adverse  Reactions:  The  most  common  are 
nausea,  edema  and  drug  rash.  Swelling  of  the 
ankles  or  face  may  be  minimized  by  with- 


[Pain  Break” 
for  an  osteoarthritic. 

Tandearil  can  ease  it. 


At  46,  her  knees  still  look  good  on  the  outside.  But  inside, there  nnay 
be  the  familiar  picture  of  osteoarthritis. 


MIf  aspirin  doesn’t  help,Tandearil  often  will. 

Pain  and  stiffness  begin  to  ease  up  in  3 or  4 days. 
You  can  often  maintain  response  with  a daily  dose 
of  only1  or  2 tablets. 


Of  course,Tandearil  is  not  for  every  osteoarthritic.  Select  your 
patients  carefully  and  follow  them  in  line  with  the  Contraindications 
Precautions,  Warning,  and  Adverse  Reactions  listed  below. 


But  for  many  aspirin-stubborn 
osteoarthritics,  let  Tandearil 
ease  the  unwelcome  pain 
breaks  of  osteoarthritis. 


■ mm® 

Tandearil 

oxyphenbutazone 


y 


: holding  dietary  salt,  reduction  in  dosage  or  use 
of  diuretics.  In  elderly  patients  and  in  those 
I with  hypertension  the  drug  should  be  discon- 
jitinued  with  the  appearance  of  edema.  The 
‘ drug  has  been  associated  with  peptic  ulcer 
and  may  reactivate  a latent  peptic  ulcer.  The 
patient  should  be  instructed  to  take  doses  im- 
mediately after  meals  or  with  milk  to  minimize 
gastric  upset.  Mild  drug  rashes  frequently 
'Subside  with  reduction  of  dosage.  However, 
rash  accompanied  by  fever  or  other  systemic 
reactions  usually  requires  withholding  medica- 
'tion.  Purpuric  rash  has  also  been  reported. 
Agranulocytosis  or  a generalized  allergic  reac- 
ition  similar  to  a serum  sickness  syndrome  may 
I occur  and  require  permanent  withdrawal  of 
medication.  Stomatitis,  salivary  gland  enlarge- 
ment, vomiting,  vertigo  and  languor  may 


occur.  Leukemia  and  leukemoid  reactions  have 
been  reported.  While  not  definitely  attribu- 
table to  the  drug,  a causal  relationship  cannot 
be  excluded.  Thrombocytopenic  purpura  and 
aplastic  anemia  may  occur.  Confusional  states, 
agitation,  headache,  blurred  vision,  optic  neu- 
ritis and  transient  hearing  loss  have  been  re- 
ported, as  have  hyperglycemia,  hepatitis,  jaun- 
dice, and  several  cases  of  anuria  and  hema- 
turia. With  long-term  use,  reversible  thyroid 
hyperplasia  may  occur  infrequently.  Moderate 
lowering  of  the  red  cell  count  due  to  hemodilu- 
tion  may  occur. 

Geigy 


Dosage  in  Osteoarthritis:  Initial:  3 to  6 tablets 
daily  in  divided  doses.  It  is  usually  unnecessary 
to  exceed  4 tablets  daily.  A trial  period  of  1 
week  is  adequate  to  determine  response;  in 
the  absence  of  a favorable  response,  discon- 
tinue. Maintenance:  An  effective  level  is  often 
achieved  with  1 or  2 tablets  daily,  do  not 
exceed  4 daily.  6562-VI(B)R2 


For  complete  details,  please  see  full  pre- 
scribing information. 


Geigy  Pharmaceuticals 

Division  of  Geigy  Chemical  Corporation 

Ardsley,  New  York  T*.6eos 
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BENJAMIN  S.  BELL,  M.D. 

Lexington 

1936-1967 

Benjamin  S.  Bell,  M.D.,  31,  Lexington,  director  of 
research  for  the  University  of  Kentucky  Health  Ser- 
vice and  an  instructor  at  the  Medical  Center,  died 
December  26  at  his  home.  Doctor  Bell  graduated  from 
the  University  of  Kentucky  College  of  Medicine  in 
1965. 


EDWARD  A.  McEVER,  M.D. 

Williamsburg 

1901-1967 

Edward  A.  McEver,  M.D.,  65,  a Williamsburg 
physician,  died  December  12  at  his  home.  Doctor 
McEver,  a 1925  graduate  of  the  University  of  Ten- 
nessee College  of  Medicine,  had  practiced  in  Wil- 
liamsburg since  1948. 


MARION  W.  PAGE,  M.D. 

Cuba 

1881-1967 

Marion  W.  Page,  M.D.,  86,  a Graves  County  phy- 
sician for  52  years,  died  December  25  at  Murray 
Nursing  Home.  Doctor  Page  graduated  from  the 
University  of  Louisville  School  of  Medicine  in  1909. 


EMORY  L.  SHIFLETT,  M.D. 

Louisville 

1902-1968 

Emory  L.  Shiflett,  M.D.,  65,  a Louisville  radio- 
logist, died  January  1 at  Methodist  Evangelical  Hos- 
pital. Doctor  Shiflett,  who  had  practiced  in  Louisville 
since  1936,  was  a 1930  graduate  of  the  University  of 
Virginia  School  of  Medicine.  He  was  a member  of 
the  American  College  of  Physicians,  American  Col- 
lege of  Radiology  and  a founding  member  of  World 
Medical  Association. 


ALFRED  FRANK  SMITH,  M.D. 
Georgetown 
1893-1967 

Alfred  Prank  Smith,  M.D.,  74,  a retired  George- 
town physician,  died  December  24  at  Central  Baptist 
Hospital,  Lexington,  after  a short  illness.  Doctor 
Smith,  a 1935  graduate  of  the  University  of  Tennes- 
see College  of  Medicine,  had  practiced  in  George- 
town for  30  years  before  his  retirement. 


200 


February  1968  • The  Journal 


Recent  Trends  in  Family  Planning 
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at  Cornell  University  Medical  College  Symposium.  Medical 
World  News,  June  30,  1967,  p.  47. 

11.  Study  of  Long  Acting  Injectable  Medroxyprogesterone  Ace- 
tate for  Contraceptive  Use,  Daniel  R.  Mishell,  Jr.,  M.D., 
Moustafa  El-Habashy,  M.D.  and  Dean  L.  Meyer,  M.D.,  U.C.- 
L.  A.  Medical  School.  Given  at  the  American  Association  of 
Planned  Parenthood  Physicians  Fifth  Annual  Meeting,  April 
3-4,  1967,  Atlanta,  Georgia. 

12.  Contraception,  Time  Magazine,  April  7,  1967,  pp.  78-84. 
13-  A Program  in  Mass  Family  Planning  for  the  Urban  In- 
digent in  a Charity  Hospital,  Nicholas  Wright,  M.D.,  Joseph 
Swartwout,  M.D.,  Atlanta,  Georgia. 

14.  An  Evaluation  of  Changing  Trends  in  Contraceptive  Choice, 
Carl  W.  Tyler,  Jr.,  M.D.,  Jack  C.  Smith,  M.S.  and  Donald 
L.  Eddins,  B.S  from  the  Epidemiology  Program,  National 
Communicable  Disease  Center,  Public  Health  Service,  U.S. 
Department  of  Health,  Education  and  Welfare,  Atlanta,  Georgia. 
Presented  at  the  American  Association  of  Planned  Parenthood 
Physicians  Fifth  Annual  Meeting,  April  3-4,  1967,  Atlanta, 
Georgia. 

15.  Family  Planning:  Experience  at  Two  Seattle  Hospitals, 

Denniston,  G.  C,,  Source — department  of  obstetrics  and 
gynecology.  University  of  Washington,  Seattle.  Northwestern 
Medical  Publication,  Seattle,  1966,  65-9/  736-738.  Tables  4. 
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mately  2:15  AM  the  patient  again  became  extremely 
irritable.  Two  hundred  and  fifty  milligrams  of  Sodium 
amytal  were  given,  and  a spinal  puncture  was  done. 
The  opening  pressure  was  220  mm,  and  the  fluid  was 
clear.  The  blood  pressure  was  now  65/40  and  the 
, patient  was  totally  unresponsive  with  shallow  respi- 
rations. She  was  noted  for  the  first  time  to  be  clinical- 
ly jaundiced  and  the  liver  edge  was  palpable  to  5 
centimeters  below  the  right  costal  margin.  Solucortef 
was  now  being  given  in  doses  of  500  mg  every  two 
hours,  but  the  patient  died  at  3:30  AM  on  Decem- 
ber 6,  1965.  A terminal  bilirubin  was  reported  as 
3.4  mg  % on  the  one  minute  fraction  and  10.1 
1 mg%  on  the  total.  Permission  for  autopsy  could  not 
1;  be  obtained.  The  final  clinical  impression  was  that  of 

I postpartum  hemorrhage  with  septic  shock  and  septi- 

II  cemia.  The  terminal  event  was  thought  to  be  cor 
' pulmonale  and  right  heart  failure  with  cerebral  ede- 
ma. 


Com— e“.t3 

Management  of  ruptured  membranes  in  a patient 
with  an  unfavorable  cervix  is  certainly  a controversial 
topic.  The  committee  considered  this  a direct  ob- 
stetric death  with  possible  preventable  factors  in  the 
management  of  the  ruptured  membranes  in  a grand 
multipara  who  would  be  considered  a high-risk  patient. 
It  was  suggested  that  pitocin  stimulation  on  the  day 
of  admission  may  have  been  preferable  to  its  first  use 
on  the  following  day. 

The  stimulation  of  labor  for  only  AV2  hours  was 
considered  a half-way  attempt,  and  if  the  induction 
attempt  had  been  more  vigorous,  it  might  have  re- 
sulted in  earlier  delivery.  A question  was  raised  con- 
cerning the  hazards  of  vigorous  stimulation  in  hos- 
pitals where  the  patient  is  not  observed  closely.  Cases 
of  ruptured  uterus  under  such  circumstances  have 
often  come  to  the  attention  of  the  committee. 

John  J.  Sherman,  M.D.,  and  Frances  R.  Sherman, 
M.D.,  closed  their  practice  in  Martin  on  October 
19,  according  to  a recent  newspaper  announcement. 


removes  the  mental  blur 


that  clouds  vision 


SOIFOTON 

© 

Each  tablet  or  capsule  contains 

PHENOBARBIT.AL 16  mg. 

(Warning:  may  be  habit  forming) 

BEXSULFOID®(SeePDR) 65  mg. 

Precaution:  same  as  16  mg.  of  phenobarbital 


Constructive  Therapy 
A Solfoton  tablet  or  capsule  at  6 hour  intervals 
maintains  sedation  at  the  threshold  of  calmness, 
sustaining  a mental  climate  for  purposeful  living. 
Literature  and  clinical  samples  sent  upon  request. 

FEDERAL  LAW  PROHIBITS  DISPENSING 
WITHOUT  PRESCRIPTION 


WM.  P.  POVTHRESS  & CO.,  INC. 

RICHMOND,  VIRGINIA  23217 
Manufacturers  of  ethical  pharmaceuticals  since  1856 


.AVAIL.ABLE  

Solfoton  {yellow,  uncoated  tablets 
100s,  500s,  5000s 

Solfoton  Capsules  (yellow  and  brown) 
100s,  500s,  1000s 

Solfoton  S/C  (sugar-coated  beige  tablets) 
100s,  500s,  4000s 
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KMA  Announces  New  Members 

Four  Louisville  physicians  joined  the  Kentucky 
Medical  Association  recently,  according  to  the  records 
of  the  membership  department  as  of  January  20. 

The  new  members  are  Edward  Callahan,  M.D., 
Herbert  Dickstein,  M.D.,  Mary  L.  Osborne,  M.D., 
and  John  H.  Wikman,  M.D. 

Immunization  Booklet  Revised 

Copies  of  the  revised  booklet  entitled  “Immuniza- 
tion Information  for  International  Travel,  1967-68 
Edition,”  are  now  available  at  40(*  per  copy,  accord- 
ing to  a recent  memorandum  issued  by  the  Depart- 
ment of  Health,  Education  and  Welfare.  The  booklet 
may  be  obtained  from  the  Supt.  of  Documents.  Gov- 
ernment Printing  Office,  Washington,  D.C.,  20402. 


Film  on  Smoking  Available 

The  availability  of  a black  and  white,  16  mm. 
sound  film  entitled  “Getting  Through”,  which  deals 
with  cigarette  smoking,  has  been  announced  in  a re- 
lease from  the  National  Medical  Audiovisual  Center, 
Atlanta.  Ga.  The  film  is  available  free  on  a short- 
term loan  basis  from  the  Center’s  Annex,  Chamblee, 
Georgia,  30005.  or  may  be  purchased  from  DuArt 
Eilm  Laboratories,  Inc.,  245  West  55th  St.,  N.Y., 
10019. 


NEWS  ITEMS 


Robert  C.  Kratz,  M.D.,  a Newport  otolaryngologist, 
recently  won  the  Third  Annual  Professor  Doctor  Ig- 
nacio Barraquer  Memorial  Award  sponsored  by 
Smith,  Miller  and  Patch,  Inc.,  a New  York  drug 
firm.  The  award  was  presented  to  Doctor  Kratz  for 
his  production  of  a medical  teaching  film  demonstrat- 
ing a technique  of  cleft  lip  surgery. 

Michael  L.  Furcolow,  M.D.,  professor  of  communi- 
ty medicine  and  pediatrics  at  the  University  of  Ken- 
tucky College  of  Medicine,  has  been  appointed  gov- 
ernor for  the  Kentucky  Chapter  of  the  American 
College  of  Chest  Physicians,  according  to  a recent 
press  report. 

Richard  F.  Keeler,  M.D.,  Whitesburg,  was  recently 
named  Outstanding  Young  Man  of  the  Year  by  the 
Whitesburg  Junior  Chamber  of  Commerce.  Doctor 
Keeler,  a Letcher  County  health  officer,  was  also 
named  health  officer  for  Harlan  County  recently, 
according  to  an  announcement  by  Walter  H.  Step- 
chuck,  M.D.,  chairman  of  the  Harlan  County  Board 
of  Health. 

Andrew  M.  Moore,  M.D.,  Lexington,  has  been  ap- 
pointed to  the  council  of  the  Southern  Medical  As- 
sociation for  a five-year  term  of  office,  according 
to  a recent  press  report.  Doctor  Moore  is  a member 
of  the  KMA  Board  of  Trustees. 


Marshall  Mahan,  M.D.  and  John  Hollinsworth,  M.D., 

Louisville,  residents  in  obstetrics  and  gynecology  at 
Louisville  General  Hospital,  recently  won  first  place 
in  the  annual  Ephraim  McDowell  contest  with  a 
paper  entitled  “Amniotic  Fluid  Embolism.”  The  paper 
was  presented  at  the  annual  District  Five  meeting  of 
the  American  College  of  Obstetricians  and  Gynecolo- 
gists held  in  Indianapolis.  Arthur  Donovan,  M.D., 
and  Thomas  Ciaccio,  M.D.,  Louisville,  tied  for  the 
second  place  award. 

William  S.  Jordan,  Jr.,  M.D.,  dean  of  the  University 
of  Kentucky  College  of  Medicine,  and  William  Kel- 
ler, M.D,,  chairman  of  the  department  of  psychiatry 
of  the  University  of  Louisville,  School  of  Medicine, 
recently  accepted  membership  on  the  newly  establish- 
ed regional  Health  Advisory  Committee  to  advise  the 
U.S.  Public  Health  Service. 

Cleto  Elequin,  Jr.,  M.D.,  a Lexington  psychiatrist, 
has  been  appointed  acting  deputy  commissioner  for 
clinical  services  of  the  Department  of  Mental  Health, 
according  to  a recent  announcement  by  Dale  Fara- 
bee,  M.D.,  Commissioner  of  Mental  Health.  Doctor 
Elequin  has  been  clinical  director  of  the  admissions 
and  intensive  treatment  service  at  Eastern  State  Hos- 
pital. 

John  M.  Alien,  M.D.,  Lexington,  was  recently  ap- 
pointed by  President  Johnson  as  medical  advisor  to 
Colonel  Taylor  L.  Davidson,  Kentucky  State  Di- 
rector of  Selective  Service. 

J.  B.  Tolliver,  M.D.,  Whitesburg,  team  physician  for 
the  Whitesburg  Yellowjackets,  was  recently  honored 
at  a Whitesburg  High  School  ceremony  during  which 
he  was  presented  with  a football  autographed  by 
all  of  the  team  members. 

William  C.  Greer,  M.D.,  a psychiatrist,  recently  be- 
came executive  director  of  the  Pennyroyal  Regional 
Mental  Health  Center  in  Hopkinsville.  Doctor  Greer 
graduated  from  the  University  of  Tennessee  Medical 
School  in  1961  and  completed  his  internship  at  Bap- 
tist Memorial  Hospital  in  Memphis,  Tenn.  He  took 
his  residency  training  at  the  Topeka,  Kansas,  Veter- 
ans Administration  Hospital  and  at  the  Menninger 
School  of  Psychiatry  where  he  had  a fellowship.  He 
served  with  the  Army  Medical  Corps  as  chief  of  the 
Mental  Hygiene  Consultant  Service  at  Noble  Army 
Hospital,  Ft.  McClellan,  Ala. 

Louis  M.  Muldrow  Jr.,  M.D.,  is  now  practicing  in 
association  with  L.  Chase  Allen,  M.D.,  at  the  Lex- 
ington Medical  Plaza,  limiting  his  practice  to  plastic 
and  reconstructive  surgery.  Doctor  Muldrow  gradu- 
ated from  Vanderbilt  University  Medical  School  in 
1960  and  interned  at  the  University  Medical  Center, 
Jackson,  Miss.  He  took  his  residency  training  in 
general  surgery  at  Orange  Memorial  Hospital,  Or- 
lando, Fla.,  and  University  of  Louisville  Hospitals. 
He  completed  his  residency  training  in  plastic  surgery 
at  the  University  of  South  Texas  Medical  School, 
San  Antonio,  and  in  Chicago  Hospitals. 
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a stuffy  nose 
is  no 

laughing  matter 


Before  prescribing,  see  complete  prescribing 
information  in  SK&F  literature  or  PDR.  A brief 
precautionary  statement  follows. 
Contraindications:  Glaucoma,  prostatic  hyper- 
trophy, stenosing  peptic  ulcer,  pyloroduodenal 
obstruction,  or  bladder  neck  obstruction. 
Precautions:  Use  cautiously  in  the  presence 
of  hypertension,  hyperthyroidism,  coronary  artery 
disease;  warn  vehicle  or  machine  operators  of 
possible  drowsiness. 

Usage  in  Pregnancy:  Use  cautiously,  especially 
in  the  first  trimester.  Note:  The  iodine  in 
isopropamide  iodide  may  alter  PBI  test  results 
and  will  suppress  l^^i  uptake;  discontinue  'Ornade' 
one  week  before  these  tests. 

Adverse  Reactions:  Drowsiness;  excessive 
dryness  of  nose,  throat  or  mouth;  nervousness; 
insomnia.  Other  known  possible  side  effects 
of  the  individual  ingredients:  nausea,  vomiting, 
diarrhea,  rash,  dizziness,  fatigue,  tightness 
of  chest,  abdominal  pain,  irritability,  tachy- 
cardia, headache,  difficulty  in  urination. 
Thrombocytopenia,  leukopenia  and  convulsions 
have  been  reported  but  no  causal  relationship 
has  been  established. 


OrnadeT,.d..„k 

Each  capsule  contains  8 mg.  of  Teldrin® 
(brand  of  chlorpheniramine  maleafe),  50  mg. 
of  phenylpropanolamine  hydrochloride,  and 
2,5  mg.  of  isopropamide,  as  the  iodide. 

Spansule^  Capsules 

brand  of  sustained  release  capsules 

each  one  can 
give  him  all-day 
or  all-night  relief 
of  nasal  congestion 


Smith  Kline  & French  Laboratories 
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From  the  First  Family 
of  Tetracycline- 

One  of  the  31  useful  dosage  forms 
in  the  ACHRO  Family 
ACHROSTATIN"  V Capsules 

Tetracycline  HCl  250  mg  /Nystatin  250,000  units 


The  lowest  priced 

tetracycline-nystatin 

combination 


329-8/6094 


HIGHLAND  HOSPITAL 

Asheville,  North  Carolina 

Founded  1904 

A DIVISION  OF  THE  DEPARTMENT  OF  PSYCHIATRY 
OF  DUKE  UNIVERSITY 

Accredited  by  the  Joint  Commission  on  Accreditation  and  Certified  for  Medicare 

Complete  facilities  for  evaluation  of  and  intensive  treatment  of  psychiatric  patients,  in- 
cluding individual  psychotherapy,  group  therapy,  psychodrama,  electro-convulsive 
therapy,  Indoklon  convulsive  therapy,  drugs,  social  service  work  with  families,  family 
therapy  and  an  extensive  and  well  organized  activities  program,  including  occupational 
therapy,  art  therapy,  athletic  activities  and  games,  recreational  activities  and  outings. 
The  treatment  program  of  each  patient  is  carefully  supervised  in  order  that  the  thera- 
peutic needs  of  each  patient  may  be  realized. 

Complete  modern  facilities  with  85  acres  of  landscaped  and  wooded  grounds  in  the 
City  of  Asheville. 

Brochures  and  information  on  financial  arrangements  available 
Contact:  Mrs.  Elizabeth  Harkins,  ACSW,  Coordinator  of  Admissions 

or 

Charles  W.  Neville,  Jr.,  M.D. 

Assistant  Professor  of  Psychiatry  and  Medical  Director 
Area  Code  704  - 253-2761 
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If  hypothyroidism  leaves  your  patient  feeling  like  this... 


Letter®  provides  all  the  advantages 
of  the  synthetically  pure  chemical 
sodium  levothyroxine.  Dosage  is 
precise  and  potency  is  consistently 
uniform. 


and 


Letter®  is  micronized  to  provide  max- 
imum opportunity  for  full  absorption 
and  clinical  response. 


In  addition  Letter®  is  distinctively 
color  coded  with  an  identifying  num- 
ber stamped  on  each  tablet  to  pro- 
vide accurate  dosage  control. 


Indications:  Hypothyroid  conditions.  Contraindications: 
Thyrotoxicosis,  acute  myocardial  infarctions  unless  associated 
with  hypothyroidism.  In  hypothyroidism  with  hypoadrenalism 
coadministration  of  corticoids  with  LETTER®  is  recommend- 
ed. Precautions  and  Side  Effects:  Excessive  dosage  may 
result  in  diarrhea,  cramps,  palpitation,  nervousness,  rapid  pulse, 
sweating.  If  symptoms  appear,  discontinue  medication  for  sev- 
eral days,  then  reinstitute  at  a lower  level.  Since  myxedema 
patients  with  heart  disease  may  suffer  seriously  from  abrupt 
increases  in  dosage,  caution  should  be  exercised  in  adjusting 
dosage.  Dosage:  Generally,  the  initial  adult  dosage  is  0.1  mg. 
daily.  This  may  be  increased  in  small  increments  every  one  to 
three  weeks  until  proper  metabolic  balance  is  achieved.  Avail- 
able : Bottles  of  1 00  tablets,  in  six  potencies:  0.025  mg.  (violet), 
0.05  mg.  (peach),  0.1  mg.  (pink),  0.2  mg.  (green),  0.3  mg. 
(yellow),  and  0.5  mg.  (white). 


consider 

LETTER 

(SODIUM  LEVOTHYROXINE. 
ARMOUR)  TABLETS 

Synthetic  Thyroid  Replacement  Therapy 


ARMOUR  PHARMACEUTICAL  CO M PAN Y • C H I CAG 0,  ILLINOIS 


Phenaphen 
with  CodainB 


the  only  leading  compound 
analgesic  that  calms 
instead  of  caffeinates 


The  full  V4  grain  of  phenobarb  in  the  forrrKjJ^,^ ' 

takes  the  nervous  edge  off  the  pain 
...helps  bring  out  the  best  in  codeine 


I 

I 


Each  capsule  contains: 

Phenobarbital  ('A  gr.) 16.2  mg. 

(Warning:  may  be  habit  forming) 

Aspirin  {2V2  gr.) 162.0  mg. 

Phenacetin  (3  gr.) 194.0  mg. 

Hyoscyamine  sulfate 0.031  mg. 

Codeine  phosphate % gr.  (No.  2), 


V2  gr.  (No.  3),  1 gr.  (No.  4) 
(Warning:  may  be  habit  forming) 


Contraindications:  Hypersensitivity  to  any  ingredient. 
Precautions:  As  with  all  phenacetin-containing  products,  avoid 
excessive  or  prolonged  use. 

Side  Effects:  Side  effects  are  uncommon -nausea,  constipation^ 
and  drowsiness  have  been  reported.  ^ ^ OOBINS 

A.  H.  ROBINS  CO.,  INC.,  Richmond,  Va.  23220  ■ V | 


f For  your  impatient  coid  patients 


Two  sprays  from  nTz  Nasal  Spray— and  nasal  congestion,  rhinorrhea, 
sneezing  are  reduced  for  immediate  comfort  for  patients  with  colds. 

nTz  is  more  than  a simple  vasoconstrictor.  It  contains: 

Neo-Synephrine®  (brand  of  phenylephrine)  HCI  0.5  per  cent,  the 

major  component,  virtually  synonymous  with  fast,  efficient  but 
gentle  nasal  vasoconstriction  on  contact. 


Thenfadil®  (brand  of  thenyidiamine)  HCI  0.1  per  cent,  topical  anti- 
histamine for  reduction  of  rhinorrhea,  sneezing  or  itching.  It 
combats  the  allergic  reactions  that  may  occur  in  colds  or  sinusitis. 

Zephiran®  (brand  of  benzalkonium,  as  chloride,  refined)  1:5000, 

antiseptic  preservative  and  wetting  agent  to  promote  penetration 
and  spread  of  the  formula. 

nTz  is  well  tolerated.  Used  in  a cold  it  may  help  prevent  sinus- 
itis by  opening  sinus  ostia  and  permitting  drainage.  It  may  also 
be  used  in  sinusitis  to  help  establish  drainage. 

The  spray  is  best  used  twice,  the  second  a few  minutes  after 
the  first,  repeated  every  three  or  four  hours  as  needed.  nTz 
is  for  temporary  relief  of  nasal  symptoms,  and  overdosage 
should  be  avoided. 

Supplied:  nTz  Nasal  Spray,  plastic  squeeze  bottles 
of  20  ml.;  nTz  Nasal  Solution,  bottles  of  30  ml. 

(1  fl.  oz.)  with  dropper. 


l/HhMrop 


Winthrop  Laboratories 
New  York,  N.Y.  10016 


NASAL  SPRAY 


.4  3- -■ 


relieves 


nasal  symptom^ 
on  contact  - 


a solution 
to  peptic  ulcer 
distress 


Division/Pasadena,  Calif. 
ATLAS  CHEMICAL  INDUSTRIES.  INC. 


Effective  neutralization— 

with  the  two  most  widely  prescribed  antacids; 
aluminum  and  magnesium  hydroxides. 

Concomitant  relief  of  G.l.  gas  distress— 

with  the  proven^  defoaming  action  of  simethicone. 

Prolonged  acceptance  confirmed- 

in  87.5%  of  104  patients  after  a total  of  20,459 
documented  days  of  therapy. ^ 

Composition:  Each  Mylanta  chewable  tablet  or  teaspoonful 
(5  ml.)  contains:  magnesium  hydroxide,  200  mg.; 
aluminum  hydroxide,  dried  gel,  200  mg.;  simethicone,  20  mg. 
Dosage:  One  or  two  tablets  (well  chewed  or  allowed 
to  dissolve  in  the  mouth)  or  one  or  two  teaspoonfuls  to  be 
taken  between  meals  and  at  bedtime. 

References:  1.  Hoon,  J.R.:  Arch.  Surg.  93:467  (Sept.)  1966. 

2.  Danhof,  I.E.,  Personal  communication. 


^^asy  on 

the^^udiet... 

^^asy  on 

the  ^J\£other 

OAQ^Tablets  ElixirV^V^ 

^^por  ^ron  i~)eficiency  Q/^nem/a 


BREON  LABORATORIES  INC. 

Subsidiary  of  Sterling  Drug  Inc. 

90  Park  Avenue,  New  York,  N.Y.  10016 


Fe 


FAMOUS 


brand  of  FERROUS 


GLUCONATE 
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in  moderate  hypertension  and 
poorly  controlled  mild  hypertension 

(when  diuretics  or  sedatives  are  inadequate,  for  example) 


When  your  patients  expect  a lot... 
like  relief  from  hypertensive  symptoms 

(headache,  fatigue,  nervousness,  palpitation  or  insomnia,  for  example) 

like  an  up-to-date,  once-a-day  dosage  schedule 

(a  schedule  not  unlike  timed-release  medication,  for  example) 

like  a daily  dose  of  medication  for  peanuts 

(at  IOC  a tablet,  for  example) 

like  generally  well-tolerated  therapy 

(as  described  in  the  package  insert,  for  example) 


...give  them  a little 

(one  tablet  daily) 


Regroton 

chlorthalidone  50  mg.,  reserpine  0.25  mg. 


Indications:  Hypertension.  Contraindications:  History  of 
mental  depression,  hypersensitivity,  and  most  cases  of 
severe  renal  or  hepatic  diseases.  Warning:  With  the  admin- 
istration of  enteric-coated  potassium  supplements,  which 
should  be  used  only  when  adequate  dietary  supplementation 
is  not  practical,  the  possibility  of  small-bowel  lesions  (ob- 
struction, hemorrhage,  and  perforation)  should  be  kept  in 
mind.  Surgery  for  these  lesions  has  frequently  been  required 
and  deaths  have  occurred.  Discontinue  coated  potassium- 
containing  formulations  immediately  if  abdominal  pain,  dis- 
tention, nausea,  vomiting,  or  gastrointestinal  bleeding  occur. 
Discontinue  one  week  before  electroshock  therapy,  and  if 
depression  or  peptic  ulcer  occurs.  Use  in  pregnancy: 
Regroton  should  be  used  in  pregnant  patients  or  in  women 
of  childbearing  potential  only  when,  in  the  judgment  of  a 
physician,  its  use  is  deemed  essential  to  the  welfare  of  the 
patients;  adverse  reactions  (thrombocytopenia,  hyperbili- 
rubinemia, altered  carbohydrate  metabolism,  etc.)  are 
potential  problems  in  the  newborn. 

Precautions:  Antihypertensive  therapy  with  Regroton  should 
always  be  initiated  cautiously  in  postsympathectomy  patients 
and  in  patients  receiving  ganglionic  blocking  agents,  other 
potent  antihypertensive  drugs,  or  curare.  Reduce  dosage  of 
concomitant  antihypertensive  agents  by  at  least  one-half.  To 
avoid  hypotension  during  surgery,  discontinue  Regroton 
therapy  two  weeks  prior  to  elective  surgical  procedures.  In 
emergency  surgery,  use,  if  needed,  anticholinergic  or  adre- 
nergic drugs  or  other  supportive  measures  as  indicated. 
Because  of  the  possibility  of  progression  of  renal  damage, 
periodic  kidney  function  tests  are  indicated.  Discontinue  if 
the  BUN  rises  or  liver  dysfunction  is  aggravated.  Hepatic 
coma  may  be  precipitated.  Electrolyte  imbalance,  sodium 
and/or  potassium  depletion  may  occur.  If  potassium  deple- 
tion should  occur  during  therapy,  Regroton  should  be  dis- 
continued and  potassium  supplements  given,  provided  the 


patient  does  not  have  marked  oliguria.  Take  particular  care 
in  cirrhosis  or  severe  ischemic  heart  disease  and  in  patients 
receiving  corticosteroids,  ACTH,  or  digitalis.  Salt  restriction 
is  not  recommended.  Use  cautiously  in  patients  with  ulcera- 
tive colitis  or  gallstones  (biliary  colic  may  be  precipitated). 
Bronchial  asthma  may  occur  in  susceptible  patients.  Adverse 
Reactions:  The  drug  is  generally  well  tolerated.  The  most  fre- 
quent side  effects  are  nausea,  gastric  irritation,  vomiting, 
diarrhea,  constipation,  muscle  cramps,  headache,  dizziness 
and  acute  gout.  Other  potential  side  effects  include  angina 
pectoris,  anxiety,  depression,  bradycardia  and  ectopic 
cardiac  rhythms  (especially  when  used  with  digitalis),  drowsi- 
ness, dull  sensorium,  hyperglycemia  and  glycosuria,  hyper- 
uricemia, lassitude,  restlessness,  transient  myopia,  impotence 
or  dysuria,  orthostatic  hypotension  which  may  be  potenti- 
ated when  chlorthalidone  is  combined  with  alcohol,  bar- 
biturates or  narcotics,  leukopenia,  aplastic  anemia,  skin 
rashes,  thrombocytopenia,  agranulocytosis,  nasal  stuffiness, 
increased  gastric  secretions,  nightmare,  purpura,  urticaria, 
ecchymosis,  weakness,  uveitis,  optic  atrophy  and  glaucoma, 
and  pruritus.  Eruptions  and/or  flushing  of  the  skin,  a reversi- 
ble paralysis  agitans-like  syndrome,  blurred  vision,  con- 
junctival injection,  increased  susceptibility  to  colds,  dyspnea, 
weight  gain,  decreased  libido,  dryness  of  the  mouth,  deaf- 
ness, anorexia,  and  pancreatitis  when  epigastric  pain  or  un- 
explained G.l.  symptoms  develop  after  prolonged  adminis- 
tration. Jaundice,  xanthopsia,  paresthesia,  photosensitization 
and  necrotizing  angiitis  are  possible.  Average  Dosage:  One 
tablet  daily  with  breakfast.  Availability:  Pink,  single-scored 
tablets  in  bottles  of  100  and  1000.  (B)  46-600-B 
For  details,  see  complete  Prescribing  Information. 

% 

Geigy  Pharmaceuticals,  Division  of 
Geigy  Chemical  Corporation,  Ardsley,  N.Y. 
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Continuing  Educational 


Opportunities 


From  The 


KMA  Postgraduate  Medical  Education  Office 


IN  KENTUCKY 


FEBRUARY 

13  Tenth  KMA  Trustee  District  Meeting,  5:30 
p.m.,  Campbell  House,  Lexington 

14  Seventh  KMA  Trustee  District  Meeting,  7:00 
p.m.,  Science  Hill  Restaurant,  Shelbyville 

15  Obstetrics  and  Gynecology  Grand  Rounds, 
“Amniotic  Fluid  Biopsy  As  Diagnostic  Tool,” 
University  of  Kentucky  Medical  Center,  Lex- 
ington 

19  Fifth  KMA  Trustee  District  Meeting,  6:00 

p.m.  Executive  Inn,  Louisville  (Rescheduled 
from  January  15) 

22  Obstetrics  and  Gynecology  Grand  Rounds, 

“Therapeutic  Abortion  — Management  and 
Related  Cytology,”  University  of  Kentucky 
Medical  Center,  Lexington 

28  “Learning  Disorders  in  Children”  Symposium, 
Stouffer’s  Inn,  Louisville 

29  Obstetrics  and  Gynecology  Grand  Rounds, 
“Hormonal  Producing  Ovarian  Tumors”  and 
“Endometriosis”,  University  of  Kentucky 
Medical  Center,  Lexington 


MARCH 

7 Obstetrics  and  Gynecology  Grand  Rounds, 

“Complications  of  Birth  Control  Pills,”  Uni- 
versity of  Kentucky  Medical  Center,  Lexing- 
ton 

14  Obstetrics  and  Gynecology  Grand  Rounds, 

“Malignant  Disease  Complicating  Pregnancy,” 
University  of  Kentucky  Medical  Center,  Lex- 
ington 

21  Obstetrics  and  Gynecology  Grand  Rounds, 

“Management  of  Third  Trimester  Bleeding,” 
University  of  Kentucky  Medical  Center,  Lex- 
ington 
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28  Thirteenth  Annual  Lexington  Clinic  Confer- 
ence, Lexington  Clinic,  Lexington 

APRIL 

17- 18  KMA  Interim  Meeting,  Statler  Hilton  Motel 

(formerly  The  Lamplighter),  Covington 

24-25  Kentucky  Chapter  American  Academy  of 
Pediatrics  joint  meeting  with  Kentucky  Chap- 
ter American  Academy  of  Radiology,  Park 
Mammoth  Resort,  Park  City 

25  Fourth  Post  Graduate  Rheumatic  Disease 
Symposium,  Rankin  Amphitheater,  General 
Hospital,  Louisville 

IN  SURROUNDING  STATES 

MARCH 

12  Seventh  Annual  Alfred  K.  Nippert  Memorial 
Lecture,  “The  Emerging  Role  of  the  Com- 
munity Hospital,”  8:15  p.m..  The  Christ  Hos- 
pital, Cincinnati,  Ohio 

15-20  Second  International  Congress  of  Lympholo- 
gy,  Fontainebleau  Hotel,  Miami  Beach,  Fla. 

18- 20  American  Academy  of  Pediatrics  Annual 

Spring  Session,  Regency  Hyatt  House,  Atlan- 
ta, Ga. 

22-24  Central  Surgical  Association  Meeting,  Shera- 
ton-Cleveland,  Cleveland,  Ohio 

28-29  “Advances  in  Pediatrics”  Postgraduate 
Course,  Cleveland  Clinic  Educational  Foun- 
dation. Cleveland,  Ohio 

February  1968  • The  Journal 


_ DORSEY  "FLU-GRAM" 

DON'T  BE  LULLED  BY  RELATIVE  LACK  OF  FLU  LAST  WINTER.  THIS 
WINTER  BE  PREPARED:  WHEN  THE  COMPLAINTS  ARE  COUGH  AND 

CONGESTION,  YOU  CAN  RELIEVE  THESE  SYMPTOMS  WITH  TUSSAGESIC 
TABLETS.  ONE  TIMED -RELEASE  TABLET  AT  MORNING,  MIDAFTERNOON 
AND  BEDTIME  BRINGS  UP  TO  24  HOURS'  RELIEF  FROM  TROUBLESOME 
COUGH  AND  STUFFED  AND  RUNNY  NOSE.  TUSSAGESIC  IS  THE  FAMOUS 
TRIAMINIC  FORMULA,  PLUS  THREE  OTHER  PROVED  CONSTITUENTS. 
MAKES  PATIENTS  MORE  COMFORTABLE.  FAST.  ASK  YOUR  DORSEY 
REPRESENTATIVE  FOR  SUPPLY  OF  STARTER  SAMPLES,  OR  IF  FLU  IS 
ALREADY  EPIDEMIC,  PHONE  COLLECT.  SEE  BELOW. 


each 

Tussagesic* 

timed-release  tablet  contains; 

Triaminic® 50  mg. 

(phenylpropanolamine  hydrochloride  25  mg.,  pheniramine 
maleate  12.5  mg.,  pyrilamine  maleate  12.5  mg.) 

Dextromethorphan  hydrobromide 30  mg. 

Terpin  hydrate 180  mg. 

Acetaminophen 325  mg. 

Dosage:  Adults— 1 tablet,  swallowed  whole  to  preserve  timed- 
release  feature,  in  morning,  midafternoon  and  at  bedtime,  ^e 
effects:  Occasional  drowsiness,  blurred  vision,  cardiac  palpita- 
tions, flushing,  dizziness,  nervousness  or  gastrointestinal  up- 
sets. Precautions:  The  patient  should  be  advised  not  to  drive  a 
car  or  operate  dangerous  machinery  if  drowsiness  occurs.  Use 
with  caution  in  patients  with  hypertension,  heart  disease,  dia- 
betes or  thyrotoxicosis. 

DORSEY  LABORATORIES 
a division  of  The  Wander  Company 
Lincoln,  Nebraska  68501 


clip  and  file  under  ^'flu" 

For  relief  of  "flu-like”  symptoms 
Tussagesic  timed-release  tablets 

PHONE  COLLECT 

For  emergency  starter  samples 
to  Keith  Sehnert,  M.D. 

Medical  Director 
(402)  434-6311 

Fast  delivery  by  your  Dorsey 
Representative 

! 
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21.3 


This  pain  is 
getting  on 
mu  nerves. 


ft 


Patients  in  pain  often  experience  concomitant  anxiety  and  tension, 
which  may  add  to  the  burden  of  pain. 

For  such  patients,  you  may  want  to  prescribe  a preparation  that 
offers  more  than  simple  analgesia. 

A good  choice  is  often  Equagesic®  (meprobamate  and  ethohep- 
tazine  citrate  with  aspirin).  It  helps  relieve  pain.  And  anxiety.  And 
skeletal  muscle  spasm  as  related  to  pain  or  anxiety  and  tension. 


TABLETS 


Equagesic' 

(meprobamate  and  ethoheptazine 
citrate  with  aspirin) 


Contraindications:  History  of  sensitivity  or  severe  intolerance  to  aspirin  or 
meprobamate. 

Warnings:  USE  IN  PREGNANCY:  Safety  for  use  during  pregnancy  or  lactation 
has  not  been  established;  therefore  it  should  be  used  in  pregnant  patients  or 
women  of  chiid-bearing  age  only  when  the  physician  judges  its  use  essentiai  to 
the  patient's  weifare. 

Precautions:  Keep  out  of  reach  of  children.  Not  recommended  for  patients 
12  years  oid  or  less.  Carefully  supervise  dose  and  amounts  prescribed,  especially 
for  patients  prone  to  overdose  themselves.  Excessive  prolonged  use  of  meprobamate 
may  result  in  dependence  or  habituation  in  susceptible  persons— as  alcoholics,  ex-addicts, 
severe  psychoneurotics.  Withdraw  gradually  after  prolonged  high  dosage  to  avoid  possibly 
severe  withdrawal  reactions  including  epileptiform  seizures.  Warn  patients  of  possible  reduced 
alcohol  tolerance.  If  drowsiness,  ataxia  or  visual  disturbances  (impairment  of  accommodation  and 
visual  acuity)  occur,  reduce  dose.  If  symptoms  persist,  caution  patients  against  operating  machinery 
or  driving.  After  meprobamate  overdose,  prompt  sleep,  reduction  of  blood  pressure,  pulse  and 
respiratory  rates  to  basal  levels,  and  hyperventnation  are  reported.  Give  cautiously  to  patients  with 
suicidal  tendencies.  Treat  attempted  suicide  (has  resulted  in  coma,  shock,  vasomotor  and  respira- 
tory collapse  and  anuria)  with  immediate  gastric  lavage  and  appropriate  supportive  therapy  (CNS 
stimulants  and  pressor  amines  as  indicated). 

Side  Effects:  Ethoheptazine  and  aspirin  may  occasionally  cause  nausea,  vomiting,  epigastric  distress, 
and  rarely  dizziness.  Overdosage  may  result  in  CNS  depression  (drowsiness  and  lightheadedness)  or 
CNS  stimulation  and  salicylate  Intoxication  (requires  induced  vomiting  or  gastric  lavage,  specific 
parenteral  electrolyte  therapy  for  ketoacidosis  and  dehydration,  and  observation  for  hypoprothrom- 
binemic  hemorrhage  [usually  requires  whole  blood  transfusions]).  Meprobamate  may  cause  drowsiness, 
ataxia  and  rarely  allergic  or  idiosyncratic  reactions.  These  reactions,  sometimes  severe,  can  develop  in 
patients  receiving  only  1 to  4 doses  who  have  had  no  previous  contact  with  meprobamate.  Mild  reactions  are 
characterized  by  urticarial  or  erythematous  maculopapular  rash.  Acute  nonthrombocytopenic  purpura  with 
petechiae,  ecchymoses,  peripheral  edema  and  fever  have  been  reported.  If  allergic  reaction  occurs, 
meprobamate  should  be  stopped  and  not  reinstituted.  Severe  reactions,  observed  very  rarely,  include  angio- 
neurotic edema,  bronchial  spasms,  fever,  fainting  spells,  hypotensive  crises  (1  fatal  case),  anaphylaxis, 
stomatitis  and  proctitis  (1  case)  and  hyperthermia.  Treat  symptomatically  such  as  with  epinephrine,  anti- 
histamine and  possibly  hydrocortisone.  A few  cases  of  leucopenia,  usually  transient,  have  been  reported 
following  continuous  use.  Rarely,  cases  of  aplastic  anemia  (1  fatal  case),  thrombocytopenic  purpura,  agranulo- 
cytosis, and  hemolytic  anemia  have  been  reported;  almost  always,  in  the  presence  of  known  toxic  agents. 
Composition:  150  mg.  meprobamate,  75  mg.  ethoheptazine  citrate  and  250  mg.  aspirin  per  tablet. 
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DAVID  B.  STEVENS,  (Alt.),  304  S.  Limestone,  Lexington  (606)  254-8008  ....  Jan.  1968-Dec.  1969 


Trustees 


1st  District  JOSEPH  R.  MILLER,  Benton  (502)  527-3421  1968 

2nd  District  WILLIAM  W.  HALL,  Mayfair  Square,  Owensboro  (502)  684-6255  1970 

3rd  District  GABE  A.  PAYNE,  JR.,  1610  S.  Main,  Hopkinsville  (502)  885-8445  1968 
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7th  District  DONALD  CHATHAM,  61 5 Washington  St.,  Shelbyville  (502)  633-3525  1970 

8th  District  LEROY  C.  HESS,  252  Main  St.,  Florence  (606)  282-2313  1969 

9th  District  J.  CAMPBELL  CANTRILL,  St.  Luke  PI.,  Georgetown  (502)  863-1231  1970 

10th  District  ANDREW  MOORE,  108  E.  Maxwell,  Lexington  (606)  252-4406  1970 

11th  District  DOUGLAS  H.  JENKINS,  527  W.  Main,  Richmond  (606)  623-3751  1969 

12th  District  ROBERT  F.  LONG,  423  Clements  Ave.,  Somerset  (606)  678-4111  1968 

13th  District  WALTER  L.  CAWOOD,  1200  Bath  Ave.,  Ashland  (606)  325-1665  1970 

14th  District  .BALLARD  W.  CASSADY,  Pikeville  (606)  437-6698  1968 

15th  District  E.C.  SEELEY,  Medical  Arts  Bldg.,  London  (606)  864-2357  1969 
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Abbott  Laboratories  

Armour  Pharmaceutical  Company 

Blue  Cross-Blue  Shield  

Breon  Laboratories  

Bristol  Laboratories  

Bur  roughs- Wellcome  

Campbell  Soup  

Dorsey  Laboratories  

Geigy  Pi  armaceuticals  

General  Leasing  Corporation  . . . 


126-128,  181-185 
205 

131 

209 

129 

143 

161 

193-196,  213 


146-147,  198-199,  210-211 
135 


Heart  Association  of  Louisville  and  Jefferson  County  21*^ 

Highland  Hospital  204 

Hynson,  Westcott  & Dunning  115 


117-118,  122,  128,  197,  204 
144,  148,  178-179 


Medical  Protective  Company 

Parke,  Davis  and  Company 
Pitman-Moore  Company  .... 
Poythress,  Wm.  P.  Company 

Robins,  A.  H.  Company  . . . 

Roche  Laboratories  

Roerig,  J.  B 

Rorer  Laboratories  

Sandoz  

Searle,  G D.  ond  Company 

Smith,  Kline  & French  

Southern  Optical  Company  . . 

Statler-Hilton  Motel  

Sfuort  Company  

Syntex  Corporation  

USV  Pharmaceutical  Corp.  . . 

Wye!h  Laboratories  


209 

114 
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168,  192,  200,  201 

119-122,  206 

218 

162-163 

125,  135 

166-168 

164-165 

203 

125 

189 

208 

1 37-1 42 

128 


Lederle  Laboratories  . . 
Lilly,  Eli  and  Company 


123,  190-191,  214-215 


PLM  TO  ilTTEP 
Fourteenth  Annual  Spposium 
on  Cardiovascular  Diseases 
March  20  and  21, 1908 
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SCHOOL  OF 
MEDICINE-1 833 


BRO\8  N HOTEL  — LOriSVlLI.E.  KENTI  CKY 


ednesflay,  March  20.  1968 
9:00  a.m. 

"Pulmonary  Embolism” 

James  K.  Alexander,  M.D.,  Professor  of  Med- 
icine and  Director,  Cardio-Pulmonary  Labora- 
tory, Baylor  Medical  School.  Houston,  Texas 

"Surgical  Management  of  Pulmonary  Embolism” 
Frank  C.  Spencer,  M.D.,  Chairman,  Depart- 
ment of  Surgery,  New  York  University  Medical 
School,  New  York,  New  York 

"Obesity  and  the  Heart” 

James  K.  Alexander,  M.D. 

"Anatomy  of  the  Coronary  Circulation  and 
Conduction  System” 

Thomas  N.  James,  M.D.,  Chairman,  Cardio- 
vascular Research  Section,  Henry  Ford  Hospital, 
Detroit,  Michigan 

"Surgical  Approach  to  Coronary  Heart  Disease” 
Frank  C.  Spencer,  M.D. 

"The  Coronary  Care  Unit” 

Philip  Samet,  M.D.,  Chief,  Section  of  Cardi- 
ology, Mt.  Sinai  Hospital  and  Associate  Pro- 
fessor, University  of  Miami  School  of  Med- 
icine, Miami,  Florida 

PANEL  DISCUSSION 


Thursday,  March  21,  1968 
8:80  - 9:.80  a.m. 

"Grand  Rounds” 

Louisville  General  Hospital — Rankin  Amphi- 
theatre (Closed-circuit  TV  to  Brown  Hotel) 
Henry  D.  McIntosh,  M.D.,  Conducting 

10:00  a.m. 

"Management  of  Heart  Block” 

Philip  Samet,  M.D. 

The  Bernard  D.  Rosenblum  Memorial  Lecture 
"Hemodynamic  Consequences  of  Cardiac 
Arrhythmias” 

Henry  D.  McIntosh,  M.D.,  Chairman,  De- 
partment of  Medicine  and  Director,  Cardiovas- 
cular Division,  Duke  University  Med’cal  Cen- 
ter, Durham,  North  Carolina 

"Mechanism  of  Action  and  Use  of  Anti- 
arrhythmic  Agents” 

Borys  Surawicz,  M.D.,  Professor  of  Medicine 
and  Director,  Cardiovascular  Division,  Depart- 
ment of  Medicine,  University  of  Kentucky 
Medical  Center,  Lexington,  Kentucky 

"Digitalis” 

Henry  D.  McIntosh,  M.D. 

"Propranolol — Potential  Use  and  Abuse” 
Borys  Surawicz,  M.D. 

PANEL  DISCUSSION 


REGISTR  ATION  FREE 

Sponsored  by  THE  HEART  ASSOCIATION  OF  LOUISVILLE  AND  JEFFERSON  COUNTY, 
THE  JEFFERSON  COUNTY  ACADEMY  OF  GENERAL  PRACTICE  and  THE  UNIVERSITY 
OF  LOUISVILLE  SCHOOL  OF  MEDICINE. 


This  program  is  acceptable  for  eleven  credit  hours  hy  the  .American  Acad- 
emy of  General  Practice. 
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needed  or  tolerated.  As  is  true  of  all  CNS-acting  drugs,  until 
correct  maintenance  dosage  is  established,  advise  patients 
against  possibly  hazardous  procedures  requiring  complete  men- 
tal alertness  or  physical  coordination.  Driving  during  therapy 
not  recommended.  In  general,  concurrent  use  with  other  psj  cho- 
tropic  agents  is  not  recommended.  If  such  combination  therapy 
is  used,  carefully  consider  individual  pharmacologic  effects  — 
particularly  with  known  compounds  which  may  potentiate  ac- 
tion of  \"alium  (diazepam),  such  as  phenothiazines,  barbiturates, 
M.AO  inhibitors  and  other  antidepressants.  .Advise  patients 
against  simultaneous  ingestion  of  alcohol  or  other  CNS  depres- 
sants. Safe  use  m pregnancy  not  established.  Employ  usual 
precautions  in  treatment  of  an.xiety 
states  with  evidence  of  impending 
depression;  suicidal  tendencies 
may  be  present  and  protective 
measures  necessary.  Observe 
usual  precautions  in  impaired 
renal  or  hepatic  function. 

Periodic  blood  counts  and  liver 
function  tests  advisable  in  long- 
term use.  Cease  therapy  gradually 
Side  Effects:  Side  effects  (usu- 
ally dose-related)  are  fatigue, 
drowsiness  and 
ataxia.  .Also 
reported:  mild 
nausea,  dizziness, 
blurred  vision,  di- 
plopia, headache,  in- 
continence, slurred 
speech,  tremor  and  skin 
rash;  paradoxical  reac- 
tions (excitement,  de- 
pression, stimulation, 
sleep  disturbances,  acute 
hyperexcited  states,  hallu- 
cinations); changes  in  EEG 
patterns  during  and  after 
drug  treatment.  .Abrupt 
cessation  after  prolonged 
overdosage  may  produce 
withdrawal  symptoms  (con- 
vulsions, tremor,  abdominal 
and  muscle  cramps,  vomiting, 
sweating)  similar  to  those  seen 
with  barbiturates,  meprobamate 
and  chlordiazepoxide  HCl. 

Dosage : Mild  to  moderate  psychoneurotic  reactions,  2 

to  5 mg  b.i.d.  or  t.i.d.;  severe  psychoneurotic  reactions,  5 to  10 
mg  t.i.d.  or  q.i.d.;  alcoholism,  10  mg  t.i.d.  or  q.i.d.  in  first  24 
hours,  then  5 mg  t.i.d.  or  q.i.d.  as  needed;  muscle  spasm  with 
cerebral  palsy  or  athetosis,  2 to  10  mg  t.i.d.  or  q.i.d.  Geriatric 
•patients:  1 or  2 mg/ day  initially,  increase  gradually  as  needed 
and  tolerated.  (See  Precautions.) 

Supplied:  Valium®  (diazepam)  Tablets,  2 mg,  5 mg  and  10  mg; 
bottles  of  50  and  500. 

Roche  Laboratories,  Division  of  Hoffmann -La  Roche  Inc. 


Nutley,  N.  J.  071 10 


Valiunr 

(diazepam)  Roche’ 


Tears 

without 

grief 


I \ Crying  Spells-psychic  tension 
’ with  depressive  symptoms? 

“I  don’t  know  what’s  the  matter 
zvith  me  lately...!  cry  and  I cry... 
and  I really  don’t  know  why  I do.” 
A woman  often  is  not  conscious  of  the  real 
reasons  for  her  crying  spells  or  refuses  to 
admit  them  to  herself  On  probing,  you 
may  find  that  frequent  weeping,  like  in- 
somnia or  neurotic  fatigue,  often  is  an  expression  of  psychic 
tension.  She  needs  sympathy  and  reassurance,  and  perhaps  a 
calming  agent  to  help  her  over  her  crisis.  Consider  prescribing 
A'alium  (diazepam)  for  her.  It  usually  reestablishes  calmness 
promptly.  Crying  spells  and  other  secondary  depressive  symp- 
toms normally  subside  as  the  tension  is  relieved.  Abur  patient 
then  can  cope  more 
easily  with  stresses 
to  which  she  is  sub- 
jected. Valium  (diaz- 
epam) is  generall}’ 
well  tolerated,  and 
on  proper  mainte- 
enance  dosage  usu- 
ally does  not  impair 
mental  acuity  or 
ability  to  function.  If  side  effects  such  as  ataxia  and  drowsiness 
occur,  they  usually  disappear  with  dosage  adjustment. 

Before  prescribing,  please  consult  complete  product  informa- 
tion, a summary  of  which  follows: 

Contraindications:  Infants,  patients  with  history  of  convul- 
sive disorders,  glaucoma  or  known  hypersensitivity  to  drug. 
AVarning:  Not  of  value  in  the  treatment  of  psychotic  patients, 
and  should  not  be  employed 
in  lieu  of  appropriate 
treatment. 

Precautions:  Limit 
dosage  to  smallest 
effective  amount  in 
elderly  or  debili- 
tated patients  (not 
more  than  1 mg, 
one  or  two  times 
daily  initially)  to 
preclude  ataxia  or 
oversedation,  in- 
creasing gradually  as 
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HmO  BRAND  OFLUTUTRIN 

3000  UNIT  TABLETS 


IN  THE  TREATMENT  OF  FUNCTIONAL  DYSMENORRHEA  AND  SELECTED  CASES  OF 
PREMATURE  LABOR  AND  2ND  AND  3RD  TRIMESTER  THREATENED  ABORTION 


■ LUTREXIN,  the  non-steroid  “uterine 
relaxing  factor’’  has  been  found  to  be  useful 
by  many  clinicians  in  controlling  abnormal 
uterine  activity. 

B Literature  on  indications  and  dosage  avail- 
<e  on  request. 


fl  No  side  effects  have  been  reported,  even 
when  massive  doses  (25  tablets  per  day) 
were  administered. 

fl  Supplied  in  bottles  of  twenty-five  3,000 
unit  tablets. 


( In  vivo  measurement  of  Lutrexin  on  contracting 
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b.i.d. 

The  sensible  schedule 
that  covers  the 
patient  day  and  night 

If  your  ol)jective  in  the  use  of  a broad-spectrum  antibiotic 
is  prolonged  action,  with  high  blood  levels,  then  you  know 
why  b.i.d.  DECLOMYCIN  is  considered  to  be  a 
sensible  dosage  schedule. 

The  maintenance  dosage  of  DECLOMYCIN 
can  be  kept  at  this  convenient  schedule 
because  of  its  unusually  high  effective  blood 
and  tissue  levels. 

Tbe  b.i.d.  dosage  of  DECLOMYCIN  gives  you 
the  comfortable  assurance  that  the  patient 
is  well-covered,  day  and  night. 

In  clinical  practice,  blood  levels  produced  by 
a therapeutic  dose  of  DECLOMYCIN  are 
high,  prolonged,  and  effective;  because  of 
high  serum  binding  and  slow  renal  clearance. 

And  if  there’s  a broader  susceptibility 
pattern  of  organisms,  we’ve  yet  to  see  it. 

There  is  no  need  to  give  higher  daily  dosage 
than  300  mg  b.i.d.,  except  in  venereal  diseases 
and  Eaton  Agent  pneumonia. 

DECLOMYCIN 

DEMETHYLCHLORTETRACYCLINE 


Prescribing  information  on  next  page. 


b.i.d.  The  sensible 
schedule  that  covers  the 
patient  day  and  night 

DECLOMYCIN  DemethylchlortetracycHne  should  be 
equally  or  more  effective  therapeutically  than  other 
tetracyclines  when  the  offending  organisms  are 
tetracycline-sensitive. 

Contraindication:  History  of  hypersensitivity  to 
demethylchlortetracycline. 

Warning— In  renal  impairment,  usual  doses  may  lead 
to  excessive  accumulation  and  liver  toxicity.  Under  such 
conditions,  lower  than  usual  doses  are  indicated,  and,  if 
therapy  is  prolonged,  serum  level  determinations  may  be 
advisable.  A photodynamic  reaction  to  natural  or  artifi- 
cial sunlight  has  been  observed.  Small  amounts  of  drug 
and  short  exposure  may  produce  an  exaggerated  sun- 
burn reaction  which  may  range  from  erythema  to  severe, 
skin  manifestations.  In  a smaller  proportion,  photo- 
allergic  reactions  have  been  reported.  Patients  should 
avoid  direct  exposure  to  sunlight  and  discontinue  drug 
at  the  first  evidence  of  skin  discomfort.  Necessary  subse- 
quent courses  of  treatment  with  tetracyclines  should  be 
carefully  observed. 

Precautions— Overgrowth  of  nonsusceptible  organisms 
may  occure.  Constant  observation  is  essential.  If  new  in- 
fections appear,  appropriate  measures  should  be  taken. 
In  infants,  increased  intracranial  pressure  with  bulging 
fontanels  has  been  observed.  All  signs  and  symptoms 
have  disappeared  rapidly  upon  cessation  of  treatment. 
Side  Effects  — Gastrointestinal  system  — anorexia, 
nausea,  vomiting,  diarrhea,  stomatitis,  glossitis,  entero- 
colitis, pruritus  ani.  Skin— maculopapular  and  erythema- 
tous rashes.  A rare  case  of  exfoliative  dermatitis  has 
been  reported.  Photosensitivity;  onycholysis  and  dis- 
coloration of  the  nails  I rare).  Kidney  — rise  in  BUN, 
apparently  dose  related.  Transient  increase  in  urinary 
output,  sometimes  accompanied  by  thirst  (rare).  Hyper- 
sensitivity reactions  — urticaria,  angioneurotic  edema, 
anaphylaxis.  Teeth— dental  staining  (yellow-brown)  in 
children  of  mothers  given  this  drug  during  the  latter 
half  of  pregnancy,  and  in  children  given  the  drug  during 
the  neonatal  period,  infancy  and  early  childhood. 
Enamel  hypoplasia  has  been  seen  in  a few  children.  If 
adverse  reaction  or  idiosyncrasv  occurs  discontinue 
medication  and  institute  appropriate  therapy. 
Average  Adult  Daily  Dosage:  150  mg  q.i.d.  or  300 
mg  b.i.d.  Should  be  given  1 hour  before  or  2 hours  after 
meals,  since  absorption  is  impaired  by  the  concomitant 
administration  of  high  calcium  content  drugs,  foods  and 
some  dairy  products.  Treatment  of  streptococcal  infec- 
tions should  continue  for  10  days,  even  though  symp- 
toms have  subsided. 

In  the  treatment  of  syphilis  a dosage  scliedule  of  a total  of  12  to  18  Gm, 
"iven  in  equally  divided  doses  over  a period  of  10  to  15  days  should  be 
followrd.  Close  follow-up  observation  of  the  patient  is  recommended, 
including;  appropriate  laboratory  tests,  since  demethylchlortetracycline 
has  not  had  adequate  evaluation  in  all  stages  of  syphilis.  Spinal  fluid 
examination  should  be  included  as  part  of  this  follow-up. 

.Acute  «ionoroccal  anterior  urethritis  in  males  has  been  treated  effectively 
with  a sinj;ie  dose  of  600-900  m*:;.  of  DECLOMYCIN  Denielhylchlortetra- 
cycline.  Individuals  unable  to  tolerate  large  single  doses  due  to  gastro- 
intestinal side  effects  may  be  treated  with  150  mg.  every  6 hours  for  a 
minimum  of  4 doses  or  300  mg.  every  12  h()urs  for  a minimum  of  2 doses. 
Females  should  be  treated  with  a dosage  of  150  mg.  every  6 hours  or  300 
mg.  every  12  hours  until  a cure  is  effected. 

Primary  Atypical  Pneumonia  (Eaton  Agent):  The  average  adult  daily 
dosage  is  900  mg.  in  3 divided  doses  for  six  days. 

LEDERLE  LABORATORIES,  A Division  of 
American  Cyanamid  Company,  Pearl  River,  N.Y. 
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A Message  of  Importance  to  Doctors  Under  Age  55! 


Your  Preferred  Risk  Status  Now  Makes  You 
Eligible  for  High -limit  Disability  Income  Protection 
at  Substantial  Savings! 


Mutual  of  Omaha’s  New  Doctor’s  Income  Plan 


PAYS  UP  TO  $1,200.00  A MOKTH 


for  both  sickness  and  injuries— in  or  out  of  the  hospital! 


Here’s  vital  protection  especially  de- 
signed for  younger  doctors  whose 
growing  personal,  family  and  pro- 
fessional expenses  make  them  par- 
ticularly vulnerable  to  the  "economic 
death”  of  long-term  disability. 

Mutual  of  Omaha’s  new  Doctor’s  In- 
come Plan  meets  your  needs  by  pro- 
viding as  much  as  $1,200.00  a month 
when  you’re  sick  or  hurt  and  can’t 
work.  That’s  $14,400.00  a year,  TAX- 
FREE — the  equivalent  of  $18,000.00 
to  $20,000.00  taxable  income!  You 
have  your  choice  of  four  plans — 
$600.00,  $800.00,  $1,000.00  and  $1,- 
200.00  a month,  depending  on  your 


needs  and  the  plan  you  qualify  for. 
These  monthly  benefits  are  yours  to 
spend  as  you  please,  for  any  purpose 
you  choose. 

And  because  this  plan  is  available 
only  to  younger  doctors.  Mutual  of 
Omaha  is  able  to  offer  you  this  out- 
standing protection  at  rates  far  lower 
than  would  otherwise  be  possible. 

So  act  notv!  Find  out  how  you  can 
offer  your  family  real  security  against 
the  loss  of  your  income  due  to  a sick- 
ness or  accident.  For  free  information 
on  this  low-cost  plan,  simply  com- 
plete the  coupon  below  and  mail  it 
today. 


Outstanding  Features 
of  the 

Doctor’s  Income  Plan 

• Provides  high-limit  disability 
income  protection  ...  as  much 
as  $1,200.00  a month — $14,- 
400.00  a year  tax-free! 

• House  confinement  is  never 
required. 

• Waiver  of  premium  provision. 

• Protects  you  anywhere  in  the 
world. 

• Covers  you  when  you  travel 
as  a passenger  on  any  aircraft 
— even  a private  plane. 

• Pays  in  addition  to  other 
coverage  you  may  have.  Thus, 
your  Doctor’s  Income  Plan 
can  serve  as  a basic  plan  of 
protection  or  as  a supplement 
to  your  other  insurance. 

Mail  coupon  below  for  full  de- 
tails. 


WDmahaVL/ 

Mutual  of  Omaha  Insurance  Company 

The  Company  that  pays 

Life  Insurance  Affiliate:  United 
of  Omaha  Home  Office: 
Omaha,  Nebraska 


R.  B.  Condon  Agency 
1126  Commonweallh  Building 
Louisville,  Kentucky  40202 

Please  rush  me  full  details  on  Mutual  of  Omaha’s  New  Doctor’s 
Income  Plan  available  only  to  doctors  under  age  55. 

Name  

Address 

City State ZIP  Code 
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MESSAGE 
FROM  THE 
PRESIDENT 


A Call  for  Good  Doctors* 

WE,  as  doctors,  feel  that  American  medical  care  is  the  best  in  the  world. 
Yet  criticism  is  being  leveled  at  us  from  many  different  sources. 

A recent  one  was  the  report  of  the  President’s  Advisory  Commission 
on  Health  Manpower  made  public  November  20,  1967.  Many  of  the  criticisms  of 
this  report  concern  parts  of  the  health  package  on  which  doctors  themselves  have 
little  influence.  But  other  facets  of  this  report  are  definitely  on  target  and  hit  us 
“right  between  the  eyes.” 

These  we  can  and  should  do  something  to  remedy.  Two  specific  items  were: 

1 . Long  waits  in  the  doctor’s  office  and  when  finally  seen,  hurried 
impersonal  attention  received. 

2.  Difficulty  in  finding  a doctor  at  night  and  on  weekends,  except 
in  hospital  emergency  rooms  where  the  care  is  frequently  carried 
out  by  a foreign  intern,  resident  or  house  physician. 

Every  doctor  should  review  his  office  schedule  and  find  out  how  long  patients 
must  wait  to  be  seen.  An  appointment  system  will  and  can  be  made  to  work  if 
you  and  your  aides  make  the  necessary  effort.  If  we  had  to  wait  for  any  non- 
medical service  as  long  as  patients  must  wait  in  our  offices,  I am  sure  a better 
schedule  would  result.  A personal  interest  in  every  patient  should  be  a must. 

In  order  to  provide  constant  medical  coverage,  each  community  should  set  up 
an  emergency  call  system.  This  would  make  it  possible  for  a patient  to  find  a 
doctor  at  any  hour  on  holiday  or  weekend.  At  present  we  are  losing  the  battle 
of  hospital  practice  of  medicine  by  default.  We  are  constantly  being  told  we 
should  be  more  active  in  community  affairs,  politics,  education,  etc.  This  is 
important,  but  we  should  remember  our  first  duty — “be  a good  doctor  for  your 
community”. 

Glenn  W.  Bryant,  M.D. 

KMA  Vice-President,  Central  District 


*This  is  the  second  of  a series  of  articles  written  at  the  request  of  KMA  President 
George  F.  Brockman,  M.D.,  by  the  three  KMA  vice-presidents  and  the  president  of  the 
Woman’s  Auxiliary  to  KMA.  The  first  article  appeared  in  the  January  issue  of  The  Journal. 


DOSAGE:  INJECTABLE  — Average  adult  dose 
one  ampul,  2 cc.  (60  mg.  orphenadrine  citrate) 
I.M.  or  I.V.  May  be  repeated  every  12  hours. 
Relief  may  be  maintained  with  one 
NORFLEX  tablet  b.i.d.  TABLETS -Two 
tablets  per  day  for  adults,  one  in  the 
morning,  one  in  the  evening.  Each  tablet 
contains  100  mg.  orphenadrine  citrate. 

For  full  information,  see  Package  Insert 
or  P.D.R. 

Riker  Laboratories 
Northridge,  California  91324 


Norftec 

(orphenadrine  citrate) 


The  muscle  relaxant 
that  works 

before  you  write  a prescription 

Relieve  painful  skeletal  muscle  spasm  In  your  office 
in  minutes  with  a single  2 cc.  injection  of  NORFLEX. 

Then,  for  sustained  relief,  write  a prescription 
for  NORFLEX  tablets,  1 tablet  b.i.d. 

CONTRAINDICATIONS;  Due  to  its  anticholinergic 
action,  NORFLEX  should  not  be  used  in  patients 
with  glaucoma,  pyloric  or  duodenal  obstruction, 
stenosing  peptic  ulcer,  prostatic  hypertrophy  or 
obstruction  at  the  bladder  neck,  cardiospasm 
(megaesophagus)  and  myasthenia  gravis.  Use  with 
caution  in  patients  with  tachycardia.  Do  not  use 
propoxyphene  (Darvon'*)  concurrently. 

WARNING:  Transient  lightheadedness  or  dizziness 
following  NORFLEX-INJECTABLE  may  occur. 


SIDE  EFFECTS:  Due  mainly  to  anticholinergic 
action  and  usually  at  high  dosage.  They  may 
include  dryness  of  the  mouth,  tachycardia, 
palpitation,  urinary  hesitancy  or  retention,  blurred 
vision,  dilatation  of  the  pupil,  increased  ocular 
tension,  weakness,  nausea,  vomiting,  headache, 
dizziness,  constipation,  and  drowsiness. 
Infrequently,  mental  confusion  in  the  elderly, 
urticaria  or  other  dermatoses.  Side  effects  are 
usually  eliminated  by  reduction  in  dosage.  Two 
cases  of  aplastic  anemia,  with  no  established 
causal  relationship,  have  been  reported. 


Live  Mumps  Virus  Vaccine  t 

Kussell  E.  Teague,  M.D.,  M.P.H. 


Commissioner  of  Health 
Commonicealth  of  Kentucky 


Although  mumps  is  not  usually  a severe 
disease,  it  remains  as  one  of  the  most  com- 
mon infections  of  childhood  and  results  in 
considerable  morbidity  and  loss  of  school  time. 
Manifestations  of  mumps  may  include  aseptic  men- 
ingitis, pancreatitis  and,  in  post-pubertal  males,  a 
very  painful  orchitis. 

An  inactivated  mumps  vaccine  has  been  avail- 
able for  a number  of  years,  but,  because  of  the 
short  duration  of  immunity,  it  has  not  been  very 
useful. 

A live  attenuated  mumps  virus  vaccine  has  re- 
cently been  licensed.  This  product,  known  as  Jeryl- 
Lynn  strain  (B  level)  live  attenuated  mumps-virus 
vaccine,  is  being  marketed  as  LVOV  AC  MUMPS- 
VAX®.  It  has  been  field  tested  in  over  16,500  per- 
sons, including  over  6,000  initially  seronegative  chil- 
dren. It  produced  no  clinical  side  effects.  The  pro- 
tective efficacy  against  natural  mumps  challenge  was 
over  95  percent,  equivalent  to  the  efficacy  of  live 
attenuated  measles  vaccine.  This  protection  has  been 
shown  to  last  at  least  20  months.  The  neutralizing 
antibody  induced  by  this  vaccine  has  persisted  for 
at  least  two  years  without  substantial  decline.  The 
antibody  titer  induced  by  the  vaccine,  however,  is 
only  15  to  25  percent  of  the  titer  induced  by  natural 
mumps  infection. 1 

Because  of  the  relatively  low  antibody  titer  and 
the  short  duration  of  field  experience,  the  duration 
of  immunity  remains  to  be  established.  There  is 
basis  to  expect  life-long  immunity  after  a single 
dose,  but,  “continued  surveillance  will  be  required 
to  demonstrate  this  point. ”2 

At  present  it  is  not  known  whether  or  not  the 
vaccine  could  be  used  as  an  epidemic  control  meas- 
ure. A field  trial  is  currently  under  way  in  Fleming 
County  in  an  attempt  to  answer  this  question.  This 
study  is  a joint  venture  of  the  Fleming  County 
Health  Department  and  the  Kentucky  State  Depart- 
ment of  Health.  The  program  has  been  fully  ap- 
proved and  endorsed  by  the  Fleming  County  Medi- 


fThis  article  was  prepared  by  The  Office  of  Com- 
municable Disease,  Division  of  Epidemiology,  Ken- 
tucky State  Health  Department.  275  East  Main  Street, 
Frankfort. 


cal  Society.  The  vaccine  was  obtained  free  of  charge 
for  field  trial  use  through  the  National  Com- 
municable Disease  Center. 

Until  more  information  is  available  with  respect 
to  duration  of  immunity  and  efficacy  in  protecting 
mumps  contacts,  the  following  recommendations  have 
been  established  by  the  Public  Health  Service  Ad- 
visory Committee  on  Immunization  Practices^  and 
the  Committee  on  Control  of  Infectious  Diseases  of 
the  American  Academy  of  Pediatrics^: 

{ 1 ) “Live  mumps  vaccine  should  not  be  admin- 
istered to  children  less  than  12  months  of 
age  because  of  the  possible  persistence  of 
interfering  maternal  antibody’’^ 

( 2 ) “The  vaccine  should  be  specially  considered 
in  the  following  groups,  if  they  have  not  had 
clinical  mumps: 

(a)  Boys  who  are  approaching  puberty 

(b)  Adolescent  and  adult  males 

(c)  Children  living  in  closed  institutions,  per- 
haps in  summer  camps,  or  under  similar 
epidemiological  circumstances. ”•!  Neither 
committee  statement  specified  whether 
children  attending  school  represent  “sim- 
ilar epidemiologic  circumstances.” 

(3)  “The  vaccine  is  not  specifically  contraindi- 
cated for  younger  children,  but  until  more 
information  on  duration  of  immunity  is  avail- 
able, the  vaccine  is  not  recommended  for 
routine  use. ”3 

(4)  “It  is  not  known  if  live  mumps  vaccine  will 
provide  protection  when  administered  after 
exposure.  There  is,  however,  no  contraindica- 
tion for  its  use  at  that  time.”^ 

(5)  “Inactivated  mumps  vaccine  or  mumps  im- 
mune globulin  are  no  longer  recommended 
for  susceptible  adult  males  who  have  been 
exposed  to  a person  with  mumps.  There  is 
insufficient  data  as  yet  on  which  to  judge 
the  possible  value  of  live  attenuated  mumps 
vaccine  in  preventing  disease  following  ex- 
posure.”4 

(6)  The  vaccine  is  contraindicated  in  pregnant 
women;  persons  hypersensative  to  neomycin 
or  egg  protein;  persons  with  leukemia,  lym- 

(Continued  on  page  306) 
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EMPIRIN’® COMPOUND  with  CODEINE  PHOSPHATE  gr.1/2  No.  3 

Each  tablet  contains;  Codeine  Phosphate  gr.  Vi  (Warning  — May  be  habit  forming), 

Phenacetin  gr.  IVi,  Aspirin  gr.  V/i,  Caffeine  gr.  Vi. 

■ Despite  introduction  of  synthetic  substitutes,  efficacy  of  ‘Empirin’ 

Compound  with  Codeine  remains  unchallenged. 

^ BURROUGHS  WELLCOME  &.  CO.  (U.S.A.)  iNC.,Tuckahoe,  N.Y. 


1 


An  uncommon  steroid 
for  common  inflammatory  dermatoses 


In  everyday  topical  steroid 
therapy,  Synalar  produces  rapid 
resolution  of  inflammation  and 
itching  in  steroid-responsive 
dermatoses— and  at  relatively 
low  cost  to  the  patient. 

Advanced  molecular 
design  enhances  potency 

Synalar  combines  the  advantage 
of  earlier  corticosteroid  com- 
pounds with  unique  structural 
innovations.  As  a result,  prepara- 
tions of  Synalar  0.01%  and  Synalar 
0.025%  have  been  reported  to  be 
more  potent  topically  and  signifi- 
cantly more  effective  than  hydro- 


cortisone 1.0%. The  unique  fluo- 
cinolone  acetonide  molecule 
provides  one  of  the  most  useful 
topical  corticosteroids  for  every- 
day practice. 

Impressive  clinical 
results  in  a wide  range  of 
dermatologic  problems 

The  clinical  efficacy  of  Synalar 
has  been  extensively  documented 
in  the  world  literature.  Commonly 
encountered  diseases  such  as  al- 
lergic and  contact  dermatitis, 
eczematous  and  seborrheic  der- 
matitis, and  neurodermatitis  re- 
spond rapidly  to  Synalar,  often 


where  previous  therapy  with  other 
topical  corticosteroids  has  failed. 

Low  patient  cost 
for  wider  usefulness 

With  Synalar,  a high  degree  of 
efficacy  does  not  mean  high  price. 
And— a small  quantity  goes  a long 
way.  Thus,  your  patients  can 
often  obtain  the  “economy”  of  a 
hydrocortisone  preparation  with 
the  proved  efficacy  of  a potent, 
truly  advanced  steroid. 

Synalar 

fluocinolone  acetonide 


raindica 


For  everyday  topical  steroid  therapy 

SynaUurp.or^ 

fluocinolone  acetonide 

provides  economy  in  two  practical  dosage  forms 


For  general  use,  the  most 
economical  and  widely  applicable 
concentration  of  Synalar  is  0.01% 
Cream  in  a water- washable,  van- 
ishing cream  base.  Synalar  Solu- 
tion 0.01%  is  especially  valuable  in 
dermatoses  involving  moist,  inter- 
triginous  areas  or  hairy  sites 
where  creams  and  ointments  do 
not  spread  or  penetrate  readily. 
Synalar  Solution  is  a unique 
dosage  form— clear,  nongreasy, 
cosmetically  elegant. 


Product  Information 

Contraindications:  Tuberculous,  fungal,  and  most 
viral  lesions  of  the  skin  (including  herpes  simplex, 
vaccinia,  and  varicella).  Not  for  ophthalmic  use. 
Contraindicated  in  individuals  svith  a history  of 
hypersensitivity  to  any  of  the  components. 
Precautions:  Synalar  preparations  are  virtually 
nonsensitizing  and  nonirritating.  However,  the 
solution  may  produce  burning  or  stinging  when 
applied  to  denuded  or  fissured  areas.  In  some  pa- 
tients with  dry  lesions,  the  solution  may  increase 
dryness,  scaling  or  itching.  Where  severe  local 
infection  or  systemic  infection  exists,  the  use  of 
systemic  antibiotics  should  be  considered,  based 
on  susceptibility  testing.  While  topical  steroids 
have  not  been  reported  to  have  an  adverse  effect 
on  pregnancy,  the  safety  of  their  use  on  pregnant 
females  has  not  absolutely  been  established. 
Therefore,  they  should  not  be  used  extensively  on 
pregnant  patients,  in  large  amounts,  or  for 


prolonged  periods  of  time.  Side  Effects:  Side 
effects  are  uncommon  with  topical  corticosteroids. 
As  with  all  drugs,  however,  a few  patients  may 
react  unfavorably  to  Synalar  under  certain 
conditions.  In  such  cases  the  agent  should  be 
discontinued  and  appropriate  measures  taken. 
Atailability:  Synalar  (fluocinolone  acetonide) 
Cream  0.025%  — 5,  1 5 and  60  Cm.  tubes  and  425 
Cm.  jars.  Cream  0.0 1 % — 1 5,  45  and  60  Gm.  tubes 
and  1 20  Gm.  jars.  Solution  0.0 1 % — 20  and  60  cc . 
plastic  squeeze  bottles.  Ointment  0.025%—  1 5 and 
60  Gm.  tubes.  Neo- Synalar*  (neomycin  sulfate 
0.5%  [0.35%  neomycin  base],  fluocinolone  acetonide 
0.025%)  Cream  — 5,15  and  60  Gm.  tubes. 


Iluoonolone  aceiomdfl—  an  original  ataroid  from 
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Dietary  Violations  are 
Diminished  Profoundly  with,*. 


tSTEDYTABS  Delfeta-sed  i 

’SEDAFAX  (brand  of  special  micronized 
grade  of  AMOBARBITAL  - Warning: 
may  be  habit  forming ) 120  mg. 

•DELFETAMINE  (brand  of  dl-N-METHYL- 
AMPHETAMINE  HCI) 30  mg. 

Usual  Aduh  Dosaga:  Ont  labici  dtiiy/ 
To  bt  lokoA  in  Hm  mornins. 


Tablets  Delfeta-sed*  ^ 

•SEDAFAX  (brand  of  special  micronized 
grade  of  AMOBARBITAL  - Warning: 
may  be  habit  forming  ) 40  mg. 

•DELFETAMINE  (brand  of  dl-N-METHYL- 
AMPHETAMINE  HCI ) 10  mg. 

Usual  Adult  Dosage:  I"  obesiiy.  l tablet 
t.  i.  d.  30'60  minutes  before  meals.  In  all  other 
conditions,  take  1 tablet  t.  i.  d.  immediately  after 
meals. 


tSTEDYTABS  DaFETA-SED  are  so  prepared  lhal 
the  active  ingredients  are  released  continuously  to 
provide  for  prolonged  therapeutic  effects  for  a 
period  of  up  to  8 to  10  hours. 

r ' \ 

\ 

The  dieting  obese  sometime  experience  emo*  I 
tional  problems  as  secondary  symptoms  resulting  from  « 
restricted  food  intake:  anxiety,  depression,  irritability  | 
and  tension.  Subjective  relief  is  accomplished  with 
Delfeta-sed  (Delfetamine,  dl-N-Methylamphetamine 
HCI)  balanced  with  the  mild  euphoric  sedative  action 
of  Sedafax,  brand^pf  Amobarbital- Warning:  may  be 
habit  forming).  The  mood  is  altered  to  promote 
optimism  and  impart  a cheerful  sense  of  energy , 
and  well-being.  i 

IN  DEPRESSION:  A completely  logical  syner- 
gistic combination  of  wide  application  as  a mood 
normalizer  for  the  common  depressed  states  en- 
countered in  everyday  practice.  Induces  a serene 
outlook  without  excessive  tranquillity.  The 
patient  is  alert  but  composed,  free  from  emotional 
peaks  and  troughs.  Relieves  anxiety  which  is  a part  of 
every  illness. 

CAUTION: 

Contraindicated  in  the  presence  of  marked  hypertension 
and  in  cases  of  coronary  or  cardiovascular  disease;  also,  in  patients 
hypersensitive  to  barbiturates  or  ephedrine-like  drugs. 
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EASTERN  RESEARCH  LABORATORIES,  Inc, 

302  S.  CENTRAL  AVENUE  BALTIMORE  2,  MD. 
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Upper  respiratory  infection!  I thought  everything 
was  a ^virus’  these  days?’^ 
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Some  U.R.I.  patients  are  more 
miserable  than  others. 

That's  why  we  make  Novahistine® 
in  two  different  tablet  formulations. 

And  let  you  control  the  dosage. 


With  Novahistine  LP  tablets  and  Novahistine  Singlet™ 
tablets  you  have  the  range  and  flexibility  of  decongestant 
dosage  that  lets  you  prescribe  for  the  needs  of  the 
individual  patient. 

Novahistine  LP  tablets  are  most  useful  for  relief  of 
nasal  congestion  in  patients  without  pain  or  fever. 
Novahistine  Singlet  tablets,  which  provide  analgesic- 
antipyretic  effect,  as  well  as  decongestant  action,  are 
indicated  for  upper  respiratory  infections  accompanied 
by  pain,  aches  and  fever. 

Whether  you  prescribe  Novahistine  LP  or  Novahistine 
Singlet,  a total  daily  dose  of  3 or  4 tablets  will  usually 
provide  effective,  continuous  relief. 

Use  cautiously  in  patients  with  severe  hypertension, 
diabetes  mellitus,  hyperthyroidism  or  urinary  retention. 
Caution  ambulatory  patients  that  drowsiness  may  result. 

Each  Novahistine  LP  tablet  contains  phenylephrine  hydrochloride,  25  mg.;  and 
chlorpheniramine  maleate,  4 mg. 

Each  Novahistine  Singlet  tablet  contains  phenylephrine  hydrochloride,  40  mg.; 
chlorpheniramine  maleate,  8 mg.;  and  acetaminophen,  500  mg. 
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Continuing  Educational 

From  The 


Opportunities 


KMA  Postgraduate  Medical  Education  Office 


IN  KENTUCKY 

MARCH 

14  Obstetrics  and  Gynecology  Grand  Rounds, 

“Malignant  Disease  Complicating  Pregnancy,” 
University  of  Kentucky  Medical  Center,  Lex- 
ington 

18  KMA  Senior  Day,  University  of  Louisville 
Medical  Students,  Executive  Inn,  Louisville 

20-21  Fourteenth  Annual  Symposium  on  Cardio- 
vascular Diseases,  Brown  Hotel,  Louisville 
(Acceptable  for  11  credit  hours  by  the  Ameri- 
can Academy  of  General  Practice) 

21  Obstetrics  and  Gynecology  Grand  Rounds, 

“Management  of  Third  Trimester  Bleeding,” 
University  of  Kentucky  Medical  Center,  Lex- 
ington 

28  Thirteenth  Annual  Lexington  Clinic  Confer- 
ence, Lexington  Clinic,  Lexington 

APRIL 

4-6  Kentucky  Chapter,  American  College  of  Sur- 
geons Annual  Spring  Meeting,  Imperial  House, 
Lexington 

9 KMA  Senior  Day,  University  of  Kentucky 
Medical  Students,  Imperial  House,  Lexington 

17- 18  KMA  Interim  Meeting,  White  House  Inn 

(formerly  The  Lamplighter),  Covington 

18- 20  Symposium  on  Selected  Topics  in  Neurology 

and  Neurosurgery  (advanced);  University  of 
Kentucky  College  of  Medicine,  Lexington 

24-25  Kentucky  Chapter,  American  Academy  of 
Pediatrics,  Annual  Spring  Meeting,  Park  Mam- 
moth Resort,  Park  City 


25  Fourth  Post  Graduate  Rheumatic  Disease 
Symposium,  Rankin  Amphitheater,  General 
Hospital,  Louisville 

26  Kentucky  chapter,  American  College  of 
Radiology,  Annual  Spring  Meeting,  Imperial 
House,  Lexington 

26-27  Kentucky  Ob-Gyn  Society,  Annual  Spring 
Meeting,  Stouffer’s  Inn,  Louisville 

IN  SURROUNDING  STATES 

MARCH 

12  Seventh  Annual  Alfred  K.  Nippert  Memorial 
Lecture,  ‘The  Emerging  Role  of  the  Com- 
munity Hospital,”  8:15  p.m..  The  Christ  Hos- 
pital, Cincinnati,  Ohio 

15-20  Second  International  Congress  of  Lympholo- 
gy,  Fontainebleau  Hotel,  Miami  Beach,  Fla. 

18-20  American  Academy  of  Pediatrics  Annual 
Spring  Session,  Regency  Hyatt  House,  Atlan- 
ta, Ga. 

22-24  Central  Surgical  Association  Meeting,  Shera- 
ton-Cleveland,  Cleveland,  Ohio 

28-29  “Advances  in  Pediatrics”  Postgraduate 
Course,  Cleveland  Clinic  Educational  Foun- 
dation, Cleveland,  Ohio 

APRIL 

1-5  American  College  of  Physicians,  49th  Annual 
Session,  Sheraton-Boston  Hotel  and  War 
Memorial  Auditorium,  Boston,  Mass. 

17-18  “Psychiatry  and  General  Medicine,”  Cleve- 
land Clinic  Educational  Foundation  Postgrad- 
uate Course,  Cleveland,  Ohio 

24  “Laboratory  Aspects  of  Hematology,”  Cleve- 
land Clinic  Educational  Foundation  Postgrad- 
uate Course,  Cleveland,  Ohio 
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Breathing’s 
a snap  again, 
he  said 
gingerly. 

(COMPLIMENTS  OF 
DIMETAPP) 


Help  clear  up  that  miserable  stuffed-up 
feeling  with  Dimetapp.  Each  hard-work- 
ing Extentab  brings  welcome  relief  from 
the  stuffiness,  drip  and  congestion  of  upper 
respiratory  conditions  for  up  to  10-12 
hours.  Yet,  patients  seldom  experience 
drowsiness  or  overstimulation.  The  key  to 
success  is  the  Dimetapp  formula:  Dime- 
tane  (brompheniramine  maleate)— along 
with  phenylephrine  and  phenylpropanola- 
mine, two  time-tested  decongestants.  They 
get  the  job  done ...  in  a hurry. 


Indications:  Dimetapp  is  indicated 
for  symptomatic  relief  of  the 
allergic  manifestations  of  respi- 
ratory illnesses,  such  as  the 
common  cold  and  bronchial  asthma, 
seasonal  allergies,  sinusitis, 
rhinitis,  conjunctivitis,  and  otitis. 
Contraindications : Hypersensitivity 
to  antihistamines.  Not  recommended 
for  use  during  pregnancy. 
Precautions:  Until  patient’s 
response  has  been  determined,  he 
should  be  cautioned  against 
engaging  in  operations  requiring 
alertness.  Administer  with  care 


in  sinusitis,  colds,  U.R.I. 

Diiiietapp^Extentabs 

Dimetane®  [brompheniramine  maleate],  12  mg.; 
phenylephrine  HCl,  15  mg.;  phenylpropanolamine  HCl,  15  mg.) 

up  to  10-12  hours  clear 
breathing  on  one  tablet 


to  patients  with  cardiac  or  peripheral 
vascular  diseases  or  hypertension. 
Side  Effects:  Hypersensitivity 
reactions  including  skin  rashes, 
urticaria,  hypotension  and  thrombo- 
cytopenia, have  been  reported  on 
rare  occasions.  Drowsiness,  lassitude, 
nausea,  giddiness,  dryness  of 
the  mouth,  mydriasis,  increased 
irritability  or  excitement  may 
be  encountered. 

Dosage:  1 Extentab  morning  and 
evening. 

Supplied:  Bottles  of  100  and  500. 

A.H.  ROBINS  COMPANY 
RICHMOND,  VA.  23220 


If  hypothyroidism  leaves  your  patient  feeling  like  this... 


Letter®  provides  all  the  advantages 
of  the  synthetically  pure  chemical 
sodium  levothyroxine.  Dosage  is 
precise  and  potency  is  consistently 
uniform. 

and 

Letter®  is  micronized  to  provide  max- 
imum opportunity  for  full  absorption 
and  clinical  response. 

In  addition  Letter®  is  distinctively 
color  coded  with  an  identifying  num- 
ber stamped  on  each  tablet  to  pro- 
vide accurate  dosage  control. 


Indications:  Hypothyroid  conditions.  Contraindications: 
Thyrotoxicosis,  acute  myocardial  infarctions  unless  associated 
with  hypothyroidism.  In  hypothyroidism  with  hypoadrenalism 
coadministration  of  corticoids  with  LETTER®  is  recommend- 
ed. Precautions  and  Side  Effects:  Excessive  dosage  may 
result  in  diarrhea,  cramps,  palpitation,  nervousness,  rapid  pulse, 
sweating.  If  symptoms  appear,  discontinue  medication  for  sev- 
eral days,  then  reinstitute  at  a lower  level.  Since  myxedema 
patients  with  heart  disease  may  suffer  seriously  from  abrupt 
increases  in  dosage,  caution  should  be  exercised  in  adjusting 
dosage.  Dosage:  Generally,  the  initial  adult  dosage  is  0.1  mg. 
daily.  This  may  be  increased  in  small  increments  every  one  to 
three  weeks  until  proper  metabolic  balance  is  achieved.  Avail- 
able : Bottles  of  1 00  tablets,  in  six  potencies:  0.025  mg.  (violet), 
0.05  mg.  (peach),  0.1  mg.  (pink),  0.2  mg.  (green),  0.3  mg. 
(yellow),  and  0.5  mg.  (white). 


mriQinor 


AKfl/IUUK  lAULtlS 


Synthetic  Thyroid  Replacement  Therapy 


ARMOUR  PHARMACEUTICAL  C 0 M PA  N Y • C H I C AG  0,  ILLINOIS 


AppI  ication 

FOR  SPACE  IN  THE  SCIENTIFIC  EXHIBIT  SECTION 


1968  Annual  Meeting 
Convention  Center 


Kentucky  Medical  Association 

Louisville,  Kentucky  September  24,  25,  26 


Fill  Out  and  Mail  tO: 

T.  R.  MARSHALL,  M.D.,  Chairman 

Committee  on  Scientific  Exhibits 
Kentucky  Medical  Association 
3532  Janet  Avenue 
Louisville,  Kentucky  40205 

Applications  for  space  should  be  received 
before  July  1,  1968 

Dimensions  and  structure  of  KMA  Scientific 
booth  are  shown  in  accompanying  illustration 

1 . Title  of  Exhibit: 

2.  Name  (s)  of  Exhibitor  (s):  (AMA  Member?) 

Institution  (if  desired): 

Mailing  Address 

3.  Do  you  have  a built-in  exhibit? 

4.  Description  of  Exhibit:  (Attach  Brief  Description  Not  To  Exceed  50  Words  to  this  blank) 

5.  Exhibit  will  consist  of  the  following:  (Check  which) 

Charts  and  Posters.  . . . Photographs.  . . . Drawings.  . . . X-rays.  . . . 

Specimens.  . . . Moulages.  . . . Other  Material 

. (Describe) 

6.  Booth  Requirements: 

Amount  of  total  wall  space  needed? 

Back  wall Side  walls  (All  side  walls  are  4')  

Square  feet  needed? Shelf  desired?  (yes  or  no)  

7.  Indicate  sources  of  assistance  provided  in  connection  with  the  exhibit 

8.  Has  this  exhibit  been  exhibited  before?  If  so,  when  & where?  

Date  

Signature  of  Applicant 


The  Mead  Johnson  Aesculapius  Award  of  $200.00  and  identifying  plaque  will  be  presented  by  the 
KMA  for  the  best  exhibit  in  1968. 

The  Kentucky  Medical  Association  will  provide  without  cost  to  the  exhibitor  the  following;  Exhibit 
space,  shelves,  sign  for  booth,  current,  bracket  lights,  provided  all  items  are  approved  in  advance 
by  the  committee. 

Cost  of  transporting  exhibits  to  the  meeting  must  be  borne  by  the  individual  exhibitor  as  well  as 
costs  of  cards,  signs,  etc.,  which  are  a part  of  the  exhibit. 

View  boxes,  furniture,  decorations,  etc.,  may  be  rented,  if  desired,  by  applying  directly  to  Jos.  T. 
Griffin  Company,  704  West  Main  Street,  Louisville  2,  who  supply  equipment  for  the  annual  KMA 
meeting. 

Due  to  the  shortage  of  space,  please  have  your  exhibit  as  compact  as  possible. 
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f his  hunger  simply  isn’t  satisfied  by  his  present  formula... 


... 


he  problem  could  be  essential  fatty  acid  imbalance 


■xcessive  appetite,  inordinate 
rying,  poor  weight  gain  and  skin 
ishes  can  be  caused  by  an  infant 
5rmula  that  does  not  have  fatty 
cid  balance.'""^  Linoleic  acid  is  a 

required  nutrient  which  is 
converted,  in  part,  to  metabolically- 
active  arachidonic  acid.  Preliminary 
studies  have  shown  that  linolenic 
acid,  if  present  in  sufficient 

quantity,  can  adversely  affect  this 
conversion.  Optimil  has  only  traced 
amounts  of  linolenic  acid.  1 

at  analyses  of  Optimil  and  two  leading  modified-milk  formulas* 

, Fatty  acids 

Optimil 
% of  fat 

Prod.  #2 
% of  fat 

Prod.  #3 
% of  fat 

Saturated 

40.4 

44.2 

39.0 

i.Caprylic 

3.3 

1.6 

2.2 

Capric 

2.2 

1.1 

1.5 

1 Laurie 

16.0 

10.1 

11.7 

j-Myristic 

6.3 

5.1 

5.5 

J Palmitic 

10.2 

16.2 

14.0 

T 

\ Stearic 

2.3 

9.0 

4.5 

i Unsaturated 

59.6 

55.8 

61.0 

'i  Oleic 
■J 

40.7 

33.0 

24.7 

t 

Linoleic 

18.9 

19.5 

34.6 

Linolenic 

trace 

2.3 

1.7 

f i: 

i * Mean  of  three  lots  tested  ^ 

II 

3ptimil,  an  optimum -nutrition  infant  formula,  helps  reduce  problem  j 


!!! 


n feeding 

^ew  Optimil  from  Carnation 
ontains  more  than  enough  linoleic 
cid  and  only  a trace  of  linolenic. 
'hus  OptimU-fed  infants  maintain 
dequate  tissue  levels  of 
rachidonic  acid.  This  is  reflected 
y the  high  caloric  efficiency 
f Optimil,  and  helps  to  satisfy 
■unger  and  promote  efficient 
k'eight  gain  and  a clear  complexion 
- makes  an  infant  contented.^  ® 

lecommend  Optimil 

dr  optimum  contentment, 
ptimum  digestibility  and  optimum 
rowth,  recommend  Optimil,  the 
ptimum-nutrition  infant  formula, 
'omes  in  the  new  full  16-fluid 
unce  can  for  maximum 
onvenience  in  formula  preparation, 
available  only  at  drug  stores. 


in  digestibility 

Of  all  the  fatty  acids  commonly 
found  in  infant  formulas,  stearic 
acid  is  the  least  digestible.^  Optimil 
contains  a comparatively  low 
level  of  stearic  acid  and  a relatively 
high  level  of  oleic  acid,  which  has 
been  shown  to  aid  in  the 
absorption  of  stearic  acid.  Optimil 
also  has  a high  ratio  of  unsaturated 
fat  to  saturated  fat  which  further 
enhances  the  formula’s  digestibility. 

1.  Hansen,  A.  E.,  et  al:  Pediatrics  31:171, 

1963.  2.  Holman,  R.  T.:  Fed  Proc.  23:1062, 

1964.  3.  Holman,  R.  T.,  et  al.:  Amer.  J. 

Clin.  Nutrition  14:70,  1964.  4.  Hepner,  R., 
et  al.:  Pediatrics  33:94,  1964.  5.  Pikaar, 
N.A.,  and  Fernandes,  J.:  Amer.  J.  Clin. 
Nutrition  19:194,  1966.  6.  Hepner,  R.: 
Current  Therapeut.  Research  9: 140  (Suppl. 
35)  1967.  7.  Hart,  L.  M.:  Ibid.,  p.  179. 

8.  Nichols,  M.  M.:  Ibid.,  p.  184.  9.  Young, 
R.  J.  and  Garrett,  R.  L.:  J.  Nutrition 
81:321,  1963. 


in  stooling  I 

Stooling  problems  and  perianal 
dermatitis  are  minimized  by  the  !: 

presence  of  lactose.  A low  renal  !; 
solute  load  assures  ample  | 

expendable  water  reserves  to  meet  j; 
stress  situations.  Adequate  amount 
of  all-known  essential  vitamins 
and  8 mg.  of  iron  are  included  ; 

per  diluted  quart. 


jl  I 

,j;‘ ! 
I'  I 

.i.-  ^ 
li' 


From  the  files  of  the 

COMMITTEE  FOR  THE 


STUDY  OF  MATERNAL  MORTALITY 


CASE  8-65.  This  36  year  old  married,  white, 
gravida  10  para  9 who  had  been  previously 
diagnosed  as  having  Marfan’s  syndrome,  was 
admitted  to  the  hospital  in  early  labor  at  9:00  P.M. 
on  May  20,  1965.  Her  expected  date  of  delivery 
was  calculated  to  be  sometime  in  April,  but  the 
height  of  the  fundus  suggested  a somewhat  later  ex- 
pected date.  Labor  had  begun  spontaneously  at  1:30 
P.M.  She  was  having  hard  contractions  every  two 
to  three  minutes,  lasting  for  50  seconds.  The  blood 
pressure  was  180/100,  temperature  100.4°,  pulse  80 
and  respirations  20.  The  fetal  heart  beat  was  counted 
at  146.  The  cervix  was  dilated  to  4 cm,  and  the  fetus 
lay  in  breech  presentation.  Amniotic  fluid  was  seen 
leaking  from  the  cervix,  the  time  at  which  the 
membranes  had  ruptured  was  not  determined.  Some 
dark  blood  was  also  noted  in  the  vagina.  She  had 
had  no  prenatal  care.  A note  on  the  labor  record 
stated  that  the  patient  had  congenital  heart  disease. 

The  patient  received  50  mg  of  Demerol  intramuscu- 
larly at  10:10  P.M.  The  blood  pressure  continued  to 
be  elevated  to  176/110,  and  the  fetal  heart  beat 
was  counted  at  140  in  the  right  lower  quadrant.  At 
10:35  P.M.  she  was  examined  by  her  physician  after 
which  she  passed  a large  amount  of  bright  red  blood 
clot. 

At  11:00  P.M.,  the  blood  pressure  was  88/60  and 
it  was  observed  that  the  uterine  contractions  had 
ceased.  She  received  1 cc  of  Aramine  intramuscularly 
at  11:15  P.M.,  and  at  11:30  P.M.  the  blood  pressure 
was  112/80.  Five  hundred  cc  of  whole  blood  was 
started  at  midnight  when  the  blood  pressure  was 
100/80.  Her  skin  was  cool  to  touch,  she  was  perspir- 
ing, and  her  lower  abdomen  felt  tight.  She  received  50 
mg  of  Dramamine  intramuscularly  for  nausea  and 
another  500  cc  of  whole  blood  was  started.  She  con- 
tinued to  have  some  vaginal  bleeding  and  passed 
three  large  blood  clots.  The  third  pint  of  whole 
blood  was  started  at  4:45  A.M.  on  May  21,  1965. 
By  now  the  blood  pressure  had  risen  to  170/110. 

The  patient  continued  to  have  heavy,  bright  red 
vaginal  bleeding.  At  1 1:00  A.M.  on  May  21,  the  blood 
pressure  was  180/100,  temperature  100°,  and  pulse 
120.  She  voided  400  cc  of  urine  and  vomited  a small 
amount  of  greenish  material.  She  was  examined  by 
her  physician  and  the  cervix  was  found  to  be  dilated 
to  7 cm  at  11:45  A.M.  An  x-ray  of  the  abdomen 
showed  an  anencephalic  term-sized  infant  presenting 
as  a transverse  lie.  The  fourth  pint  of  blood  was 
started  at  12:50  P.M.,  and  the  pateint  was  not  bleed- 
ing excessively  at  this  time. 

A surgical  consultant  described  the  abdomen  as 
showing  one  plus  tenderness  throughout,  but  no  sig- 


nificant rigidity.  Because  of  her  poor  conditio.n  he  sug- 
gested a medical  consultation.  A dry  hacking  cough 
noted  on  admission  had  become  productive.  The 
oral  fluid  intake  to  this  point  was  1050  cc  and  the 
measured  output  was  550  cc.  The  patient  was  restless 
and  vomited  a large  amount  of  light  green  material. 
The  blood  pressure  had  stabilized  at  174/100,  the 
temperature  was  101.6°,  the  pulse  was  120  and  the 
respirations  were  36.  Her  speech  became  confused  and 
she  tried  to  get  out  of  bed.  A chest  x-ray  was  taken 
at  5:35  P.M.  and  she  received  2 cc  Thiomerin  and 
0.6  mg  Digitoxin  intramuscularly. 

On  the  morning  of  May  22,  the  patient’s  hemoglo- 
bin was  10  gm.  Her  heart  rate  remained  rapid,  ap- 
proximately 140  per  minute;  the  blood  pressure  was 
160/100  and  the  respiratory  rate  was  45-50  per 
minute.  A medical  consultant  saw  the  patient  and 
described  her  as  a thin,  cachectic  female  with  in- 
creased pigmentation  of  the  skin  and  rather  marked 
exophthalmos.  Her  lips  and  tongue  were  moderately 
cyanotic.  The  neck  veins  were  slightly  distended 
when  the  patient  was  supine.  The  chest  was  resonant 
to  percussion,  but  the  diaphragm  was  high  and  there 
was  absence  of  breath  sounds  bilaterally  in  the 
lower  thorax.  Her  heart  rate  was  140/minute,  and 
was  strong  and  bounding  with  no  murmurs.  The 
abdomen  was  soft,  the  uterus  enlarged  and  the  ab- 
domen generally  tender.  Fetal  parts  were  palpated  in 
the  upper  portion  of  the  abdomen.  Rectal  examina- 
tion showed  only  slight  cervical  dilation  despite  the 
previously  recorded  7 cm  dilation  the  day  before.  No 
fetal  parts  presented. 

The  surgeon  saw  the  patient  again  and  thought  she 
seemed  to  be  losing  ground;  the  abdominal  tenderness 
had  become  more  marked.  She  had  no  particular 
rigidity;  however,  it  was  felt  she  should  be  delivered 
by  section  even  though  she  was  described  as  a very 
poor  risk.  The  preoperative  diagnosis  was  abruptio 
placentae.  She  was  given  100  mg  Novocaine  at  L 2-3 
interspace  by  the  surgeon.  The  patient  was  moving 
and  an  accurate  spinal  was  difficult.  The  spinal  fluid 
returned  clear.  The  patient  had  decreased  sensation 
below  the  umbilicus. 

The  operation  began  at  7:15  P.M.  The  block  re- 
quired supplementation  with  cyclopropane  because  of 
the  patient’s  restlessness.  When  the  abdomen  was 
opened,  free  dark  blood  was  encountered  and  the 
fetus  was  found  to  be  free  in  the  abdominal  cavity,  as 
was  most  of  the  placenta,  only  one  small  area  of 
which  remained  attached.  The  uterus  had  ruptured 
on  the  left  side  down  to  the  cervix.  The  peritoneum 
was  separated  from  the  anterior  surface  of  the  uterus, 
as  was  the  bladder.  The  left  tube  and  ovary  had 
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1 been  separated  from  the  uterus  by  the  tear.  A supra- 

I cervical  hysterectomy  was  performed.  The  round  liga- 

' ments  were  not  sutured  into  the  angle  because  of 

the  friable  tissue.  The  excess  old  blood  and  clots 
were  removed  and  the  incision  was  closed.  The  pa- 
tient received  one  pint  of  blood  on  the  operating 
' table  and  another  was  ready  to  be  started.  The  opera- 
tion was  completed  at  8:06  P.M.  and  she  withstood 
I the  procedure  fairly  well.  The  infant  was  an  anen- 

I cephalic  stillborn;  it  was  not  weighed. 

At  10:45  P.M.  the  patient  received  75  mg  of 
j Demerol  for  restlessness;  she  seemed  confused  and 

I disoriented,  picking  imaginary  objects  from  the  air, 

and  pantomining  the  act  of  smoking.  On  May  23,  her 
I respirations  were  more  labored,  and  were  counted  at 

44/minute.  The  temperature  was  100,  the  blood  pres- 
sure 160/100  and  the  pulse  134.  She  was  given  0.2 
mg  of  Digitoxin  at  2:45  A.M.  and  1000  cc  of  5% 
dextrose  in  water  were  started  intravenously  at 
6:00  A.M.  At  7:30  A.M.  her  temperature  was  103°, 
pulse  128  and  respirations  40.  Because  she  was  cyano- 
tic, she  was  placed  in  an  oxygen  tent.  Her  cyanosis 
improved,  but  she  still  failed  to  respond  when  she 
was  spoken  to.  Her  respirations  were  very  shallow 
at  9:30  A.M.,  her  blood  pressure  was  140/90  and 
her  pulse  was  148.  She  was  pronounced  dead  at  11:45 
A.M.  on  May  23. 


The  autopsy  findings  were  as  follows:  ( I ) rup- 
tured uterus  (from  the  clinical  history)  due  to 
pregnancy  and  previous  cesarean  sections;  (2)  Mar- 
fan’s developmental  syndrome;  (3)  bilateral  hydro- 
thorax  (600  cc  left,  50  cc  right;  (4)  chronic  passive 
congestion  of  the  lungs,  liver,  kidney,  spleen  and 
adrenals;  and  (5)  terminal  bronchopneumonia. 

Comments 

This  was  classified  as  a direct  obstetrical  death 
with  preventable  factors  on  the  part  of  both  the 
patient  and  the  physician.  This  patient  should  have 
had  the  benefit  of  family  planning  information  long 
before  she  became  a grand  multipara.  If  she  had  had 
the  information  and  had  refused  to  use  it,  the  respon- 
sibility would  have  been  hers  alone.  This  patient 
would  have  been  considered  a high  risk  because  of 
her  age  and  parity  even  without  the  added  medical 
complications  of  the  connective  tissue  defect  as- 
sociated with  Marfan’s  syndrome.  A 25  per  cent 
incidence  of  rupture  of  the  heart  or  aorta  during 
labor  has  been  reported  in  patients  with  the  connec- 
tive tissue  defect.  The  Committee  thought  that  valu- 
able time  had  been  lost  after  the  shock  became  evi- 
dent, so  that  the  section  was  performed  when  the 
patient  was  no  longer  a reasonable  surgical  risk. 
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Blessed  event? 


Not  entirely,  when  nausea  and 
vomiting  occur  in  early  pregnancy. 

Emetrol  offers  prompt  and  safe 
relief.  Local  rather  than  systemic 
action  provides  emesis  control  on  contact  with  the  hy- 
peractive G.I.  tract.*  In  a study  of  123  pregnant  women, 
the  drug  produced  measurable  improvement  in  79%  of 
patients  in  controlling  vomiting.^ 


*As  shown  by  in  vitro  studies. 

1.  Crunden,  A.  B.,  Jr.,  and  Davis,  W.  A.:  Am.  J.  Obst.  & Gynec. 
65:311  (Feb.)  1953. 
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Emetrol® 

phosphorated  carbohydrate 
solution 

emesis  control 
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in  moderate  hypertension  and 
poorly  controlled  mild  hypertension 

(when  diuretics  or  sedatives  are  inadequate,  for  example) 


When  your  patients  expect  a lot... 
like  relief  from  hypertensive  symptoms 

(headache,  fatigue,  nervousness,  palpitation  or  insomnia,  for  example) 

like  an  up-to-date,  once-a-day  dosage  schedule 

(a  schedule  not  unlike  timed-release  medication,  for  example) 

like  a daily  dose  of  medication  for  peanuts 

(at  IOC  a tablet,  for  example) 

like  generally  well-tolerated  therapy 

(as  described  in  the  package  insert,  for  example) 


...give  them  a little 

(one  tablet  daily) 


Regroton 

chlorthalidone  50  mg.,  reserpine  0.25  mg. 


Indications:  Hypertension.  Contraindications:  History  of 
mental  depression,  hypersensitivity,  and  most  cases  of 
severe  renal  or  hepatic  diseases.  Warning:  With  the  admin- 
istration of  enteric-coated  potassium  supplements,  which 
should  be  used  only  when  adequate  dietary  supplementation 
is  not  practical,  the  possibility  of  small-bowel  lesions  (ob- 
struction, hemorrhage,  and  perforation)  should  be  kept  in 
mind.  Surgery  for  these  lesions  has  frequently  been  required 
and  deaths  have  occurred.  Discontinue  coated  potassium- 
containing  formulations  immediately  if  abdominal  pain,  dis- 
tention, nausea,  vomiting,  or  gastrointestinal  bleeding  occur. 
Discontinue  one  week  before  electroshock  therapy,  and  if 
depression  or  peptic  ulcer  occurs.  Use  in  pregnancy: 
Regroton  should  be  used  in  pregnant  patients  or  in  women 
of  childbearing  potential  only  when,  in  the  judgment  of  a 
physician,  its  use  is  deemed  essential  to  the  welfare  of  the 
patients;  adverse  reactions  (thrombocytopenia,  hyperbili- 
rubinemia, altered  carbohydrate  metabolism,  etc.)  are 
potential  problems  in  the  newborn. 

Precautions:  Antihypertensive  therapy  with  Regroton  should 
always  be  initiated  cautiously  in  postsympathectomy  patients 
and  in  patients  receiving  ganglionic  blocking  agents,  other 
potent  antihypertensive  drugs,  or  curare.  Reduce  dosage  of 
concomitant  antihypertensive  agents  by  at  least  one-half.  To 
avoid  hypotension  during  surgery,  discontinue  Regroton 
therapy  two  weeks  prior  to  elective  surgical  procedures.  In 
emergency  surgery,  use,  if  needed,  anticholinergic  or  adre- 
nergic drugs  or  other  supportive  measures  as  indicated. 
Because  of  the  possibility  of  progression  of  renal  damage, 
periodic  kidney  function  tests  are  indicated.  Discontinue  if 
the  BUN  rises  or  liver  dysfunction  is  aggravated.  Hepatic 
coma  may  be  precipitated.  Electrolyte  imbalance,  sodium 
and/or  potassium  depletion  may  occur.  If  potassium  deple- 
tion should  occur  during  therapy,  Regroton  should  be  dis- 
continued and  potassium  supplements  given,  provided  the 


patient  does  not  have  marked  oliguria.  Take  particular  care 
in  cirrhosis  or  severe  ischemic  heart  disease  and  in  patients 
receiving  corticosteroids,  ACTH,  or  digitalis.  Salt  restriction 
is  not  recommended.  Use  cautiously  in  patients  with  ulcera- 
tive colitis  or  gallstones  (biliary  colic  may  be  precipitated). 
Bronchial  asthma  may  occur  in  susceptible  patients.  Adverse 
Reactions:  The  drug  is  generally  well  tolerated.  The  most  fre- 
quent side  effects  are  nausea,  gastric  irritation,  vomiting, 
diarrhea,  constipation,  muscle  cramps,  headache,  dizziness 
and  acute  gout.  Other  potential  side  effects  include  angina 
pectoris,  anxiety,  depression,  bradycardia  and  ectopic 
cardiac  rhythms  (especially  when  used  with  digitalis),  drowsi- 
ness, dull  sensorium,  hyperglycemia  and  glycosuria,  hyper- 
uricemia, lassitude,  restlessness,  transient  myopia,  impotence 
or  dysuria,  orthostatic  hypotension  which  may  be  potenti- 
ated when  chlorthalidone  is  combined  with  alcohol,  bar- 
biturates or  narcotics,  leukopenia,  aplastic  anemia,  skin 
rashes,  thrombocytopenia,  agranulocytosis,  nasal  stuffiness, 
increased  gastric  secretions,  nightmare,  purpura,  urticaria, 
ecchymosis,  weakness,  uveitis,  optic  atrophy  and  glaucoma, 
and  pruritus.  Eruptions  and/or  flushing  of  the  skin,  a reversi- 
ble paralysis  agitans-like  syndrome,  blurred  vision,  con- 
junctival injection,  increased  susceptibility  to  colds,  dyspnea, 
weight  gain,  decreased  libido,  dryness  of  the  mouth,  deaf- 
ness, anorexia,  and  pancreatitis  when  epigastric  pain  or  un- 
explained G.l.  symptoms  develop  after  prolonged  adminis- 
tration. Jaundice,  xanthopsia,  paresthesia,  photosensitization 
and  necrotizing  angiitis  are  possible.  Average  Dosage:  One 
tablet  daily  with  breakfast.  Availability:  Pink,  single-scored 
tablets  in  bottles  of  100  and  1000.  (B)  46-600-B 
For  details,  see  complete  Prescribing  Information. 

Geigy  Pharmaceuticals,  Division  of 
Geigy  Chemical  Corporation,  Ardsley,  N.Y. 
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THE  INSURANCE  PAGE 


Doctors'  Fees 


ONE  of  the  most  difficult  tasks  facing  the 
physician,  particularly  the  new  physi- 
cian, is  setting  an  equitable  and  satis- 
factory fee  for  his  services.  Traditionally  set- 
ting his  own  fees  has  been  the  doctor’s  preroga- 
tive and  privilege.  This  privilege  though,  has 
also  always  imposed  an  obligation  to  practice 
the  utmost  fairness  in  setting  his  fees — fair- 
ness to  his  patient  and  to  himself. 

Many  factors  are  considered  in  arriving  at 
a suitable  value  for  a particular  service:  the 
time  and  difficulty  involved  in  rendering  the 
service;  the  amount  of  professional  skill  and 
knowledge  required;  the  sum  generally 

charged  for  the  service  by  other  physicians  in 
the  area;  and,  at  times,  the  financial  status  of 
the  patient.  Most  physicians  feel  the  latter 
point  is  to  be  considered  only  in  lowering  fees 
to  prevent  financial  hardship.  Apparently 

much  of  the  recently  alleged  “rise”  in  physi- 
cians’ fees  is  due  to  the  fact  that  on  govern- 

ment paid  cases,  physicians  no  longer  reduce 
their  fees  because  of  a patient’s  economic  con- 
dition. The  magnitude  of  this  practice  has 
come  as  a jolt  to  many  federal  planners. 

The  privilege  of  setting  fees  has  been  under 
attack  by  one  of  medicine’s  powerful  antago- 
nists, particularly  labor  leaders  and  govern- 
ment medical  planners.  They  have  continually 
preached  that  doctors  are  not  capable  of  ap- 


plying sufficient  prudence  and  discretion  to  in- 
sure the  public  good.  They  repeatedly  have 
cited  cases  of  overcharging  by  that  small  mi- 
nority of  the  profession  who  will  profiteer  on 
the  public. 

Those  few  doctors  who  have  no  scruples 
against  overcharging  are  also  proving  a serious 
threat  to  the  many  medical  insurance  and  pre- 
payment plans  which  have  so  far  been  our 
chief  bulwark  against  federal  encroachment 
on  medical  practice. 

A particularly  damaging  practice  to  prepay- 
ment plans  is  the  basing  of  fees  on  the  amount 
of  insurance  coverage.  This,  in  effect,  cancels 
out  the  value  of  more  comprehensive  protec- 
tion for  the  patient  since  the  greater  his  cover- 
age, the  more  he  has  to  pay  to  make  up  the 
difference.  In  addition,  overcharging  could  lit- 
erally destroy  plans  based  on  full  payment  of 
professional  fees  (prevailing  fees,  usual  and 
customary,  etc.) 

If  we  are  to  continue,  as  in  the  past,  to  set 
values  on  our  own  services,  we  must  be  in- 
creasingly aware  of  the  public  trust  and  the 
great  ethical  obligation  it  places  upon  us.  We 
would  be  a foolish  group  indeed,  if  we  fritter 
away  this  privilege  by  not  practicing  the  ut- 
most fairness  and  prudence  in  this  vital  area. 

William  W.  Hall,  M.D. 
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Abbott 

Antihypertensive 
Building  Blocks 


A simplified  approach 
to  the  practice  management 
of  hypertension 


RPlDINli; 


DinsiiiiiPimiMi; 


PAlUALIXIi; 


DPSPKPIDIMi; 


PAIUALIXP 


Enduron:  (methyclothiazide)  A basic 
building  block  for  mild  hypertensives 


Excellent  day-long  Na^  output, 
yet  easy  on  the  K* 

Enduron  provides  an  excellent  starting  therapy.  Your  patient’s 
sodium  excretion  is  greatly  enhanced.  Yet  potassium  loss  is  low. 

The  therapeutic  action  is  smooth,  and  persits  for  a full  24  hours. 
With  Enduron  you  can  prescribe  convenient  once-a-day  dosage 
without  skimping  your  patients  on  day-long  thiazide  effectiveness. 

Of  course,  as  with  all  thiazides,  supplemental  dietary  potassium 
should  also  be  considered. 

Use  Enduron  as  a basic  therapy  in  patients  with  mild  to  mod- 
erate hypertension.  A single  5-mg.  tablet  each  day  is  ample  in 
most  cases. 


Once  a day,  every  day  mild  to  moderate  to  severe 

ENDURON 

lIHyCLOTHIAZlOE 


See  Brief  Summary  on  final  page  of  advertisement 


lEnduronyl:  Its  deserpidine  component 
jadds  response  in  moderate  hypertension 


Less  frequent  rauwolfia  side 
effects  than  with  reserpine 

When  you  wish  to  build  further  response,  consider  shifting  to 
Enduronyl, 

Enduronyl  adds  a building  block  of  deserpidine.  This  is  a puri- 
fied rauwolfia  alkaloid  available  only  from  Abbott.  It  adds  good 
antihypertensive  and  tranquilizing  activity.  Yet  its  incidence  of 
untoward  effects,  particularly  lethargy  and  depression,  is  lower 
than  with  reserpine. 

Enduronyl  is  available  plain  or  Eorte.  The  latter  provides  its 
variation  where  most  helpful,  by  doubling  the  deserpidine. 

Use  Enduronyl  for  patients  throughout  the  broad  range  of  mild 
to  moderately  severe  hypertension. 


‘Once  a day,  every  day  mild  to  moderate  to  severe 

ENDURONYL* 

;M[lHyCL01HmZIDE5nig,witli 

I DESERPIDINE  0.25  in^.  or  (FORIE)  0.5  in§[.  see  Brief  summary  on  final  page  of  advertisement 


801094 


Eutron:  A unique  combination  for  handling 
moderate  to  severe  cases 


m(Groo«e<l)  N&72W 


EUTRON 


PlffltlM 
H)idtocMo(xk 
Methrckithiinile 
CmIkm  f«4<raliUSA 
In  ptofttbils  dispensirii 
mlhout  p(nciipt>cn 


Once  a day,  every  day 

EUTRON 


PMGKLINE  HyDROCHLflRIOE  25  mg. 
wit5MEIHyCE0EHIfflDE5mg. 


Affords  almost  uniform  diastolic 
reduction  in  all  body  positions 

Eutron  lowers  diastolic  pressures  nearly  equally,  whether  your 
patient  is  standing  up  or  lying  down. 

Thus,  in  clinical  trials,  average  standing  diastolic  readings  were 
reduced  from  112  pre-treatment  to  90  post-treatment;  sitting  from 
1 15  to  95;  and  recumbent  from  1 12  to  94. 

Note  that  following  Eutron,  the  diastolic  reductions  were  nearly 
alike  in  all  three  body  positions. 

Use  Eutron  for  managing  your  moderate  to  severe  cases.  Its 
building  blocks  enhance  each  other;  hence  lesser  doses  often  suffice. 


MILD  TO  MODERATE  TO  SEVERE 


See  Brief  Summary  on  final  page  of  advertisement 


801094 


ENDURON 


ENDURONYi: 


METHyCLOTniAZIPE 


Each  tablet  contains 
Methyclothiazide  5 mg.  with 
Deserpidine  0.25  mg.  or  0.5  mg 


Indications:  Edema  and  mild  to  moderate  hypertension 
(Enduron),  and  mild  to  moderately  severe  hypertension 
(Enduronyl).  More  potent  agents,  if  added,  can  be  given 
at  reduced  dosage. 

Contraindications:  Sensitivity  to  thiazides;  severe  renal 
disease  (except  nephrosis)  or  shutdown;  severe  hepatic 
disease  or  impending  hepatic  coma  (hepatic  coma  due  to 
hypokalemia  has  been  reported  in  patients  on  thiazides). 
Do  not  use  Enduronyl  in  severe  mental  depression,  sui- 
cidal tendencies,  active  peptic  ulcer,  or  ulcerative  colitis. 

Warnings:  Consider  possible  sensitivity  where  there  is 
history  of  allergy  or  asthma.  If  added  potassium  is  indi- 
cated, dietary  supplementation  is  recommended.  Reserve 
enteric-coated  potassium  tablets  for  cautious  use  only 
when  necessary,  as  they  may  induce  serious  or  fatal 
small  bowel  lesions  (stenosis  with  or  without  ulceration), 
cause  obstruction,  hemorrhage,  and  perforation  often 
requiring  surgery;  discontinue  them  immediately  if  ab- 
dominal pain,  distention,  nausea,  vomiting,  or  g.i.  bleed- 
ing occurs.  Neither  Enduron  nor  Enduronyl  contains 
added  potassium. 

Precautions:  Use  thiazides  cautiously  in  severe  renal 
dysfunction,  impaired  hepatic  function  or  progressive 
liver  disease;  also  in  pregnancy  (bone  marrow  depres- 
sion, thrombocytopenia,  and  altered  carbohydrate  me- 
tabolism have  been  reported  in  certain  newborn).  In 
surgery,  thiazides  may  reduce  response  to  vasopressors, 
and  increase  response  to  tubocurarine.  Antihypertensive 
response  may  be  enhanced  following  sympathectomy. 
Watch  for  electrolyte  imbalance  (e.g.,  hyponatremia)  in 
all  patients.  In  hypokalemia  (especially  in  digitalized  pa- 
tients) give  supplemental  potassium.  In  hypochloremic 
alkalosis,  give  supplemental  chloride. 

Use  rauwolflas  with  caution  in  patients  with  history  of 
peptic  ulcer.  Rauwolflas  with  anesthetics  may  produce 
hypotension  and  bradycardia.  Discontinue  Enduronyl  two 
weeks  before  elective  surgery.  Consider  vagal  blocking 
agents  during  emergency  surgery.  In  epilepsy,  adjust 
anticonvulsant  dosage.  In  electroshock,  shorten  stimulus 
strength  and  duration.  In  occasional  patients  with  de- 
pressive tendencies,  rauwolflas  may  precipitate  severe 
mental  depression  that  usually  disappears  when  drug  is 
stopped. 

Adverse  Reactions:  Thiazide  reaction  include  blood  dys- 
crasias  (thrombocytopenia  with  purpura,  agranulocytosis, 
aplastic  anemia);  elevation  of  BUN,  serum  uric  acid  or 
blood  sugar;  anorexia,  nausea,  vomiting,  diarrhea,  head- 
ache, dizziness,  paresthesia,  weakness,  skin  rash,  photo- 
sensitivity, jaundice,  symtomatic  gout,  and  pancreatitis. 
Cutaneous  vasculitis  in  the  elderly  has  been  reported 
with  other  thiazides.  Adverse  effects  with  deserpidine  are 
qualitatively  similar  to  those  with  reserpine,  but  their  in- 
cidence is  lower.  These  Include  nasal  stuffiness,  ab- 
dominal cramps  or  diarrhea,  nausea,  headache,  weight 
gain,  reduced  libido  and  potency,  peptic  ulcer  aggrava- 
tion, epistaxis,  skin  eruption,  asthma  in  susceptible  pa- 
tients, electrolyte  imbalance,  excessive  salivation,  and  a 
reversible  Parkinson’s  syndrome.  Excessive  drowsiness, 
fatigue,  weakness,  and  nightmares  may  signal  mental  de- 
pression. Thrombocytopenia,  purpura,  and  a symptom 
manifested  by  dull  sensorium,  deafness,  uveitis,  glaucoma, 
and  optic  atrophy  are  rare  allergic  reactions  to  other 
rauwolfias.  Hypotension  from  antihypertensive  agents 
may  precipitate  angina  attacks  in  susceptible  individuals. 
Usually  adverse  reactions  disappear  when  drug  is  with- 
drawn. 


EUTRON™ 


Each  tablet  contains 
Pargyline  Hydrochloride  25  mg. 
with  Methyclothiazide  5 mg. 


Indications:  For  treatment  of  patients  with  moderate  to 
severe  hypertension,  especially  those  with  severe  dias- 
tolic hypertension.  Not  recommended  for  patients  with 
mild  or  labile  hypertension  amendable  to  therapy  with 
sedatives  and/or  thiazide  diuretics  alone.  It  is  desirable 
to  establish  the  dosage  of  Eutron  by  administering  com- 
ponent drugs  separately. 


TM-TRADEMARK 


Contraindications:  Pheochromocytoma,  advanced  renal 
disease,  increasing  renal  dysfunction,  paranoid  schizo- 
phrenia and  hyperthyroidism.  Hepatic  coma  has  been 
reported  as  consequence  of  hypokalemia  with  thiazide 
therapy.  Until  further  experience  is  gained  not  recom- 
mended for  patients  with  malignant  hypertension,  chil- 
dren under  12,  or  pregnant  patients. 

Concomitant  use  of  the  following  is  contraindicated: 
other  monoamine  oxidase  inhibitors;  parenteral  forms  of 
reserpine  or  guanethidine;  sympathomimetic  drugs;  foods 
high  in  tyramine  such  as  cheese;  imipramine  and  ami- 
triptyline, or  similar  antidepressants;  methyidopa.  2 week 
interval  should  separate  therapy  and  use  of  these  agents. 

Methyclothiazide  is  contraindicated  in  patients  with 
known  sensitivity  to  thiazides. 

Warnings:  Pargyline  hydrochloride  is  a monoamine  oxi- 
dase inhibitor.  Warn  patients  against  eating  cheese,  and 
using  alcohol,  proprietary  drugs  or  other  medication 
without  the  knowledge  of  the  physician.  When  indicated, 
alcohol,  narcotics  (meperidine  should  be  avoided),  anti- 
histamines, barbiturates,  chloral  hydrate,  and  other  hyp- 
notics, sedatives,  tranquilizers,  or  caffeine,  may  be  used 
cautiously  in  reduced  dosage.  In  emergency  surgery  'A 
to  Vs  the  usual  dose  of  narcotics,  analgesics,  and  other 
premedications  should  be  used  avoiding  parenteral  ad- 
ministration where  possible.  Carefully  adjust  dose  of  an- 
esthetics to  response  of  patient.  Withdraw  pargyline  two 
weeks  before  elective  surgery. 

Warn  patients  about  the  possibility  of  postural  hypoten- 
sion. Those  with  angina  or  coronary  artery  disease  should 
not  increase  physical  activity  with  an  improvement  in  well 
being.  Pargyline  may  lower  blood  sugar. 

Avoid  use  of  enteric-coated  potassium  tablets,  as  these 
may  induce  serious  or  fatal  small-bowel  lesions  consist- 
ing of  stenosis  with  or  without  ulceration.  These  small- 
bowel  lesions  have  caused  obstruction,  hemorrhage  and 
perforation  frequently  requiring  surgery.  Medication  should 
be  discontinued  immediately  if  abdominal  pain,  distension, 
nausea,  vomiting  or  Gl  bleeding  occurs.  These  products 
contain  no  added  potassium  salts  and  if  added  potassium 
intake  is  desired,  dietary  supplementation  is  recom- 
mended. Coated  potassium  tablets  should  be  reserved 
for  cautious  use  when  adequate  dietary  supplementation 
is  impractical.  In  patients  with  a history  of  allergy  or 
asthma  the  possibility  of  sensitivity  reactions  should  be 
considered. 

Precautions:  Measure  blood  pressure  while  patient  is 
standing  to  determine  antihypertensive  effect.  Use  with 
caution  in  hyperactive  or  hyperexcitable  persons.  Such 
persons  may  show  increased  restlessness  and  agitation. 
Withdraw  drug  during  acute  febrile  illness.  Watch  pa- 
tients with  impaired  renal  function  for  increasing  drug 
effects  or  elevation  of  BUN  and  other  evidence  of  pro- 
gressive renal  failure;  withdraw  drug  if  such  alterations 
persist  and  progress.  Use  with  caution  in  patients  with 
liver  disease.  As  with  all  new  drugs,  complete  blood 
counts,  urinalyses,  and  liver  function  tests  should  be  per- 
formed periodically.  With  prolonged  therapy,  examine  pa- 
tients for  change  in  color  perception,  visual  fields  and 
fundi.  Also  reported  have  been:  blood  dyscraslas  includ- 
ing thrombocytopenia  with  purpura,  agranulocytosis  and 
aplastic  anemia;  elevations  of  BUN,  serum  uric  acid,  or 
blood  sugar.  Symptomatic  gout  may  be  induced.  In  surgi- 
cal patients  thiazides  may  reduce  response  to  vasopres- 
sors and  increase  response  to  tubocurarine. 

Adverse  Reactions:  Pargyline  may  be  associated  with 
orthostatic  hypotension.  Mild  constipation,  slight  edema, 
dry  mouth,  sweating,  increased  appetite,  arthralgia,  nau- 
sea and  vomiting,  headache,  insomnia,  difficulty  In  mic- 
turition, nightmares,  impotence,  delayed  ejaculation,  rash, 
and  purpura  have  been  encountered  with  pargyline.  Hy- 
perexcitability, increased  neuromuscular  activity  (muscle 
twitching)  and  other  extrapyramidal  symptoms  have  been 
reported  in  a few  patients  with  reduced  cardiac  reserve. 

During  intensive  or  prolonged  therapy,  guard  against 
hypochloremic  alkalosis  and  hypokalemia  (especially  the 
latter  if  patient  is  on  digitalis).  Observe  all  patients  for 
signs  of  hyponatremia  (“low  salt"  syndrome). 

Reported  thiazide  reactions  also  include  anorexia,  nau- 
sea, vomiting,  diarrhea,  headache,  dizzi- 
ness, paresthesia,  weakness,  skin  rash, 
photosensitivity,  jaundice,  and  pancrea- 
titis. Nocturia  has  been  observed  with  the 
combination.  soi438 
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Get  them  while 
they’re  easily  reversible 


Obesity  doesn’t  happen  suddenly.  This  insidious  process  has  its  beginning— and  the 
chances  of  reversing  it  are  better— during  the  first  10  to  15  pounds  of  weight  gain. 
When  a new  dietary  pattern  must  be  established,  consider  the  adjunctive  use  of 
BAMADEX  SEQUELS.  Combining  the  proven  anorexigenic  action  of  d-ampheta- 
mine  with  the  tranquilizing  effect  of  meprobamate,  BAMADEX  SEQUELS  controls 
appetite  throughout  the  day,  usually  with  a single  capsule  daily. 


Contraindications:  Dextro-amphetamine  sulfate;  In 
hyperexcitability  and  in  agitated  prepsychotic 
states.  Previous  allergic  or  idiosyncratic  reactions 
to  meprobamate. 

Precautions:  Use  with  caution  in  patients  hyper- 
sensitive to  sympathomimetic  compounds,  who 
have  coronary  or  cardiovascular  disease,  or  are 
severely  hypertensive. 

Dextro-amphetamine  sulfate;  Excessive  use  by 
unstable  individuals  may  result  in  psychological 
dependence. 

Meprobamate;  Careful  supervision  of  dose  and 
amounts  prescribed  is  advised,  especially  for  pa- 
tients with  known  propensity  for  taking  excessive 
quantities  of  drugs.  Excessive  and  prolonged  use 
in  susceptible  persons,  e.g.  alcoholics,  former  ad- 
dicts, and  other  severe  psychoneurotics,  has  been 
reported  to  result  in  dependence  on  the  drug. 
Where  excessive  dosage  has  continued  for  weeks 
or  months,  reduce  dosage  gradually.  Sudden  with- 
drawal may  precipitate  recurrence  of  preexisting 
symptoms  such  as  anxiety,  anorexia,  or  insomnia; 
or  withdrawal  reactions  such  as  vomiting,  ataxia, 
tremors,  muscle  twitching  and,  rarely,  epileptiform 
seizures.  Should  meprobamate  cause  drowsiness 
or  visual  disturbances,  reduce  dosage  and  avoid 
operation  of  motor  vehicles,  machinery  or  other 
activity  requiring  alertness.  Effects  of  excessive  al- 
cohol consumption  may  be  increased  by  meproba- 
mate. Appropriate  caution  is  recommended  with 
patients  prone  to  excessive  drinking.  In  patients 
prone  to  both  petit  and  grand  mal  epilepsy  mepro- 
bamate may  precipitate  grand  mal  attacks.  Pre- 
scribe cautiously  and  in  small  quantities  to  patients 


with  suicidal  tendencies. 

S/de  Effects;  Overstimulation  of  the  central  nervous 
system,  jitteriness  and  insomnia  or  drowsiness. 
Dextro-amphetamine  sulfate;  Insomnia,  excitabil- 
ity, and  increased  motor  activity  are  common  and 
ordinarily  mild  side  effects.  Confusion,  anxiety, 
aggressiveness,  increased  libido,  and  hallucina- 
tions have  also  been  observed,  especially  in  men- 
tally ill  patients.  Rebound  fatigue  and  depression 
may  follow  central  stimulation.  Other  effects  may 
include  dry  mouth,  anorexia,  nausea,  vomiting, 
diarrhea,  and  increased  cardiovascular  reactivity. 

Meprobamate;  Drowsiness  may  occur  and  can 
be  associated  with  ataxia;  the  symptom  can  usu- 
ally be  controlled  by  decreasing  the  dose,  or  by 
concomitant  administration  of  central  stimulants. 
Allergic  or  idiosyncratic  reactions;  maculopapular 
rash,  acute  nonthrombocytopenic  purpura  with 
petechiae,  ecchymoses,  peripheral  edema  and 
fever,  transient  leukopenia.  A case  of  fatal  bullous 
dermatitis,  following  administration  of  meproba- 
mate and  prednisolone,  has  been  reported.  Hyper- 
sensitivity has  produced  fever,  fainting  spells, 
angioneurotic  edema,  bronchial  spasms,  hypoten- 
sive crises  (1  fatal  case),  anuria,  stomatitis,  proc- 
titis (1  case),  anaphylaxis,  agranulocytosis  and 
thrombocytopenic  purpura,  and  a fatal  instance  of 
aplastic  anemia,  but  only  when  other  drugs  known 
to  elicit  these  conditions  were  given  concomitantly. 
Fast  EEC  activity,  usually  after  excessive  dosage. 
Impairment  of  visual  accommodation.  Massive 
overdosage  may  produce  drowsiness,  lethargy,  stu- 
por, ataxia,  coma,  shock,  vasomotor  and  respira- 
tory collapse. 


Bamadex  Sequels' 

Dextro-amphetamine  sulfate  (15  mg.)  Sustained  Release  Capsules 
with  Meprobamate  (300  mg.) 


LEDERLE  LABORATORIES 

A Division  of  American  Cyanamid  Company 

Pearl  River.  New  York  466-7 
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400,000  units  of  potassium  penicillin  V per  teaspoonful 

New...V-Cillin  K®,  Pediatric,  250  mg. 

Potassium  Phenoxymethyl  Penicillin 


Additional  information  available  to  physicians'  upon  re- 
quest. Eli  Lilly  and  Company,  Indianapolis.  Indiana  46206. 


Now... twice  as  much  as  before  in  each  teaspoon 
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The  Present  Status  of  Cancer  Chemotherapyt 

Fitzhugh  Mullins.  M.D..  F.A.C.S..  and 
CoNDicT  Moore,  M.D.,  F.A.C.S. 

Louisi'ille,  Kentucky 


W e have  reviewed  recent  interesting  de- 
velopments in  the  drug  treatment  of  can- 
cer, noting  some  promising  findings  in 
the  chemotherapy  of  choriocarcinoma, 
Hodgkin’s  disease  and  ovarian  cancer. 
The  combination  tratment  of  cancer  with 
x-ray  and  chemotherapeutic  agents  and 
regional  infusion  with  special  reference 
to  the  liver  are  discussed. 

The  director  of  the  National  Cancer  In- 
stitute, in  justifying  the  institute’s  latest 
budget  of  35  million  dollars  a year  in 
the  search  for  anticancer  drugs,  said,  “The 
treatment  of  cancer  with  surgery  and  radiation 
has  gone  about  as  far  as  it  can  go  . . . the 
great  hope  for  the  future  lies  in  drug  therapy.” 
To  put  drug  treatment  of  cancer  in  perspec- 
tive, however,  we  believe  that,  except  for 
choriocarcinoma,  leukemia  and  lymphoma,  the 
treatment  of  cancer  with  chemical  agents  has 
been  a dismal  failure  when  compared  with  x- 
ray  and  surgery.  Cure  of  the  common  forms 
of  so-called  solid  tumors  almost  never  occurs, 
and  even  significant  relief  of  symptoms  is  less 
common  than  is  generally  supposed.  On  the 
other  hand,  the  desperate  condition  of  many 
patients  with  x-ray  or  surgical  recurrent  can- 
cer does  not  allow  for  therapeutic  indifference 


f Presented  before  the  Kentucky  Chapter,  American 
College  of  Surgeons,  during  the  annual  meeting  of 
the  Kentucky  Medical  Association,  September  24-28, 
1967.  From  the  department  of  surgery,  University  of 
Louisville  School  of  Medicine 


when  some  hope  of  prolongation  of  worthwhile 
life  remains  through  the  use  of  anticancer 
drugs. 

The  one  great  benefit  from  the  costly  and 
intense  investigation  of  drug  treatment  of  can- 
cer during  the  past  1 5 years,  is  much  improved 
care  for  the  patient  with  an  incurable  tumor. 
He  is  no  longer  sent  home  with  a supply  of 
morphine  and  the  pronouncement  that  “noth- 
ing more  can  be  done  for  you.”  Increased 
physician  interest  has  given  the  patient  in- 
creased optimism. 

In  the  following  resume  we  will  touch  on 
some  of  the  more  exciting  or  promising  de- 
velopments in  chemotherapy  of  a few  selected 
tumors. 

Choriocarcinoma 

The  greatest  advance  in  recent  years  in  the 
treatment  of  malignant  disease  was  the  dis- 
covery in  1958  by  Li,  Hertz  and  BergenstaE 
that  methotrexate  could  bring  about  sustained 
complete  remission  of  metastatic  choriocarci- 
noma in  women.  A five  year  cure  can  now 
be  obtained  in  about  70%  of  the  cases  treated 
on  established  regimens.^  Methotrexate,  in 
adequate  doses,  remains  the  drug  of  choice  for 
choriocarcinoma.  When  remission  of  disease  is 
not  observed  with  methotrexate,  actinomycin 
D is  used.  Occasionally  when  methotrexate  is 
contraindicated  actinomycin  D is  used  initially. 
Data  from  the  National  Cancer  Institute  indi- 
cate that  the  overall  results  of  therapy  are  not 
significantly  different  in  relation  to  which  agent 
is  used  initially.  If  disease  appears  to  be  elimi- 
nated with  methotrexate  or  actinomycin  D 
alone,  the  other  agent  is  not  used. 
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The  preservation  of  childbearing  function  in 
women  treated  with  these  drugs  for  choriocar- 
cinoma localized  to  the  uterus,  and  even  with 
metastatic  disease,  is  interesting.  In  the  former 
group,  that  is  those  women  treated  at  the  Na- 
tional Cancer  Institute  for  disease  which  ap- 
parently had  not  metastasized,  there  are  now 
some  30  instances  of  delivery  of  normal  infants 
at  term;  15  normal  infants  have  been  delivered 
in  the  group  treated  for  metastatic  disease.  In 
order  to  avoid  systemic  toxicity,  pelvic  perfu- 
sion for  the  treatment  of  choriocarcinoma  lo- 
calized to  the  uterus  is  now  being  investigated 
by  Bagshawe.^  These  results  can  be  best  ap- 
preciated by  recalling  the  90%  mortality  of 
choriocarcinoma  treated  by  classical  surgical 
means  before  the  advent  of  drug  therapy. 

Combined  X-Ray  and  Drug  Therapy 

Various  combinations  of  the  treatment  mo- 
dalities for  cancer  are  a natural  consequence 
of  the  many  failures  obtained  by  therapy  with 
either  modality  alone.  Two  particular  drugs 
used  in  conjunction  with  x-ray  and  recently 
reported  seem  worthy  of  comment  here. 

Hydroxyurea  was  synthesized  in  1869  but 
only  recently  introduced  into  cancer  chemo- 
therapy. It  is  a specific  inhibitor  of  DNA  syn- 
thesis. A possible  mechanism  of  interaction  be- 
tween x-ray  and  hydroxyurea  was  suggested  by 
the  work  of  Sinclair.^-  ^ The  action  of  hydrox- 
yurea on  cancer  cells  may  be  one  of  destruc- 
tion of  relatively  radioresistant  cells  to  the  S 
stage,  i.e.,  the  DNA  synthetic  stage.  Further, 
an  apparent  synchronization  of  other  cells  in  a 
relatively  radiosensitive  stage,  the  GI  or  post- 
mitotic stage,  occurs.  The  concomitant  use  of 
hydroxyurea  and  x-ray  therapy  would  there- 
fore promise  to  be  synergistic  against  some 
cancers. 

Lerner  and  Beckloff®  reported  promising 
early  results  in  advanced  head  and  neck  can- 
cers using  concomitant  treatment  with  this  drug 
and  x-ray  followed  by  surgery.  Twenty  patients 
with  squamous  cancers  were  given  an  oral  dose 
of  80  mgm.  per  kilogram  every  three  days, 
and  this  dosage  was  continued  indefinitely. 
One  week  after  beginning  the  drug,  x-ray 
treatment  was  started  and  carried  to  full  thera- 
peutic doses.  All  patients  showed  prompt  re- 
gression of  their  lesions  and  1 5 of  the  20  were 
reported  clinically  free  of  disease  for  periods 
of  two  to  15  months.  The  most  significant  fact 

2.56 


was  that  all  patients  became  surgical  candi- 
dates. 

Earlier  reports,’^-  ® have  indicated  a synergistic 
effect  with  the  concomitant  or  sequential  use 
of  methotrexate  and  x-ray  against  epidermoid 
head  and  neck  cancers. 

We  can  cite  the  following  objectives  of  com- 
bined drug  and  x-ray  treatment: 

( 1 ) render  inoperable  patients  resectable 

(2)  potentiate  the  tumor  destructive  effect 
of  definitive  x-ray  treatment 

( 3 ) decrease  operative  or  manipulative  dis- 
semination, and 

(4)  increase  the  number  of  long  term  sur- 
vivors. 

We  have  cautiously  begun  to  use  oral 
methotrexate  in  small  daily  doses  when  giving 
palliative  x-ray  therapy  for  metastatic  or  re- 
current cancer.  This  combination  treatment  has 
been  used  in  recurrent  cancer  of  the  rectum, 
metastatic  cancer  of  the  breast  and  metastatic 
tumor  originating  in  lesions  of  the  cervix  or 
the  head  and  neck.  We  have  had  no  unexpect- 
ed toxic  reactions  from  this  approach,  but  as 
with  most  palliative  therapy  it  is  most  difficult 
to  measure  true  benefit  in  terms  of  prolonga- 
tion of  useful  life.  The  question  which  has  not 
been  answered  is  whether  the  palliative  effect 
of  combined  drug  and  x-ray  treatment  could 
not  be  produced  largely  or  entirely  by  radia- 
tion therapy  alone.  The  true  value  of  such 
combination  therapy  can  be  established  only 
by  a carefully  controlled  double-blind  compar- 
ison of  drug  and  placebo  used  in  combination 
with  a standardized  program  of  radiation  ther- 
apy. 

Ovarian  Cancer 

Little  effective  therapy  has  evolved  for 
ovarian  cancer  when  it  has  metastasized 
throughout  the  abdominal  cavity.  Unfortunate- 
ly, the  majority  of  ovarian  cancers  do  not 
reach  diagnosis  until  this  advanced  state.  In 
several  large  series  of  patients®'  with  ad- 
vanced disease  treated  intensively  with  anti- 
cancer agents,  demonstrable  drug  effect  was 
reported  in  50%  or  more.  Yet  there  is  either  a 
lack  of  knowledge  of  this  mode  of  treatment  or 
some  reluctance  to  accept  it  because  of  the 
difficulty  in  evaluating  response  and  toxicity. 

In  1966  Rutledge  and  Burns’-  reported  on 
213  patients  with  advanced  inoperable  ovarian 
cancer  who  were  treated  with  the  alkylating 
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agent  phenylalanine  mustard  (PAM),  either 
alone  or  in  combination  with  x-ray.  This  re- 
port supports  chemotherapy  so  strongly  that  it 
deserves  further  comment. 

Five  of  33  patients  who  had  received  prior 
x-ray  responded  well  to  the  drug  for  a short 
period  only,  that  is,  less  than  six  months.  The 
drug  was  tolerated  well.  PAM  followed  by  x- 
ray  was  the  treatment  sequence  in  37  patients. 
Many  of  these  were  deemed  too  ill  for  inten- 
sive irradiation;  improvement  in  terms  of  tu- 
mor mass  reduction  and  control  of  ascitic  fluid 
was  induced  by  chemotherapy.  This  group  had 
the  most  favorable  response  and  was  felt  to 
represent  combination  therapy  at  its  best.  One 
hundred  forty-three  patients,  all  stage  III  or 
IV  (with  pelvic  or  general  abdominal  metas- 
tases)  received  only  PAM.  About  50%  of 
these  patients  showed  a measurable  regression 
of  tumor.  In  the  overall  series  of  213  patients, 
138  had  a good  response  to  drug  treatment, 
most  of  about  six  months  duration.  Thirteen 
patients  had  an  unusually  good  response,  and 
in  each  of  these  laparotomy  was  performed  to 
determine  if  inoperable  tumor  had  become  re- 
movable or  to  evaluate  the  need  for  further 
drug  treatment.  No  tumor  was  found  in  these 
13  patients.  These  were  fully  documented  ad- 
vanced ovarian  cancers  prior  to  drug  treatment. 

The  authors  concluded  that  “this  experience 
supports  the  use  of  chemotherapy  as  standard 
treatment  in  advanced  inoperable  ovarian  can- 
cer and  indicates  that  probably  the  drug,  rath- 
er than  irradiation,  should  be  the  first  type  of 
treatment  when  the  lesion  is  extensive.”  Our 
own  choice  of  drug  for  this  problem  is  chloram- 
bucil at  a daily  dose  of  approximately  0.3 
mgm./kg.  of  body  weight  until  leukopenia  has 
been  induced.  When  the  white  blood  cell  count 
returns  to  5000/cu.  mm.  the  drug  is  resumed 
at  a daily  dose  of  0.2  mgm./kg.  A course  of 
therapy  lasting  four  weeks  is  attempted  if  the 
alkylating  agent  is  tolerated  satisfactorily. 

Hodgkin’s  Disease 

DeVita  and  Serpick  reported  favorable  re- 
sults on  “Combination  Chemotherapy  of  Ad- 
vanced Hodgkin’s  Disease”  at  the  1967  meet- 
ing of  the  American  Association  for  Cancer 
Research. Their  approach  in  this  clinical  ex- 
periment was  similar  in  many  respects  to  the 
newer  philosophy  behind  the  treatment  of 
acute  leukemia.  Continued  intensive  chemo- 


therapy even  while  in  remission  gave  a greater 
degree  and  duration  of  response  than  any 
treatment  in  the  past. 

Forty  patients,  half  of  them  with  stage  IV 
disease,  were  treated  with  four  drugs.  A course 
of  therapy  consisted  of  six  cycles  and  utilized 
nitrogen  mustard,  vincristine,  methyl  hydrazine 
and  prednisone.  Drug  was  administered  for 
two  weeks,  followed  by  a rest  period  of  two 
weeks.  The  sequence  was  then  repeated.  The 
average  full  course  required  six  months.  Com- 
plete remission  in  Hodgkin’s  disease  with  sin- 
gle agents  is  low,  usually  no  greater  than  30%. 
Further,  the  duration  of  remission  with  single 
agents  is  in  the  order  of  eight  to  10  weeks. 
Eighty-three  per  cent  of  the  patients  in  De- 
Vita  and  Serpick’s  series  attained  complete  re- 
mission usually  by  the  end  of  the  third  cycle 
of  combined  therapy.  The  duration  of  remis- 
sion for  those  who  entered  complete  remission 
was  12.5  months  as  of  March  1,  1967.  The 
study  is  now  being  expanded  by  a collabora- 
tive group.  This  report  clearly  provides  for  a 
more  optimistic  outlook  in  Hodgkin’s  disease. 

Regional  Infusion  Therapy 

Direct  injection  of  drugs  into  the  blood  sup- 
ply of  a tumor  was  introduced  in  1950  by 
Klopp’’*  and  Bierman.^’’  They  used  intermittent 
injections  of  nitrogen  mustard.  This  approach 
to  raising  the  low  therapeutic  index  of  avail- 
able drugs  continues  to  be  modified  and  ap- 
plied with  variable  and  limited  success.  One 
of  the  more  carefully  evaluated  intra-arterial 
infusion  methods  is  that  of  continuous  anti- 
metabolite injection.  As  described  by  Watkins 
and  Sullivan  in  1959,  this  is  accompanied  by 
intramuscular  injections  of  the  corresponding 
metabolite  to  reduce  toxicity.  In  1964,  these 
same  authors  reported  a series  of  136  cases  of 
all  types  of  tumors  treated  by  this  method  in 
which  they  obtained  12%  complete  tumor  re- 
gression and  45%  partial  regression.^®  Fifteen 
of  the  17  complete  regressions  were  in  head 
and  neck  tumors.  To  balance  favorable  reports 
such  as  this  and  others  there  are  studies  indi- 
cating high  complication  rates. These  com- 
plications are  technical,  drug  induced  and  sys- 
temic. Our  own  use  of  intra-arterial  infusion 
has  convinced  us  that  many  of  the  reported 
complications  are  preventable  with  careful  at- 
tention to  catheterization  details  and  very 
close  monitoring  of  the  patient  for  marrow 
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and  gastrointestinal  toxicity.  The  true  value  of 
infusion  therapy  in  the  patient  with  recurrent 
cancer  remains  to  be  clarified  from  two  stand- 
points: palliation  of  symptoms  and  absolute 
survival  time  from  the  onset  of  therapy. 

The  rationale  of  continuous  drug  infusion 
with  antimetabolites  involves  three  points: 
First,  these  drugs  affect  a cell  only  during  a 
certain  part  of  the  mitotic  cycle.  DNA  metabo- 
lism is  interrupted  principally  during  the  in- 
terphase. Since  all  cells  do  not  synchronously 
undergo  mitosis  it  would  seem  essential  to  have 
the  tumor  cell  population  exposed  continually. 
Second,  many  of  the  antimetabolites  do  not 
have  an  active  transport  mechanism  across  the 
cell  membrane.  They  enter  the  cell  by  diffu- 
sion and  this  rate  is  proportional  to  concen- 
tration. The  higher  extra-cellular  fluid  concen- 
tration in  the  first  capillary  bed  the  drug  tra- 
verses should  therefore  support  a greater  drug 
concentration  in  the  cancer  cells  in  contrast 
to  sensitive  distant  cell  populations  such  as 
marrow.  Third,  since  most  of  the  antimetabo- 
lites are  competitive  inhibitors,  the  systemical- 
ly  administered  metabolite  should  be  more  ef- 
fective in  blocking  toxic  reactions. 

These  preferential  concentration  related  ef- 
fects would  certainly  seem  more  likely  to  be 
operative  when  precise  regional  arterial  can- 
nulation  is  used;  e.g.,  external  carotid  catheter- 
ization via  one  of  its  branches.  Intra-aortic 
delivery  of  drug  would  probably  have  signifi- 
cantly less  likelihood  of  consistently  producing 
these  real  or  theoretical  advantages. 


jection  corrosion  technique.  One  system  only 
was  injected  in  each  of  these  specimens,  that 
is,  the  bile  ducts  in  one,  portal  vein  in  one 
and  hepatic  artery  in  the  third.  No  bile  or 
portal  vein  branches  were  seen  in  the  respec- 
tive tumors,  but  the  hepatic  artery  injection 
resulted  in  extravasation  of  the  material 
around  the  periphery  of  the  tumor  with  radial 
branches  entering  the  tumor.  Recent  studies 
by  Healy-^  point  out  that  metastatic  tu- 
mors of  the  liver  receive  a decreased,  not  an 
increased,  blood  supply.  It  is  clear  from  Hea- 
ley’s work  that  more  investigation  of  the  prob- 
lem of  blood  supply  to  liver  tumor  is  needed. 
This  is  especially  pertinent  to  infusion  of  the 
liver  since  the  drugs  available  today  affect 
normal  cells  as  well  as  cancer  cells. 

Gonzalez  showed  in  1959  that  the  umbilical 
vein  in  the  round  ligament  could  be  easily  re- 
opened providing  access  to  the  portal  vein.-- 
Interest  in  this  procedure  was  never  great,  but 
recently  has  increased  for  the  study  and  treat- 
ment of  diverse  liver  problems  such  as  portal 
hypertension  and  abscesses. This  simple 
means  of  access  to  the  portal  circulation  also 
seems  to  offer  a potentially  worthwhile  route 
for  chemotherapy.-''^  The  technical  aspects  of 
the  cannulation  are  simple  compared  to  trans- 
abdominal hepatic  artery  intubation.  The  um- 
bilical vein  is  exposed  through  a short  midline 
epigastric  incision  under  local  or  general  anes- 
thesia. It  is  opened,  dilated  and  catheterized 
with  an  ample  polyethylene  or  teflon  tubing, 
which  is  then  tied  in  place. 


Hepatic  Infusion 

Metastatic  liver  cancer  is  a totally  unsolved 
problem  in  this  so-called  modern  era.  Hepatic 
artery  infusion  of  anticancer  drugs  has  been 
championed  for  several  years  by  a few  investi- 
gators. Both  perfusion  of  the  liver,  as  per- 
formed by  Shingleton^®  and  others,  and  infu- 
sion as  practiced  by  Sullivan  and  his  associates 
are  based  on  the  assumption  that  the  liver 
tumor  receives  an  increased  blood  supply. 
However,  the  premise  that  the  hepatic  artery 
is  the  sole  source  of  this  supply  for  the  cancer 
cell  population  is  based  on  very  scanty  evi- 
dence. In  1928,  Segall  reported  in  Surgery, 
Gynecology  and  Obstetrics  a study  entitled 
“An  Experimental  Anatomical  Investigation  of 
the  Blood  and  Bile  Channels  of  the  Liver. 

He  had  studied  three  human  livers  by  the  in- 


We  have  now  administered  chemotherapy 
for  as  long  as  three  months  through  such  a 
catheter  using  either  fluorouracil  or  methotrex- 
ate. Of  great  importance  is  the  ability  to  evalu- 
ate objectively  the  results  of  treatment  by 
measuring  tumor  masses  during  treatment  with 
serial  x-ray  porto-hepatograms.  The  efficacy 
of  a specific  drug  may  thereby  be  determined 
on  objective  grounds.  The  hepatograms  ob- 
tained by  injecting  radiopaque  water  soluble 
media  through  the  umbilical  vein  catheter  are 
more  accurate  than  other  currently  available 
methods  for  demonstrating  liver  tumor.  Chem- 
otherapy by  infusion  into  the  portal  system  is 
well  tolerated  by  the  patient,  often  on  an  out- 
patient basis.  We  have  observed  a variable  de- 
gree of  reduction  in  size  of  metastatic  intestinal  1 

cancer  in  the  liver.  It  is  too  early  in  our  evalua-  * 

tion  of  this  method  to  try  to  correlate  survival  ^ 
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time  with  reduction  in  tumor  size.  One  thing 
seems  certain — the  smaller  the  malignant  liv- 
er lesion,  the  greater  is  its  susceptibility  to 
drug  treatment. 

Conclusion 

While  active  critical  appraisal  of  various 
methods  of  anticancer  drug  treatment  is  badly 
needed  in  larger  numbers  of  patients,  it  is  vital 
for  those  conducting  this  form  of  research  to 
be  mindful  of  the  additive  mortality  and  mor- 
bidity of  the  ever-present  drug  toxicity  plus  the 
complications  of  the  vascular  catheterization 
itself.  The  true  value  of  drug  therapy  for  can- 
cer has  yet  to  be  defined,  but  it  has  a sound 
basis  in  theory.  In  brief,  it  is  systemic  treat- 
ment for  systemic  disease  rather  than  blind 
local  therapy  directed  against  scattered  foci. 
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Metastatic  Tumors  of  the  Brain 
Their  Diagnosis  and  Surgical  Considerations 

Andrievs  J.  Dzenitis,  M.D.  * 

Louisville,  Kentucky 


Increasing  facility  and  frequency  of  diag- 
nosis bring  more  metastatic  brain  tumors 
to  surgical  consideration.  Removal  of  a 
solitary  lesion  can  result  in  dramatic  im- 
provement of  symptoms,  although  lon- 
gevity may  not  be  favorably  altered. 

ONE  of  the  most  challenging  problems 
that  confronts  a physician  is  the  treat- 
ment of  metastatic  tumors  of  the  brain. 
What  could  be  more  disconcerting  than  treat- 
ment of  a metastatic  lesion,  when  the  primary 
disease  might  be  incurable?  Grant,  in  1925, 
reviewing  his  experiences  concluded  that  “sur- 
gery, whether  radical  or  palliative,  is  of  no 
ultimate  benefit  to  these  patients  insofar  as 
prolongation  of  life  is  concerned.”'*  In  spite  of 
the  baneful  implications,  increasing  facility  of 
diagnosis,  accumulation  of  statistical  knowl- 
edge, and  advances  in  surgical  application  call 
for  an  assessment  of  fatalistic  thinking. 

Incidence  and  Etiology 

Incidence  of  metastatic  brain  lesions  is  re- 
ported to  range  from  a nominal  figure  of 
3.29f'*  of  all  brain  tumors  to  17.9%\  un- 
doubtedly reflecting  selection  and  variation  in 
study  material,  autopsy  figures  generally  ex- 
ceeding those  quoted  in  surgical  reviews.'*  Bai- 
ley found  primary  brain  tumors  in  1 % of  his 
autopsy  material,  metastatic  in  0.5%.- 

Peak  age  incidence,  as  expected,  falls  in  the 
fifth  and  sixth  decades,  and  males  are  more 
commonly  affected'*’ reflecting  preponder- 
ance of  pulmonary  malignancy  as  the 
most  common  primary  site.'*  '*-'^’®’^®'^^  Statistical 
breakdown  of  tumors  contributing  to  brain 
metastases  is  presented  in  the  graph.  (Table  1 ) 


*Clinical  instructor  in  neurosurgery,  University  of 

Louisville  School  of  Medicine 


Sarcomas  seem  to  metastasize  to  the  brain 
more  readily  than  carcinomas,  but  due  to  low- 
er overall  incidence,  are  not  as  frequently  en- 
countered.'’- *’■  *■'*■  "* 

Although  a nervous  system  lesion  in  a cancer 
patient  is  generally  accepted  as  an  evident 
member  of  a constellation  of  metastatic  lesions, 
survey  of  the  literature  indicates  that  metas- 
tases to  the  brain  are  solitary  in  from  30%  to 
70%  of  reported  cases,  regardless  of  primary 
site  or  degree  of  anaplasia. 

Inasmuch  as  there  are  no  lymphatics  in  the 
brain,  the  commonly  accepted  mode  of  spread 
is  by  tumor  emboli  in  the  blood  stream**,  al- 
though this  theory  is  difficult  to  sustain  in 
absence  of  lung  metastases.'*  Direct  extension 
from  adjacent  lesions  in  the  nasopharynx,  or 
by  invasion  of  the  subarachnoid  space,  and 
dissemination  via  cerebrospinal  fluid,  are  also 
likely  routes.*®  Spread  by  paradoxical  tumor 
emboli  is  highly  theoretical.  Bailey  considers 
the  theory  of  intracranial  metastases  by  the 
paravertebral  venous  complex  of  Batson  as  il- 
logical.- 

Statistically,  there  is  no  propensity  of  one 
hemisphere  to  be  favored  over  the  other,  al- 
though the  cerebrum  is  twice  to  three  times 
more  commonly  affected  by  metastatic  disease 
than  the  cerebellum.**-*®  There  seems  to  be  a 
predilection  for  the  tumors  to  locate  in  the 
posterior  Sylvian  fissure,  thought  to  be  on 
basis  of  blood  flow  pressure  principles  in  the 
middle  cerebral  artery  and  its  branches.*® 

Diagnosis 

A patient  with  cancer  history,  suddenly  de- 
veloping neurologic  symptoms,  should  be  sus- 
pected of  harboring  brain  metastasis.  Not  in- 
frequently, it  is  the  brain  lesion  that  produces 
the  initial  symptoms,  and  for  this  reason,  in 
30%  to  60%  of  cases,  diagnosis  of  metastatic 
tumor  is  not  made  before  operation. **-*2-*®  The 
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TABLE  I 


Skin 


Lung 

Breast 

Kidney 

G.  1. 

Squamous 

Melanoma 

Generative 

Thyroid 

Other 

Unknown 

Total 

Bakerl 

24 

24 

9 

13 

9 

14 

1 

3 

97 

Busch^ 

36 

14 

8 

.7 

7 

5 

1 

28 

106 

Earle-’ 

24 

6 

1 

3 

8 

4 

1 

29 

3 

79 

FurlowT 

18 

6 

2 

5 

6 

37 

Globus^ 

19 

6 

1 

4 

3 

33 

Legll 

36 

14 

2 

7 

2 

2 

3 

10 

75 

Meagher^'^ 

20 

14 

1 

3 

3 

3 

14 

57 

SimionescuL" 

74 

45 

16 

7 

12 

4 

14 

23 

195 

StortebeckeflS 

25 

1 1 

32 

12 

78 

158 

TomT^ 

18 

13 

3 

1 1 

7 

1 

14 

15 

82 

TOTAL 

294 

32% 

146 

19% 

74 

7.9  % 

62 

6.7% 

31 

5.8% 

27 

2.9% 

27 

2.9% 

13 

1.4% 

146 

15.9% 

99 

10.7% 

919 

♦Percentages  have  been  rounded  off  to  the  nearest  tenths 


time  element  between  discovery  or  treatment 
of  primary,  and  onset  of  neurologic  disturb- 
ance, may  further  obscure  the  clinical  picture. 
In  breast  and  kidney  malignancies,  10  to  12 
year  latency  periods  are  not  uncommon. 

Symptoms  of  headache  and  psychic  changes 
are  out  of  proportion  and  more  profound  in 
metastatic  than  primary  brain  tumors. 
Jacksonian  seizures  are  common  (around 
28%)'*  but  papilledema,  visual  disturbances, 
vertigo,  aphasia  and  pareses  are  not  unique. 
Abruptness  of  symptoms  may  masquerade  a 
stroke. 

Chest  x-ray  probably  comprises  the  single, 
most  valuable,  diagnostic  aid  in  differentiating 
the  nature  of  the  lesion  and  should  be  ob- 
tained in  all  elderly  brain  tumor  suspects.  Sedi- 
mentation rate  has  been  found  to  be  signifi- 
cantly elevated  in  70%  to  75%  of  the  pa- 
tients.'" Higher  sedimentation  rates  seem  to  be 
linked  with  multiple  metastases.'®  Cerebrospi- 
nal fluid  protein  is  usually  elevated,  particular- 
ly if  the  lesion  is  near  the  surface  and  supra- 
tentorially  located,'®'  '*  but  this  finding  is  not 
specific  and  contributes  little  in  differentiat- 
ing primary  from  metastatic  brain  tumor. 

Electroencephalograms  are  focally  abnor- 
mal in  over  50%  of  cases'"  and,  along  with 
contrast  studies,  are  valuable  in  differentiating 
single  from  multiple  brain  lesions. 

Brain  scans  have  achieved  an  important 
status  as  a diagnostic  aid  because  of  the  high 
degree  of  accuracy  (70%-90%)  and  absence 
of  discomfort  and  morbidity.-®'  " Brain  scans. 


however,  are  not  specific  to  neoplastic  disease 
and  do  not  demonstrate  anatomical  relation- 
ships. In  addition  to  the  60%  to  75%  overall 
accuracy  in  demonstrating  the  brain  lesions, 
cerebral  angiograms  show  metastatic  tumors 
best  in  the  later  arterial-early  venous  phase 
and  usually  appear  as  a halo  shaped  blush 
with  an  avascular  center  or  concentrically  ar- 
ranged bundle  of  vessels.  The  major  vessels 
are  frequently  distorted,  and  occasionally  a 
larger  branch,  irrigating  the  tumor,  is  seen.® 
Excretory  urogram,  obtained  at  the  time  of  an- 
giography, is  a valuable  screening  test  in  as- 
saying kidney  as  the  possible  site  of  the  pri- 
mary. 

Air  contrast  studies  (pneumoencephalo- 
grams or  ventriculograms)  are  useful  in  sur- 
veying the  entire  cranial  contents'-  '"  but  carry 
a recognizable  morbidity  and  should  only  be 
performed  with  a surgical  set-up  in  readiness. 

Considerations  in  Surgical  Treatment 

There  is  general  agreement  among  authors 
that  presence  of  multiple  intracranial  lesions 
places  the  patient  beyond  surgical  help.®-  ' Gen- 
eral debility  and  neurologic  symptoms  of  less 
than  six  weeks  carry  a poor  prognosis.  On  the 
other  hand,  latency  between  discovery  of  pri- 
mary and  onset  of  neurologic  symptoms  is  at- 
tended with  longer  survivals,  and  prognosis  is 
better  in  patients  in  whom  the  primary  lesions 
have  been  treated  or  removed.'*  If  brain  me- 
tastasis is  discovered  concomitantly  with  the 
primary  lesion,  it  is  probably  advisable  to  treat 
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the  brain  lesion  first,  since  it  is  more  likely  to 
cause  sudden  demise  of  the  patient.  Operative 
mortalities  of  20%  to  38%  have  been  report- 
ed,^’ but  recent  mortalities  of  5.4%  to  18% 
are  probably  more  realistic,  reflecting  current 
advances  in  more  accurate  blood  replacement, 
fluid  management  and  control  of  cerebral 
edema.'-  " 

The  success  of  surgical  treatment  of  metas- 
tatic tumors  of  the  brain  is  uncertain,  due  to 
individual  bias,  retrospective  and  non-rando- 
mized  nature  of  the  studies.  The  majority  of 
people  with  bronchogenic  tumors  succumb 
within  six  months.''*-^’ Not  uncommonly, 
survival  periods  of  several  productive  years, 
particularly  in  breast  and  kidney  tumor  groups, 
have  been  reported. '• 

The  most  decisive  reason  for  surgical  inter- 
vention is  frequent,  dramatic  relief  of  head- 
ache and  other  symptoms  that  follow  removal 
of  these  tumors. 

The  writer  is  grateful  to  Sam  Assam,  M.D.,  San 
Diego,  California,  for  contributions  to  this  report. 
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A Short  Term  Survey  of  Mycobacteria  Isolated 
From  Kentucky  Tuberculosis  Hospital  Patientst 

H.  R.  Huempfner,*  K.  A.  Watson,  M.D.,** 

AND  K.  W.  Deuschle,  M.D.*** 

Lexington,  Kentucky 


In  a representative  sample  of  positive 
cultures  for  M.  tuberculosis  from  the  six 
Kentucky  state  tuberculosis  hospitals, 
only  6%  of  the  cultures  yielded  growth 
for  atypical  mycobacteria  and  8.6%  were 
resistant  to  the  three  antituberculosis 
drugs — isoniazid,  streptomycin,  and  PAS. 

Drug  resistance  and  presence  of  atypi- 
cal mycobacteria  in  humans  are  signifi- 
cant barriers  to  effective  control  and 
eradication  of  tuberculosis  in  the  community^ 
Furthermore,  skin  test  surveys  have  shown  a 
relatively  high  infection  rate  with  atypical  my- 
cobacteria in  some  areas,  especially  the  south- 
eastern parts  of  the  United  States-.  A previous 
communication^  reported  the  prevalence  of 
both  antituberculosis  drug-resistant  and  atypi- 
cal mycobacteria  in  one  of  the  six  Kentucky 
state  tuberculosis  hospital  population  groups. 
Over  a 12-month  period,  7%  of  the  cultures 
studied  were  atypical  mycobacteria.  In  2.8% 
of  this  patient  population,  atypical  mycobac- 
teria were  considered  to  be  the  etiologic  agent. 
Therefore,  it  is  of  considerable  public  health 
interest  to  investigate  the  prevalence  of  pul- 
monary disease  due  to  atypical  mycobacteria  in 
the  entire  Kentucky  state  tuberculosis  hospital 
population.  In  the  summer  of  1965,  a tubercu- 
lin skin  test  survey  was  conducted  throughout 
the  six  state  tuberculosis  hospitals  in  conjunc- 
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tion  with  a bacteriological  study  of  sputum  or 
gastric  washing  specimens  from  the  hospital- 
ized patients. 

Materials 

The  mycobacterial  cultures  obtained  from 
hospitalized  patients  at  the  six  tuberculosis  hos- 
pitals during  the  period  July  1-31,  1965  were 
studied  intensively  at  the  laboratory  of  the  de- 
partment of  community  medicine.  University 
of  Kentucky  College  of  Medicine. 

The  location  of  the  six  tuberculosis  hospitals 
and  the  districts  served  are  shown  in  Figure  1. 
The  number  of  cultures  studied  per  patient 
ranged  from  one  to  five  with  a mean  of  1 .5 
cultures  per  patient.  However,  from  more  than 
two-thirds  of  the  patients,  only  one  culture  was 
studied.  From  188  patients  274  cultures  were 
examined.  The  age,  race,  and  sex  distribution 
of  the  patients  is  shown  in  Table  1.  Of  the 
274  cultures,  266  (97.08%)  were  isolated 
from  sputum  specimens,  seven  were  isolated 
from  gastric  lavages,  and  one  was  isolated  from 
a speciment  marked  “abscess”. 

Methods 

The  primary  isolation  of  mycobacteria  was 
carried  out  at  the  laboratories  of  the  six  dis- 
trict hospitals.  All  of  the  six  laboratories  used 
Ldwenstein-Jensen  medium  and  one  used  ATS 
and  7H10  medium  in  addition.  The  concen- 
tration methods  used  were  sodium  hydroxide 
at  four  laboratories,  trisodium  phosphate  at 
one  laboratory,  and  trisodium  phosphate  or 
N-acetyl-cysteine  at  one  laboratory.  In  the 
laboratory  of  the  department  of  community 
medicine,  University  of  Kentucky  College  of 
Medicine,  all  cultures  were  tested  for  drug  sus- 
ceptibility against  isoniazid,  para-aminosalicy- 
lic acid,  and  streptomycin  on  Middlebrook’s 
7H10  medium  in  quadrant  plates.  The  drug 
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FIGURE  1.  Districts  of  Kentucky  served  by  the  six  Tuberculosis  Hospitals  and  the  locations  of  the  hospitals.  1.  Madisonville 
2.  Louisville  3.  Paris  4.  Ashland  5.  London  6.  Glasgow 


concentrations  used  were  isoniazid  0.2,  1 .0. 
and  5.0  niicrogranis  per  milliliter;  PAS  1.0, 
5.0,  and  25.0  micrograms  per  milliliter;  and 
streptomycin  1.0,  10.0,  and  100.0  micrograms 
per  milliliter.  Cultures  were  graded  as  suscepti- 
ble, partially  resistant,  or  resistant.  Susceptible 
was  defined  as  1 4-  growth  on  INH  0.2  micro- 
gram per  milliliter  and  less  than  20  colonies 
on  PAS  or  SM  1.0  microgram  per  ml.  Resistant 
was  defined  as  2 -I-  or  more  growth  at  1.0 
microgram  per  milliliter  INH,  5.0  microgram 
per  milliliter  PAS,  and  10.0  microgram  per 
milliliter  SM  or  any  growth  at  the  highest  drug 
concentration. 

All  cultures  were  tested  for  catalase  activity, 
niacin  production  and  pigment  formation. 
Standard  procedures  as  outlined  in  the  Hand- 
book on  Tuberculosis  Laboratory  Methods* 
were  used.  All  fast-growing  organisms  were 
tested  by  the  phenolphthalein  sulfatase  test. 


The  neutral  red  test  was  performed  on  all  cul- 
tures of  niacin-negative  mycobacteria.  Results 
of  the  above  tests  were  used  for  grouping  the 
mycobacterial  cultures  according  to  Runyon’s 
classification. 

Results 

Of  the  274  cultures  tested,  257  (93.8%) 
were  M.  tuberculosis  var.  hominis.  Seventeen 
cultures  (6.2%)  were  atypical  mycobacteria 
of  which  four  were  photochromogens,  eight 
were  scotochromogens,  three  were  non-chrom- 
ogens, and  tv/o  were  M.  fortuiturn.  All  cul- 
tures of  atypical  mycobacteria  were  isolated 
from  sputum. 

Of  the  257  cultures  of  M.  tuberculosis,  155 
(60.31%)  were  isoniazid  susceptible,  seven 
(2.72%)  were  partially  resistant,  and  95 
(36.96%)  were  resistant.  With  PAS  suscepti- 
bility testing,  166  cultures  (64.6%  ) were  PAS 


TABLE  I 

Age,  Race,  and  Sex  Distribution  of  All  Patients 
WHITE  NEGRO  TOTAL 


Age 

Male 

Female 

Total 

Male 

Female 

Total 

Male 

Female 

Total 

1-19 

3 

2 

5 

1 

1 

3 

3 

6 

20-29 

9 

7 

16 

2 

2 

9 

9 

18 

30-39 

10 

19 

29 

2 

2 

4 

12 

21 

33 

40-49 

31 

10 

41 

31 

10 

41 

50-59 

22 

7 

29 

5 

5 

27 

7 

34 

60-64 

13 

3 

16 

4 

4 

17 

3 

20 

65-over 

21 

10 

31 

3 

3 

24 

10 

34 

TOTAL 

109 

58 

167 

14 

5 

19 

123 

63 

186* 

♦Two  patients  for  whom 

the  age  could 

not  be 

established  are 

omitted  from  this  table. 

264 


March  1968  • The  Journal  of 


A Short  Term  Survey  of  Mycobacteria — Huempfner,  Watson  anct  Deuschle 

TABLE  II 

Drug  Susceptibility  Patterns  of  Cultures  of  AA.  Tuberculosis  Var.  Hominis 


INH 

PAS 

SM 

Number 

INH 

PAS 

SM  Number 

INH 

PAS 

SM 

Number 

S 

S 

S 

137 

P 

S 

S 2 

R 

S 

S 

9 

S 

S 

P 

6 

P 

S 

P 

R 

S 

P 

5 

S 

S 

R 

1 

P 

S 

R 

R 

S 

R 

6 

S 

P 

S 

4 

P 

P 

P 1 

R 

P 

S 

4 

S 

P 

P 

P 

P 

P 1 

R 

P 

P 

6 

S 

P 

R 

P 

P 

R 

R 

P 

R 

1 

S 

R 

S 

6 

P 

R 

S 

R 

R 

S 

13 

S 

R 

P 

P 

R 

P 2 

R 

R 

P 

29 

S 

R 

R 

1 

P 

R 

R 1 

R 

R 

R 

22 

INH 

S 

155 

60.31  % 

P 

7 

2.72% 

R 

95 

36.96% 

S = Susceptible 

PAS 

S 

166 

64.59% 

P 

17 

6.61  % 

P :=  Partially  Resistant 

R 

74 

28.79% 

SM 

S 

176 

68.48% 

R = Resistant 

P 

49 

19.07®/o 

R 

32 

12.45% 

sensitive  17  (6.6%)  were  partially  resistant, 
and  74  (28.79%)  were  resistant.  The  suscepti- 
bility against  streptomycin  was  176  (68.48%) 
susceptible,  49  (19.07%)  partially  resistant, 
and  32  (12.45%)  resistant.  Against  all  three 
drugs,  137  cultures  (53.31%)  were  suscepti- 
ble and  22  (8.56%)  were  resistant,  while  the 
remaining  98  cultures  (39.13%)  varied  in 
their  drug  susceptibility.  The  patterns  of  drug 
susceptibility  of  the  257  cultures  of  M.  tuber- 
culosis var.  hominis  are  summarized  in  Table 
II. 

If  one  considers  any  growth  on  0.2  micro- 
gram of  isoniazid  per  milliliter  as  indication  of 
beginning  isoniazid  resistance’,  only  132 
(51.36%)  of  the  cultures  of  M.  tuberculosis 
var.  hominis  could  be  accepted  as  fully  ison- 
iazid susceptible. 

All  155  isoniazid  susceptible  cultures  were 
catalase  positive.  Of  the  seven  isoniazid  par- 
tially resistant  cultures,  five  were  catalase  posi- 
tive and  two  were  catalase  negative.  Four  of 
95  isoniazid-resistant  cultures  showed  a weak, 
delayed  catalase  reaction  while  the  rest  were 
negative.  All  257  cultures  of  M.  tuberculosis 
were  niacin  positive  and  showed  good  cording. 

All  17  cultures  of  atypical  mycobacteria 
were  catalase  hyperactive  and  niacin  negative. 
Of  the  four  photochromogens,  three  were  re- 
sistant to  isoniazid  and  one  was  partially  re- 
sistant. Against  PAS,  three  were  resistant  and 
one  was  susceptible.  Three  cultures  were  strep- 
tomycin-resistant and  one  was  partially  resis- 


tant. All  eight  scotochromogens  were  resistant 
to  both  isoniazid  and  PAS.  Six  scotochromo- 
gens were  streptomycin  resistant  and  two  were 
partially  resistant.  All  three  non-chromogens 
were  resistant  to  isoniazid,  PAS  and  streptomy- 
cin. The  two  cultures  of  M.  jortuitum  were 
resistant  to  isoniazid  and  streptomycin;  one 
was  PAS  resistant  and  one  was  PAS  suscepti- 
ble. 

In  the  phenolphthalein  sulfatase  test,  the 
two  cultures  of  M.  fortuitum  were  positive 
while  the  photochromogens,  scotochromogens, 
and  non-chromogens  were  negative.  In  the 
neutral  red  test,  three  photochromogens  were 
negative  and  one  was  positive.  Of  the 
scotochromogens,  four  were  neutral  red  posi- 
tive and  three  were  neutral  red  negative.  All 
three  non-chromogens  were  neutral  red  nega- 
tive. Of  the  two  M.  fortuitum  cultures,  one 
was  neutral  red  positive  and  the  other  was 
neutral  red  negative. 

The  age,  race,  and  sex  distribution  of  the 
patients  from  whom  atypical  mycobacteria 
were  isolated  is  shown  in  Table  III. 

When  the  adult  hospital  population  (pa- 
tients with  positive  cultures)  was  compared  to 
the  general  adult  population  of  Kentucky,  it 
was  found  that  a higher  percentage  of  older 
people  were  in  the  hospital  group  than  in  the 
population  at  large.  (See  Figure  2.) 

Discussion 

It  is  generally  found  that  the  prevalence  of 
infection  with  atypical  mycobacteria  is  greater 
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FIGURE  2.  Comparison  of  adult  general  population  of 
Kentucky  I black  circles)  and  hospital  study  population 
Ihollc'W  circles) 

in  the  southeastern  United  States  where  the 
isolation  of  these  organisms  from  sputum  spec- 
imens is  also  more  frequent.  On  the  basis  of 
laboratory  surveys  of  tuberculosis  populations, 
there  appears  to  be  a wide  variation  in  the 
prevalence  of  atypical  mycobacteria  through- 
out the  world  although  very  little  is  known 
about  the  real  distribution  of  atypical  myco- 
bacteria in  nature.  Since  atypical  mycobacteria 
may  play  an  important  role  in  drug  resistant 
hospital  problems,  the  pattern  of  mycobacterial 
disease  in  humans  should  be  established  to 
provide  a baseline  for  the  hospitalized  tubercu- 
losis patients  in  Kentucky. 

The  observation  of  6.2%  atypical  myco- 
bacterial cultures  found  in  this  short-term  study 
of  patients  in  the  six  tuberculosis  hospitals  com- 
pares well  with  earlier  findings  of  7%  of 
atypical  mycobacteria  in  a one-year  study  of 
cultures  from  one  Kentucky  tuberculosis  hos- 
pital. Isolations  of  non-chromogens  were  less 


frequent  than  reported  for  the  southeastern 
United  States.  The  data  seem  to  indicate  that 
atypical  mycobacteria,  as  well  as  human  myco- 
bacteria, are  more  frequently  isolated  from  the 
older  male.  (See  Table  III) 

To  consider  atypical  mycobacteria  as  etio- 
logic  agents,  it  is  required  that  the  organisms 
be  isolated  repeatedly  from  the  same  patient. 
It  is  difficult  to  analyze  our  data  in  this  respect 
since  only  one  culture  was  obtained  from  more 
than  two-thirds  of  the  patients  in  this  short- 
term study.  Five  patients  had  cultures  of  M. 
tuberculosis  var.  hominis  and  an  atypical  my- 
cobacterium. In  only  two  instances  were  atypi- 
cal mycobacteria  isolated  twice  from  the  same 
patient:  one  a photochromogen  and  the  other 
a scotochromogen  which  is  generally  not  ac- 
cepted as  the  etiologic  agent  in  pulmonary 
disease.  From  a third  patient,  a non-chromo- 
gen was  isolated  once.  This  patient,  however, 
had  cultures  of  non-chromogens  in  the  previ- 
ous study. 

On  the  basis  of  this  study,  it  appears  at  the 
present  time  that  atypical  mycobacteria  as 
causative  agent  of  pulmonary  disease  do  not 
present  a major  problem  in  Kentucky.  The 
prevalence  of  infection  of  atypical  mycobac- 
teria as  measured  by  skin  testing  appears  to 
be  considerably  higher  in  this  state  than  the 
prevalence  of  pulmonary  disease  as  measured 
by  hospitalized  patients  excreting  atypical  my- 
cobacterial organisms.  Although  skin  test  sur- 
veys were  carried  out  mainly  in  younger  pop- 
ulation groups,  tuberculosis  patients  are  pre- 
dominantly in  older  age  groups. 

Over  50%  of  all  cultures  were  fully  suscepti- 
able  to  isoniazid,  PAS,  and  streptomycin,  while 
only  8.6%  were  completely  resistant.  Since 
(Continued  on  page  306) 


TABLE  III 

Age,  Race,  and  Sex  Distribution  Of  Patients  From  Whom 
Atypical  Mycobacteria  Were  Isolated 


WHITE 

NEGRO 

TOTAL 

Age 

Male 

Female 

Total 

Male 

Female  Total 

Male 

Female 

Total 

20-29 

30-39 

1 

1 

1 

1 

1 

1 

1 

1 

40-49 

4 

1 

5 

4 

1 

5 

50-59 

1 

1 

1 

1 

1 

1 

2 

60-69 

3 

2 

5 

1 

1 

4 

2 

6 

TOTAL 

8 

4 

12 

3 

3 

11 

4 

15 

The  patient  from  whom 

a photochromogen  was 

isolated  twice 

is  a 46-year-old  white 

male. 

and  the  one  from 

whom  a 

scotochromogen 

was  isolated  twice  is 

a 49-year 

-old  white  male. 

266 


^et’s  be  specific  about  Campbell’s  Soups . . . 


and 


There  are  more  than  30  million  people  in  America  who  are  overweight. 
During  the  next  year,  you  probably  will  see  more  than  1,000  of  them  in 
your  own  practice. 

One  good  way  to  help  these  patients  is  to  give  them  a reducing  diet 
based  on  ordinary  eating  patterns. 

Campbell  has  prepared  a sensible  plan  for  weight  control  based  on 
ordinary  eating  patterns.  The  plan  consists  of  a patient  in- 
struction booklet  and  a set  of  menus  which  provide  approxi- 
mately 1,200  calories  daily.  The  menus  are  balanced  to 
provide  the  minimum  daily  requirements  of  nutrients. 

To  obtain  a supply  for  your  office  write  to: 

Campbell  Soup  Company,  Box  265,  Camden,  N.  J.  08101 


Conventional  Radiography 

The  restless  duodenum  makes 
radiographic  diagnosis  diffi- 
cult, uncertain  and  often  un- 
productive: Is  this  duodenum 
abnormal? 


Hypotonic  Duodenography 

Pro-Banthme-induced  duode- 
nal calm  permits  full  anatomic 
appraisal:  Same  patient.  Duo- 
denal normality  is  now  evident. 


• in  diagnosis 

• in  treatment 

Pro  -Banthine  «« 

propantheline  bromide 

calms  the  gastrointestinal  tract 


"or  fifteen  years  Pro-Ban  thine  has  been  the 
nost  widely  used  anticholinergic  agent  in 
lisorders  of  gastrointestinal  motility  and 
gastric  hypersecretion.  More  recently  Pro- 
ianthine  has  reestablished  its  pharmaco- 
ogic  effectiveness  in  diagnostic  procedures 
jsing  intragastric  fibroscopy  and  hypotonic 
•oentgenography. 

How  the  X-rays  were  taken 

n the  hypotonic  duodenography-  repro- 
iuced  above,  the  gastrointestinal  tract  was 
elaxed  with  Pro-Banthine.  The  duodenum 
vas  intubated.  Pro-Banthine  in  a dose  of  60 
ng.  intramuscularly  was  used  to  assure 
)rompt  aperistalsis  and  double-contrast  vis- 
lahzation  was  achieved  with  ordinary  bar- 
um  and  air. 

[ The  same  pharmacologic  efficiency  has 
f )roved  of  pronounced  value  in  such  condi- 
i ions  as : peptic  ulcer,  pylorospasm,  biliary 
I lyskinesia,  functional  hypermotility  and  ir- 
I itable  colon. 

' Contraindications:  Glaucoma  or  severe  cardiac 
I iisease. 

l 'recautions:  Since  varying  degrees  of  urinary  hesi- 


tancy may  occur  in  elderly  males  with  prostatic 
hypertrophy,  this  should  be  watched  for  in  such 
patients  until  they  have  gained  some  experience 
with  the  drug.  Although  never  reported,  theoreti- 
cally a curare-like  action  may  occur  with  possible 
loss  of  voluntary  muscle  control.  Such  patients 
should  receive  prompt  and  continuing  artificial  res- 
piration until  the  drug  efPect  has  been  exhausted. 

Side  Effects:  The  more  common  side  effects,  in  or- 
der of  incidence,  are  xerostomia,  mydriasis,  hesi- 
tancy of  urination  and  gastric  fullness. 

Dosage:  The  maximal  tolerated  dosage  is  usually 
the  most  effective.  For  most  adult  patients  this  wdll 
be  four  to  six  15-mg.  tablets  daily  in  divided  doses. 
In  severe  conditions  as  many  as  two  tablets  four  to 
six  times  daily  maybe  required.  Pro-Banthine  (brand 
of  propantheline  bromide)  is  supplied  as  tablets  of 
15  mg.,  as  prolonged-acting  tablets  of  30  mg.  and, for 
parenteral  use,  as  serum-type  vials  of  30  mg.  The 
parenteral  dose  should  be  adjusted  to  the  patient’s 
requirement  and  may  be  up  to  30  mg.  or  more  every 
six  hours,  intramuscularly  or  intravenously. 

(1)  Bilbao,  M.  K.;  Frische,  L.  H.;  Rosch,  J.,  and  Dotter, 
C.  T.:  Hypotonic  Duodenography,  Scientific  Exhibit, 
Radiological  Society  of  North  America,  Chicago, 
Nov.  27— Dec.  2,  1966. 

(2)  Bilbao,  M.  K.;  Frische,  L.  H.;  Dotter,  C.  T.,  and 
Rosch,  J.:  Hypotonic  Duodenography,  Radiology 
89/438-443  (Sept.)  1967. 
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SPECIAL  ARTICLES 


Costs  For  Custodial  Care  in  a Hospital  or  Extended  Care 
Facility  Under  Part  A or  Part  B of  Title  XVIII  Are  Not  a 
Liability  of  the  Government  Under  the  Medicare  Act 

Paul  J.  Parks,  M.D.,  chairman  of  the  Kentucky  Medical  Association  Advisory  Committee  on  Title  XVIII, 
following  a meeting  with  representatives  of  the  Part  A Intermediary  of  Kentucky,  requested  that  the 
intermediary,  Kentucky  Blue  Cross,  prepare  this  much  needed  article  explaining  the  custodial  care  guide- 
lines developed  by  the  Bureau  of  Health  Insurance.  The  Editors 


SECTION  1862  of  Public  Law  89-97 
Medicare  states  . . . “Notwithstanding 
any  other  provision  of  this  title,  no  pay- 
ment may  be  made  under  part  A or  part  B 
for  any  expenses  incurred  for  items  or  ser- 
vices — ...  where  such  expenses  are  for  cus- 
todial care;  . . 

The  widespread  and  often  diversified  use 
of  the  term  “custodial  care”  by  physicians, 
other  medical  or  paramedical  personnel  and 
laymen  make  it  difficult  to  define  with  any 
degree  of  precision.  This  term  is  not  really 
descriptive  and  has  a variety  of  meanings, 
which  are  readily  adaptable  to  different  in- 
terpretations in  particular  cases. 

For  this  reason,  the  Bureau  of  Health  In- 
surance did  not  attempt  to  develop  an  ab- 
stract definition  of  “custodial  care”  for  Medi- 
care purposes.  Attention  was  focused  on  speci- 
fic identification  of  the  type  of  particular  ser- 
vice or  level  of  care  not  intended  to  be  covered 
under  the  program. 

Intent  of  Congress 

There  can  be  no  doubt  that  Congress  in  en- 
acting Public  Law  89-97  intended  to  provide 
beneficiaries  with  protection  against  medical 
costs  arising  from  an  illness  or  injury  which 
requires  the  type  of  care  that  necessitates  the 
continuing  attention  of  trained  medical  and 
paramedical  personnel. 

This  intent  is  reflected  in  the  law  and  in 
the  “Conditions  of  Participation”  for  hospi- 
tals and  extended  care  facilities.  They  place 
great  emphasis  on  the  availability  of  a wide 
range  of  specialized  medical  services  within  the 
institution. 


The  kind  of  care  which  Congress  did  not 
intend  to  cover  and  which  is  classified  as 
“custodial  care”  is  the  type  of  care  designed 
essentially  to  assist  the  individual  in  meeting 
his  activities  of  daily  living — i.e.,  services 
which  constitute  personal  care  such  as  help 
in  walking  and  getting  in  or  out  of  bed,  as- 
sistance in  bathing,  dressing,  feeding,  and  us- 
ing the  toilet,  preparation  of  special  diets,  and 
supervision  over  medication  which  can  usual- 
ly be  self-administered — and  which  does  not 
entail  or  require  the  continuing  attention  of 
trained  medical  or  paramedical  personnel. 

Custodial  Care  Guidelines 

The  Bureau  of  Health  Insurance  has  devel- 
oped custodial  care  guidelines,  under  which 
the  intermediary  is  obligated  to  operate,  to  es- 
tablish criteria  to  determine  if  the  cost  of 
the  patient  care  is  a liability  of  the  Medicare 
Program  or  the  patient.  In  brief  the  guide- 
lines contain  the  following  points: 

— The  KEY  to  determining  whether  the 
patient  is  receiving  custodial  care  is  not  the 
restorative  potential  of  the  patient,  but  the 
level  of  care  which  his  condition  requires. 

—The  BASIC  CONSIDERATION  to  be 
made  in  applying  the  custodial  care  guide- 
lines is  whether  the  care  required  by  the 
patient  necessitates  the  continuing  attention 
of  trained  medical  or  paramedical  person- 
nel. 

— The  QUESTION  in  each  case  to  as- 
sist in  determining  if  Medicare  is  liable 
for  the  cost  is  whether  the  patient’s  condi- 
tion requires  skilled  services. 
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— SKILLED  SERVICE  is  defined  by  the 
guidelines  as  one  which  must  be  furnished 
by  or  under  supervision  of  trained  medical 
ar  paramedical  personnel  if  the  safety  of 
the  patient  is  to  be  assured  and  the  medical- 
ly desired  result  is  to  be  achieved.  A ser- 
vice would  not  be  classified  as  a skilled  ser- 
vice merely  because  it  is  performed  by  a 
trained  medical  or  paramedical  person. 

If  a service  is  such  that  it  can  safely  and 
adequately  be  performed  by  the  average, 
rational,  nonmedical  person,  without  the  di- 
rect supervision  of  trained  medical  or  para- 
medical personnel,  it  must  be  regarded  for 
purposes  of  the  guidelines  as  a nonskilled 
service  without  regard  to  who  actually  pro- 
vides the  service. 

—The  PRIMARY  PURPOSE  OF  CARE 
is  a factor  in  determining  the  liability  for 
the  cost.  If  a patient’s  condition  is  such  that 
it  is  medically  necessary  to  have  the  skilled 
services  of  a nurse  available  to  him  at  all 
times,  the  need  for  this  service  alone  would 
be  sufficient  to  justify  a finding  that  the 
primary  purpose  of  the  total  care  is  the 
provision  of  this  skilled  service. 

If,  on  the  other  hand,  the  patient  does 
not  require  any  nursing  services,  it  wilt  us- 
ually be  found  that  the  primary  purpose  of 
the  total  care  furnished  is  to  assist  him  in 
meeting  the  activiites  of  daily  living.* 

It  should  be  recognized  that  even  when  a 
determination  of  custodial  care  is  reached,  it  is 
possible  that  only  a portion  of  the  stay  in  the 
institution  has  been  custodial.  Therefore,  in 
such  cases  a second  determination  will  usually 
have  to  be  made  as  to  when  the  care  received 
by  the  patient  became  primarily  custodial  in 
nature. 

The  Medicare  Program,  through  the  custo- 
dial care  guidelines,  is  not  attempting  to  pre- 
scribe the  care  to  be  given  to  a Medicare 
beneficiary,  but  to  determine  if  the  cost  for 
the  level  of  care  received  by  a beneficiary  in 
a hospital  or  extended  care  facility  is  a liability 
of  the  Medicare  Act. 

Status  of  Physician  Services 

The  guidelines  recognize  readily  that  ser- 
vices which  a physician  performs  for  a patient 
would  constitute  a skilled  service.  A finding 


*This  is  a condensation  from  the  CUSTODIAL 
CARE  GUIDELINES.  More  detailed  information 
may  be  obtained  from  Duane  Harper,  director  of 
the  Medicare  Division  of  Kentucky  Blue  Cross. 


that  the  care  received  is  custodial  care  would 
not,  in  itself,  require  the  disallowance  of  a 
request  for  reimbursement  filed  under  part  B 
of  Title  XVIII  for  the  physician  services.  It  is 
understood  that  many  individuals  who  require 
only  custodial  care  need  to  have  periodic 
visits  from  a physician  for  purposes  of  having 
their  medical  status  assessed  for  changes  in  the 
type  of  care  received.  Thus  periodic  visits  by 
a physician  would  not  necessarily  justify  a find- 
ing that  total  care  furnished  an  individual  is  not 
custodial  care. 

Intermediary  Determinations  and  Procedures 

The  intermediary  is  required  by  contract  to 
determine  if  the  level  of  care  received  is  a 
liability  of  the  Medicare  Program  and  if  pay- 
ment should  be  disbursed  for  the  cost  of  this 
care.  The  guidelines  do  not  provide  an  inter- 
mediate level  between  covered  care  and  cus- 
todial care.  It  is  the  desire  of  the  intermedi- 
ary in  Kentucky  to  work  closely  with  physicians, 
hospitals  and  extended  care  facilities  to  insure 
that  fair  decisions  can  be  made  on  behalf  of 
the  patient  and  within  the  scope  of  the  law. 

The  custodial  care  guidelines  were  discussed 
before  the  Kentucky  Medcial  Association  Ad- 
visory Committee  on  Title  XVIII  and  the 
Board  of  Trustees  of  the  Kentucky  Hospital 
Association.  The  guidelines  in  greater  detail 
were  also  furnished  to  each  hospital  and  ex- 
tended care  facility.  There  is  great  concern 
among  physicians,  hospitals,  extended  care 
facilities,  and  the  intermediary  that  some  pub- 
lic misunderstanding  exists  pertaining  to  cover- 
age for  custodial  care.  The  intermediary  in 
Kentucky  has  requested  of  the  Bureau  of 
Health  Insurance  that  easy  to  read,  informative 
leaflets  be  made  available  to  the  hospital  and 
extended  care  facility  to  assist  the  patient  and 
his  family  in  understanding  this  exclusion  of 
coverage  in  the  Medicare  Program. 

Appeals  and  Hearings 

Beneficiaries  and  persons  representing  the 
beneficiary  may  be  referred  to  the  Social  Se- 
curity Administration  when  misunderstanding 
develops.  Federal  Regulations  provide  the  ben- 
eficiary the  right  to  appeal  any  determination 
as  to  the  amount  of  benefits  payable  on  his 
behalf  under  part  A of  Medicare.  He  may  re- 
quest a reconsideration  of  the  determination 
of  a claim  in  question.  Should  the  individual’s 
dissatisfaction  continue  following  the  reconsid- 
eration he  may  request  a hearing  if  the  amount 

(Continued  on  page  298) 
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Rebirth 


SPRING  will  soon  be  here.  With  the  oc- 
currence of  this  invigorating  season,  it  is 
perennially  customary  to  think,  peruse,  and 
contemplate. 

Spring  seems  to  be  and  has  been  the  favorite 
calendar  occasion  of  both  poets  and  philoso- 
phers. Recall  how  our  imaginations  have  been 
teased  by  allusions  of  new  times,  new  birth, 
renewal,  recleansing  of  mind  and  body,  and 
fresh  stimulus?  Let’s  not  forget  what  young 
(and  perhaps  old  and  in  between)  minds  turn 
to  thoughts  of,  primarily  at  this  seasonal  inter- 
lude. 

It  is  most  appropriate  then  that  we  of  medi- 
cine should  at  this  veronal  time  here  in  Ken- 
tucky, turn  our  beliefs  in  new  times,  new  birth 
renewal,  fresh  stimulus  and  yes,  those  other 
thoughts,  by  annually  having  Senior  Day  for 
the  students  of  our  two  medical  schools. 

How  difficult  in  the  turmoil — tumult — ten- 
sion— turbulence — transplant — to  keep  from 
clinging  to  known  ways,  predictables  and 
charted  courses.  “First  of  all,  do  no  harm.” 
Such  being  our  natural  route,  we  are  fortunate 
to  have  new  birth — new  stimulus — new  lead- 
ership being  continually  entering  our  ranks  by 
the  scientific  and  artful  graduates,  such  as 
our  two  medical  centers  continually  advance 
to  us. 

But  we  bear  solemn  responsibility  in  wel- 
coming youth  to  our  ranks.  Remember,  it’s  a 


new  life  and  they,  truly  neophytes.  From  clois- 
tered halls,  they  suddenly  become  private,  in- 
dependent agents.  Today,  80  percent  of  teach- 
ing is  done  by  well  intentioned  scientists  who 
never  had  the  opportunity  for  a private  office 
or  patients’  demands.  Organizationally,  75  per- 
cent of  licensed  physicians  participate  to  some 
degree  in  organized  medicine,  while  only  1 1 
percent  of  our  teachers  similarly  belong. 

To  give  added  impetus,  we  in  Kentucky 
with  the  help  and  enthusiastic  endorsement 
from  our  two  schools,  have  now  for  1 1 years 
tried  to  “bridge  the  gap”  that  makes  all  phy- 
sicians a part  of  the  whole,  by  giving  Senior 
Day.  At  this  time,  we  hope  to  expose  our 
hopes  for  the  future  by  “a  view  inside  the 
tent.” 

This  year  the  dates  are.  University  of  Louis- 
ville Senior  Day,  Monday,  March  18,  1968 
and  the  University  of  Kentucky  Senior  Day. 
Tuesday,  April  9,  1968. 

Every  physician  is  invited  to  either  or  both 
functions.  Come  and  contribute. 

Now  is  the  time  for  all  to  emulate  spring 
by  helping  start  new  times,  new  birth,  re- 
cleansing. fresh  stimuli  and  yes,  when  you  think 
of  it.  indeed  to  express  thoughts  of  love  to 
these,  our  own. 

Hoyt  D.  Gardner,  M.D. 
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Tetanus  Prophylaxis* 


At  a recent  meeting  of  the  KMA  Com- 
mittee on  Occupational  Health,  Physical 
Medicine  and  Rehabilitation  a wide  rang- 
ing discussion  of  tetanus  prophylaxis  and  treat- 
ment was  held.  The  discussion  at  first  cen- 
tered on  industrial  accident  cases  but  since 
the  scope  of  this  committee  is  not  limited  to 
industrial  medicine,  the  state  wide  approach 
of  physicians  to  tetanus  prophylaxis  and  treat- 
ment was  examined.  The  conclusion  reached 
was  that  the  KMA  should  again  take  the  lead- 
ership in  educating  the  physicians  of  Kentucky 
in  the  recent  changes  and  advances  in  tetanus 
prophylaxis  and  treatment. 

Despite  recent  advances  in  the  treatment  of 
established  tetanus  with  mechanical  ventila- 
tion, paralysing  drugs  and  human  tetanus  im- 
mune globulin,  this  disease  is  all  too  frequent- 
ly fatal  and  if  the  effects  of  the  toxin  are  to 
be  overcome,  prolonged  hospitalization,  long 
hours  of  specialized  nursing  care  and  physician 
care  with  expensive  equipment  are  often  need- 
ed. The  expense  and  burden  on  the  hospital, 
the  nursing  staff,  the  physicians  and  the  re- 
habilitation therapists,  not  to  mention  the  ex- 
pense to  the  patient  and  the  worry  of  his  fami- 
ly, himself,  and  his  physician,  are  almost  in- 
calculable. Yet,  this  can  all  be  prevented  in 
the  great  majority  of  cases  if  proper  immuni- 
zation, wound  care  and  tetanus  prophylaxis 
are  instituted. 

In  order  to  promote  and  distribute  the  most 
recent  information  regarding  tetanus  prophyl- 
axis, the  KMA  Journal  is  printing  a tear  out 
chart  titled  “Prophylaxis  Against  Tetanus  in 
Wound  Management”.  This  chart  is  reprinted 
with  permission  from  the  Sept.-Oct.  1967  Bul- 
letin of  American  College  of  Surgeons  and  was 


prepared  by  Wesley  Furste,  M.D.,  Paul  A. 
Skudder,  M.D.,  and  Oscar  P.  Hampton,  Jr., 
M.D.,  all  Fellows  of  the  American  College  of 
Surgeons. 

Points  to  be  emphasized  in  the  prophylaxis 
of  tetanus  are: 

1 ) Basic  wound  care  must  not  be  ne- 
glected. All  wounds  should  be  thoroughly 
cleansed  and  debrided  and  foreign  bodies 
should  be  removed. 

2)  Human  Tetanus  Immune  Globulin 
has  replaced  Equine  Tetanus  Antitoxin. 
Equine  antitoxin  is  to  be  used  only  if  Human 
Tetanus  Immune  Globulin  is  not  available 
within  24  hours  and  the  possibility  of  tetanus 
outweighs  the  danger  of  reaction  to  “Horse 
Serum”. 

3)  Adequate  immunization  with  fluid  or 
precipitated  Toxoid  is  of  prime  importance 
in  preventing  the  occurrence  of  tetanus  and 
should  be  given  to  every  patient,  unless  he 
has  received  a booster  or  has  completed  his 
initial  immunization  within  the  past  12 
months. 

4)  In  a patient  not  previously  immunized 
for  all  wounds  except  clean  minor  wounds, 
both  tetanus  toxoid  and  human  tetanus  im- 
mune globulin  should  be  given.  Use  dif- 
ferent extremities  for  the  injection  of  each 
agent.  Follow-up  immunization  injections 
should  be  given  to  complete  the  individual’s 
immunization. 

By  following  these  precepts  in  the  preven- 
tion of  tetanus,  this  disease  can  largely  be 
eradicated.  It  should  be  every  physician’s  duty 
to  immunize  his  patients,  his  family  and  him- 
self. 

Robert  E.  Robbins,  M.D. 


*Fold  out  opposite  page  for  chart  “Prophylaxis  Against  Tetanus  in 
Wound  Management” 


Prophylaxis  Against  Tetanus 
in  Wound  Management 

COMMITTEE  ON  TRAUMA,  AMERICAN  COLLEGE  OF  SURGEONS 


General  Principles 

I.  Attending  physician  must  determine  for  each  patient  what 
prophylaxis  for  tetanus  is  required. 

II.  Regardless  of  active  immunization  status  of  patient,  metic- 
ulous surgical  care,  including  removal  of  all  devitalized  tissue  and 
foreign  bodies,  is  to  be  provided  immediately  to  all  wounds.  Such 
care  is  essential. 

III.  Every  patient  should  receive  tetanus  toxoid  intramuscularly 
at  the  time  of  injury,  as  an  initial  immunizing  dose,  or  as  a booster 
for  one  previously  immunized,  unless  he  has  received  a booster  or 
has  completed  his  initial  immunization  within  the  past  12 
months.  As  the  antigen  concentration  varies  in  different  products, 
specific  information  on  the  volume  of  a single  dose  is  provided  on 
the  label. 

IV.  Whether  to  give  human  tetanus  immune  globulin  or  equine 
tetanus  antitoxin  for  passive  immunization  must  be  decided  for  each 
patient.  Wound,  conditions  under  which  it  was  incurred,  and 
previous  active  immunization  status  must  be  considered. 

Y.  To  every  wounded  patient  give  a written  record  of  immuniza- 
tions, instructing  him  to  carry  record  and,  if  necessary,  to  complete 
active  immunization. 

VI.  Basic  immunization  with  precipitated  (pptd)  toxoid  re- 
quires three  injections;  and  with  fluid  toxoid  four  injections. 
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This  recommendation  from  the  Committee  on  Trauma  is  the  work  of  Subcommittee  on  Prophylaxis  Against 
Tetanus—Wesley  Furste,  Columbus,  Ohio;  Paul  A.  Shudder,  New  York;  and  Oscar  P.  Hampton,  Jr., 

St.  Louis.  It  contains  a number  of  changes  made  since  it  was  published  for  the  first  time  in  1965.  Posters  and 
reprints  may  be  obtained  from  the  Committee  on  Trauma,  55  East  Erie  Street,  Chicago,  Illinois  60611. 


Specific  Measures 


Previously  Immunized  Individuals 

A.  When  the  patient  has  been  immunized  within  the  past  six  years, 
give  0.5  c.c.  tetanus  toxoid  booster. 

B.  When  the  patient  has  been  immunized  more  than  six  years. 


1.  To  the  great  majority  only  give  0.5  c.c.  of  tetanus  toxoid. 

2.  To  those  with  wounds  which  indicate  an  overwhelming 
possibility  that  tetanus  will  develop, 

a)  Give*  0.5  c.c.  of  tetanus  toxoid, 

b)  Give*  250  units  of  human  tetanus  immune  globulin,** 

c)  Consider  use  of  oxytetracycline  or  penicillin. 

Individuals  NOT  Previously  Immunized 

A.  For  clean  minor  wounds  in  which  tetanus  is  unlikely,  give 

0. 5. c.c.  of  tetanus  toxoid  (initial  immunizing  dose). 

B.  For  all  other  wounds 

1.  Give*  0.5  c.c.  of  tetanus  toxoid  (initial  immunizing  dose), 

2.  Give*  250  units  of  human  tetanus  immune  globulin,** 

3.  Consider  use  of  oxytetracycline  or  penicillin. 

C.  Equine  antitoxin  is  to  be  used  only  if  human  tetanus  immune 
globulin  is  not  available  within  24  hours  and  only  if  the  possi- 
bility of  tetanus  outweighs  the  danger  of  reaction  to  equine 
tetanus  antitoxin.  First,  question  patient  and  test  for  sensi- 
tivity. 

*Use  different  syringes,  needles,  and  sites  of  injection. 

•*/it  severe,  neglected  or  old  wounds,  500  units  of  human  tetanus  immune  globulin 
are  advisable. 
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If  patieyit  is  sensitive  to  equine  tetanus 
antitoxin  by  history  or  test,  give  penicillin 
or  oxytetracycline,  not  antitoxin.  Danger  of 

If  patient  is  not  sensitive  to  equine  tetanus  anaphylaxis  probably  outweighs  danger  of 
antitoxin,  give  at  least  3,000  units.  tetanus.  Do  not  attempt  desensitization. 


Inside  chart  reprinted  from  Seplember-October.  1967  “Bulletin  of  the  American  College  of 
Surgeons’*  by  permission  of  the  editor 


“The  inconvenience  of  a cold” 


>r  a cold,  nTz®  Nasal  Spray  provides  rapid  relief  of 
isal  symptoms.  Relief  starts  with  the  first  spray  which 
>ens  the  inferior  part  of  the  common  meatus.  A second 
'ray,  a few  minutes  later,  will  shrink  the  turbinates  to 
:lp  provide  sinus  drainage  and  ventilation.  Dosage 
ay  be  repeated  every  three  or  four  hours  as  needed, 
r temporary  relief  of  symptoms.  nTz  is  well  tolerated 
It  overdosage  should  be  avoided. 

1:  a sinusitis  deterrent,  nTz  Nasal  Spray  can  be  used  to 
ep  the  nasal  passages  open  during  a cold  to  help  pre- 
nt  development  of  acute  sinusitis  — or  to  help  prevent 
3 acute  condition  from  becoming  chronic. 

i 

jipplied:  NTz  Nasal  Spray,  plastic  squeeze  bottles  of 
i'  ml.;  nTz  Nasal  Solution,  bottles  of  30  ml.  (1  fl.  oz.) 
ith  dropper. 

k 


nTz  is  more  than  a simple  vasoconstrictor.  It  contains 
Neo-Synephrine®  (brand  of  phenylephrine) 


HCI  0.5  per  cent,  the  major  component, 
virtually  synonymous  with  fast,  efficient 
but  gentle  nasal  vasoconstriction. 

Thenfadil®  (brand  of  thenyidiamine)  HCI 
0.1  per  cent,  topical  antihistamine  for 
reduction  of  rhinorrhea,  sneezing  or 
itching.  It  combats  the  allergic  reac- 
tions that  may  occur  in  colds  or  sinusitis. 

Zephiran®  (brand  of  benzalkonium,  as 
chloride,  refined)  1 :5000,  antiseptic 
preservative  and  wetting  agent  to 
promote  penetration  and  spread  of 
the  formula. 


Winthrop  Laboratories,  New  York,  N.Y.  10016 
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VElliurn°(diazepam) 
useful 
adjunct 
for  the 
coronary 
patient... 


When  oppressive  feelings  and 
psychic  tensions  are  severe 
and  cooperation  with  the  phy- 
sician poor,  it  may  be  helpful  to 
add  adjunctive  Valium  (diaz- 
epam), 10  mg  or5  mg  t.i.d.,  to 
the  coronary  patient’s  regimen. 
Valium  (diazepam)  helps  to 
promote  the  needed  relaxation 
that  the  patient  requires  to 
make  him  less  preoccupied 
with  his  condition  and  more  in- 
clined to  cooperate  in,  and 
benefit  from,  the  total  thera- 
peutic program.  Valium  (diaz- 
epam) may  be  administered  in 
the  presence  of  secondary 
depressive  symptoms. 

in  the 


convalescing... 

(2  mg  or  5 mg  t.i.d.) 

The  heart  patient  who  leaves 


the  hospital  to  enter  a period  of 
slow  restorative  treatment  is 
often  forced  to  make  emotion- 
ally difficult  adjustments.  The 
resulting  stress  of  this  period 
may  again  cause  psychic  ten- 
sion to  mount  to  potentially 
larmful  levels.  To  augment 
/our  reassurance  and  the  emo- 
tional support  of  his  family,  a 
2 mg  or5  mg  t.i.d.  regimen  of 
y/alium  (diazepam)  can  reduce 
Dsychic  tension  and  thereby 
lelp  the  patient  to  accept 
necessary  restrictions  more 
calmly,  and  to  adjust  to  his  ill- 
ness more  realistically. 


Getting  back  to  work  presents 
additional  stresses  for  the 
cardiac  patient.  There  are 
often  anxiety-producing  fea- 
tures in  the  job  which  can  be 
more  significant  than  the  phys- 
ical or  intellectual  demands  of 
the  work.  Valium  (diazepam), 

2 mg  or  5 mg  t.i.d.,  may  be  a 
useful  adjunct  to  reduce  over- 
reaction to  these  stresses  and 
thus  help  the  patient  to  face  job 
situations  more  calmly  and 


Vclli  U m°(diazepam) 

to  help 


and  for  the  patient  with  tension-induced  sleeplessness, 
remember  the  value  of  an  extra  tablet  at  bedtime 

Before  prescribing,  please  consult  complete  product 
information,  a summary  of  which  follows: 

Indications:  Tension  and  anxiety  states,  moderate  to 
severe  psychoneurotic  states  with  anxiety,  apprehen- 
sion or  agitation  alone  or  with  depressive  symptoms; 
somatic  complaints  which  are  concomitants  of 
emotional  factors;  acute  agitation  due  to  alcohol 
withdrawal;  muscle  spasm  associated  with  cerebral 
palsy  and  athetosis. 

Contraindications:  Infants,  patients  with  history 
of  convulsive  disorders,  glaucoma  or  known 
hypersensitivity  to  drug. 

Warning:  Not  of  value  in  the  treatment  of  psychotic  pa- 
tients, and  should  not  be  employed  in  lieu  of  appropriate 
treatment. 


Precautions:  Limit  dosage  to  smallest  effective  amount 
in  elderly  or  debilitated  patients  (not  more  than 
1 mg,  one  or  two  times  daily  initially)  to  preclude 
ataxia  or  oversedation,  increasing  gradually  as  needed 
or  tolerated.  As  is  true  of  ail  CNS-acting  drugs,  until 
correct  maintenance  dosage  is  established,  advise 
patients  against  possibly  hazardous  procedures 
requiring  complete  mental  alertness  or  physical 
coordination.  Driving  during  therapy  not  recommended. 
In  general,  concurrent  use  with  other  psychotropic 
agents  is  not  recommended.  If  such  combination 
therapy  is  used,  carefully  consider  individual 
pharmacologic  effects  — particularly  with  known 
compounds  which  may  potentiate  action  of  Valium 
(diazepam),  such  as  phenothiazines,  barbiturates, 

MAO  inhibitors  and  other  antidepressants.  Advise 
patients  against  simultaneous  ingestion  of  alcohol  or 
other  CNS  depressants.  Safe  use  in  pregnancy  not 
established.  Employ  usual  precautions  in  treatment 
of  anxiety  states  with  evidence  of  impending  depression; 
suicidal  tendencies  may  be  present  and  protective 
measures  necessary.  Observe  usual  precautions  in  im- 
paired renal  or  hepatic  function.  Periodic  blood  counts 
and  liver  function  tests  advisable  in  long-term  use. 

Cease  therapy  gradually. 


Side  Effects:  Side  effects  (usually  dose-related)  are 
fatigue,  drowsiness  and  ataxia.  Also  reported:  mild 
nausea,  dizziness,  blurred  vision,  diplopia,  headache, 
incontinence,  slurred  speech,  tremor  and  skin  rash; 
paradoxical  reactions  (excitement,  depression,  stim- 
ulation, sleep  disturbances,  acute  hyperexcited  states, 
hallucinations);  changes  in  EEG  patterns  during  and 
after  drug  treatment.  Abrupt  cessation  after  prolonged 
overdosage  may  produce  withdrawal  symptoms 
(convulsions,  tremor,  abdominal  and  muscle  cramps, 
vomiting,  sweating)  similar  to  those  seen  with 
barbiturates,  meprobamate  and  chlordiazepoxide  HCI. 
Dosage  — Adults:  Mild  to  moderate  psychoneurotic  re- 
actions, 2 to  5 mg  b.i.d.  or  t.i.d.;  severe  psychoneurotic 
reactions,  5 to  10  mg  t.i.d.  or  q.i.d.;  alcoholism, 

10  mg  t.i.d.  or  q.i.d.  in  first  24  hours,  then  5 mg  t.i.d. 
or  q.i.d.  as  needed;  muscle  spasm  with  cerebral  palsy 
or  athetosis,  2 to  10  mg  t.i.d.  or  q.i.d. 

Geriatric  patients:  1 or  2 mg/day  initially,  increase 
gradually  as  needed  and  tolerated.  (See  Precautions.) 
Supplied:  Valium®  (diazepam)  Tablets,  2 mg,  5 mg  and 
10  mg;  bottles  of  50  and  500. 

Roche 

LABORATORIES 
Division  of  Hoffmann-La  Roche  Inc. 

Nutlev.  New  Jersey  07110 


“Will  It  stop  the  pain?” 


a solution 
to  peptic  ulcer 
distress 


Division/Pasadena,  Calif. 
ATLAS  CHEMICAL  INDUSTRIES,  INC. 


Effective  neutralization— 

with  the  two  most  widely  prescribed  antacids: 
aluminum  and  magnesium  hydroxides. 

Concomitant  relief  of  G.l.  gas  distress— 

with  the  proven^  defoaming  action  of  simethicone. 

Prolonged  acceptance  confirmed- 

in  87.5%  of  104  patients  after  a total  of  20,459 
documented  days  of  therapy. ^ 

Composition:  Each  Mylanta  chewable  tablet  or  teaspoonful 
(5  ml.)  contains:  magnesium  hydroxide,  200  mg.; 
aluminum  hydroxide,  dried  gel,  200  mg.;  simethicone,  20  mg. 
Dosage:  One  or  two  tablets  (well  chewed  or  allowed 
to  dissolve  in  the  mouth)  or  one  or  two  teaspoonfuls  to  be 
taken  between  meals  and  at  bedtime. 

References:  1.  Hoon,  J.R.:  Arch.  Surg.  93:467  (Sept.)  1966. 

2.  Danhof,  I.E.,  Personal  communication. 


Don’t  let  monilia 

cut  broad-spectrum  therapy  short... 


„ start  with 

Tetrex-F 

tetracycline  phosphate 
complex-nystatin 


Use  of  broad-spectrum  antibiotics  can  cause 
fungal  overgrowth  in  the  alimentary  tract... 
and  give  rise  to  symptoms  so  troublesome 
that  therapy  must  be  prematurely  stopped. 
Tetrex-F  (tetracycline  phosphate  complex- 
nystatin)  helps  you  circumvent  this  problem. 

The  nystatin  can  prevent  overgrowth  of 
monilia;  the  phosphate  complex  delivers  tet- 
racycline to  the  blood  rapidly.  Side  effects 
are  infrequent. 

High-Risk  Patients 

Tetrex-F  (tetracycline  phosphate  complex- 
nystatin)  is  especially  useful  in  patients  most 
susceptible  to  fungal  overgrowth  during  tet- 
racycline therapy:  (1)  the  elderly  or  debili- 
tated, (2)  young  children,  (3)  the  diabetic, 

(4)  those  on  long-term  tetracycline  therapy, 

(5)  those  on  steroid  therapy,  (6)  those  who 
have  had  moniliasis  before,  and  (7)  pregnant 
patients  with  a history  of  monilial  vaginitis. 

When  you  start  with  economical  Tetrex-F 
(tetracycline  phosphate  complex-nystatin), 
you  can  complete  the  full  course  of  broad- 


spectrum  therapy  with  less  chance  of  los- 
ing control  elsewhere.  A good  start  for  a 
healthy  finish. 

PRESCRIBING  INFORMATION.  For  complete  information 
consult  Official  Package  Circular.  Indicaiions:  Infections  of  res- 
piratory, gastrointestinal  and  genitourinary  tracts  and  skin  and 
soft  tissues  due  to  tetracycline-sensitive  organisms,  in  patients 
with  increased  susceptibility  to  monilial  infections.  Contraindi- 
cations: The  drug  is  contraindicated  in  patients  hypersensitive 
to  its  components.  H'arnings:  Photodynamic  reactions  have  been 
produced  by  tetracyclines.  Natural  and  artificial  sunlight  should 
be  avoided  during  therapy.  Stop  treatment  if  skin  discomfort 
occurs.  With  renal  impairment,  systemic  accumulation  and  hep- 
atotoxicity  may  occur.  In  this  situation,  lower  doses  should  be 
used.  Tooth  staining  and  enamel  hypoplasia  may  be  induced 
during  tooth  development  (last  trimester  of  pregnancy,  neonatal 
period  and  childhood).  Precautions:  Bacterial  superinfections 
may  occur.  Infants  may  develop  increased  intracranial  pressure 
with  bulging  fontanels.  In  gonorrheal  therapy,  serologic  tests 
for  syphilis  should  be  conducted  initially  and  monthly  for  3 
months.  Adverse  Reactions:  Glossitis,  stomatitis,  nausea,  diar- 
rhea, flatulence,  proctitis,  vaginitis,  dermatitis,  and  allergic  re- 
actions may  occur.  Usual  Adult  Dosage:  1 capsule  q.i.d.  Con- 
tinue for  10  days  in  Beta-hemolytic  streptococcal  infections. 
Administer  one  hour  before  or  two  hours  after  meals.  Supplied: 
Capsules,  bottles  of  16  and  100.  Each  capsule  contains  tetra- 
cycline phosphate  complex  equivalent  to  250  mg.  tetracycline 
HCl  activity  and  250,000  units  of  nystatin.  For  Oral  Suspension, 
125  mg.  tetracycline  and  125,000  u.  nystatin,  5 ml.,  60  ml.  bottles. 

BRISTOL  LABORATORIES 
Division  of  Bristol-Myers  Company 
Syracuse,  New  York  13201 


BRISTOL 


ORGANIZATION  SECTION 


Topics  of  Vital  Interest  to  Physicians  Planned  by  Authorities 
Scheduled  To  Speak  at  Interim  Meeting  April  17  and  18 


"Title  XIX  in  Kentucky”  and  “Usual  and  Custom- 
ary Fees — or  Who  Says  It’s  Reasonable?”  are  exam- 
ples of  the  stimulating  topics  to  be  discussed  by  guest 
speakers  on  the  program  of  the  1968  KMA  Interim 
Meeting  April  17  and  18  at  the  White  House  Inn, 
Covington. 


Doctor  Land 


Doctor  Wilbur 


George  F.  Brockman,  M.D.,  Greenville,  KMA 
president,  urges  all  Kentucky  physicians  to  plan  now 
to  attend  what  promises  to  be  a very  outstanding 
meeting.  In  addition  to  the  program  of  speakers, 
entitled  “The  Era  of  Partnership,”  there  will  be  a 
meeting  of  the  Board  of  Trustees,  an  Orientation 
Program  for  new  members,  and  a meeting  of  the 
Woman’s  Auxiliary  to  KMA. 

Francis  L.  Land,  M.D.,  Washington,  D.C.,  will  dis- 
cuss Title  XIX,  speaking  with  experience  as  Com- 
missioner of  the  Medical  Services  Administration, 
Social  and  Rehabilitation  Service,  Department  of 
HEW.  Before  joining  the  Department  of  HEW  in 
1966,  Doctor  Land  had  practiced  in  Ft.  Wayne,  Ind. 
for  15  years.  He  is  a graduate  of  the  Indiana  Uni- 
versity School  of  Medicine. 

Usual  and  Customary  Fees  will  be  the  topic  of 
Richard  S.  Wilbur,  M.D.,  San  Francisco,  Calif.,  chair- 
man of  the  California  Blue  Shield  Board.  A 1946 
graduate  of  Stanford  Medical  School,  Doctor  Wilbur 
has  been  a specialist  in  internal  medicine  at  the 
Palo  Alto  Medical  Clinic  since  1952. 

A panel  discussion  of  the  Ohio  Valley  Regional 
Medical  Program  will  highlight  the  opening  session 
of  the  meeting  April  17.  Participants  will  include 
Robert  Q.  Marston,  M.D.,  Bethesda,  Md.,  Louis 
Wozar,  Dayton,  Ohio,  Walter  I.  Hume,  Jr..  M.D., 


Louisville,  and  James  B.  Holloway,  Jr.,  M.D.,  Lexing- 
to.n,  moderator. 

Appearing  on  the  April  18  program  with  Doctor 
Land  and  Doctor  Wilbur  will  be  Blair  J.  Hennings- 
gaard,  M.D.,  Astoria,  Oregon,  chairman  of  the 
AMPAC  Board,  whose  topic  will  be  “Two-Thirds  of 
a Nation,”  and  Philip  R.  Lee,  M.D.,  Washington, 
D.C.,  secretary  for  Medical  Affairs  in  the  Depart- 
ment of  HEW,  who  will  speak  at  the  luncheon  ses- 
sion closing  the  meeting. 

The  complete  program,  released  by  Doctor  Brock- 
man at  press  time,  appears  on  the  opposite  page. 


IMPORTANT  NOTICE 

STATLER  HILTON  HAS  NEW  NAME 

The  name  of  the  motel  where  the  1968  KMA  In- 
terim Meeting  will  be  held  April  17  and  18  has  been 
changed  from  the  Lamplighter-Statler  Hilton  Motor 
Inn  to  the  White  House  Inn,  it  was  announced  at 
press  time.  The  mailing  address  and  telephone  num- 
ber remain  the  same. 

The  White  House  Inn  is  located  at  1939  Dixie, 
Highway,  Covington.  The  phone  number  is  606-331- 
1400. 

When  referring  to  the  map  on  page  282,  which  in- 
dicates how  to  reach  the  site  of  the  meeting,  please 
note  that  the  White  House  Inn  is  shown  as  the 
Lamplighter. 


New  Member  Orientation  Course 
To  Be  Offered  April  17 

The  Sixth  KMA  Orientation  Course  for  new  mem- 
bers of  the  Association  will  be  offered  April  17  just 
prior  to  the  opening  of  the  1968  Interim  Meeting 
at  the  White  House  Inn,  Covington. 

New  members  are  required  to  attend  an  orientation 
program  within  two  years  of  joining  the  Associa- 
tion, in  accordance  with  the  KMA  Bylaws. 

Letters  of  invitation  for  this  course,  which  is  held 
twice  each  year  in  connection  with  the  Interim  and 
Annual  Meetings,  have  been  sent  to  new  members. 
All  physicians,  whether  new  members  or  not,  are 
invited  to  attend  the  session. 
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Doctor  Lee 


Program 

“The  Era  of  Partnership” 

KMA  1968  Interim  Meeting 

April  17  and  18 

White  House  Inn 

(formerly  the  Lamplighter-Statler  Hilton) 

Covington 


WEDNESDAY  EVENING  SESSION 

George  F.  Brockman,  M.D.,  Greenville,  president 
Kentucky  Medical  Association,  presiding 

5:00  p.m.  Registration 

6:30  p.m.  Dinner  —Ballroom 

7:30  p.m.  Call  to  order  —Doctor  Brockman 

7:40  p.m.  Panel  Discussion — “The  Ohio  Valley  Regional  Medical  Program” 

James  B.  Holloway,  Jr.,  M.D.,  Lexington,  Ky.,  Moderator 
Robert  Q.  Marston,  M.D.,  Bethesda,  Md. 

Louis  Wozar,  Dayton,  Ohdo 

Walter  I.  Hume,  Jr.,  M.D.,  Louisville,  Ky. 


THURSDAY  MORNING  SESSION 


8:45  a.m. 
9:15  a.m. 
9:30  a.m. 
10:00  a.m. 


Doctor  Brockman,  presiding 

Berliner  Room 

Registration 

Call  to  order  and  announcements 

"Title  XIX  in  Kentucky”  — Francis  L.  L,and,  M.D.,  Washington,  D.C. 
“Two-thirds  of  a Nation” — Blair  J.  Henningsgaard,  M.D.,  Astoria,  Ore. 


Doctor  Henningsgaard 


10:30  a.m. 
10:45  a.m. 
11:15  a.m. 
12:15  p.m. 


Coffee  Break 

“Usual  and  Customary  Fees — or  Who  Says  It’s  Reasonable?” — Richard  S.  Wilbur,  M.D.,  San  FranciscO,  Calif. 
Question  and  Answer  Session 
Recess  for  Lunch 


LUNCHEON  SESSION 


12:30  p.m. 

Ballroom 

Henry  B.  Asman,  M.D.,  Louisville 
KMA  president-elect,  presiding 

Invocation — Rev.  Clarence  Lassiter,  Clergy  and  Alcoholism  Educator,  Comprehensive  Care  Center,  Covington 
"Medicine  in  1968” — Philip  R.  Lee.,  M.D.,  Washington,  D.C. 

Adjournment 


Mr.  Wozar 


Doctor  Marston 


Doctor  Holloway 


Doctor  Hume 
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HOW  TO  REACH  THE  WHITE  HOUSE  INN 
(shown  as  the  Lamplighter  on  the  map) 


AMA  Plans  117th  Annual  Meeting 
June  16-20  in  San  Francisco 

Four  general  scientific  meetings,  50  medical  motion 
pictures,  a program  of  live  color  telecasting  and  more 
than  250  scientific  exhibits  are  among  the  many  ac- 
tivities planned  during  the  117th  annual  convention 
of  the  American  Medical  Association  June  16-20  in 
San  Francisco. 

Topics  of  the  scientific  meetings  will  include  auto- 
mobile accidents,  health  care  planning,  management 
of  infectious  diseases,  and  treatment  of  advance  malig- 
nant disease.  It  is  expected  that  approximately  600 
scientific  papers  will  be  presented  during  the  five- 
day  session. 

The  scientific  program  will  be  held  in  the  San 
Francisco  Civic  Auditorium,  War  Memorial  Opera 
House  and  nearby  hotels.  The  House  of  Delegates 
will  meet  in  the  Fairmont  Hotel. 

AMA  President  Milford  O.  Rouse,  M.D.,  urges 
all  physicians  to  begin  making  plans  now  to  attend 
this  exciting  and  informative  annual  session. 


MAKE  YOUR  RESERVATIONS  NOW 
FOR  THE  INTERIM  MEETING 

You  ore  urged  by  KMA  President  George  F. 
Brockman,  M.D.,  to  make  room  reservations  as  soon 
as  possible  for  the  Interim  Meeting,  April  17  and 
18  at  the  White  House  Inn  (formerly  the  Lamplighter 
-Statler  Hilton) 

Handy  reservation  cards  were  mailed  with  your 
February  issue  of  The  Communicator.  Or,  you 
may  write  directly  to  the  Inn  at  1939  Dixie  High- 
way, Covington,  if  you  have  misplaced  your  reser- 
vation card.  The  telephone  number  at  the  White 
House  Inn  is  606-331-1400. 

For  directions  to  reach  the  Inn,  see  the  map 
above.  The  Inn  is  shown  as  the  Lamplighter  on  this 
map. 


AMA  Board  Appoints  Dr.  Brockman 
To  Newly  Formed  Committee 

George  F.  Brockman,  M.D.,  Greenville,  KMA 
president,  has  been  appointed  by  the  Board  of  Trust- 
ees of  the  American 
Medical  Association  to 
serve  on  the  newly  es- 
tablished and  highly  im- 
portant AMA  Commit- 
tee on  Planning  and  De- 
velopment. 

The  AMA  House  of 
Delegates  approved  the 
establishment  of  the  new 
group  on  a recommenda- 
tion from  the  Board  of 
Trustees.  Doctor  Brock- 
man was  notified  of  his  appointment  by  F.  J.  L. 
Blasingame,  M.D.,  AMA  executive  vice  president. 

The  purposes  of  the  new  Committee  are  to: 

(a)  Study  and  make  recommendations  concerning 
the  long  range  objectives  of  the  Association  and  the 
resources,  programs,  and  organizational  structure  by 
which  the  Association  attempts  to  reach  them; 

(b)  Serve  as  a focal  point  for  the  planning  activi- 
ties of  the  Association  and  stimulate  and  coordinate 
planning  activities  throughout  the  organization; 

(c)  Study,  or  cause  to  be  studied,  medicine  and 
the  environment  in  which  the  Association  must  func- 
tion and  transmit  the  conclusions  of  these  studies 
in  the  form  of  recommendations  to  the  Board  of 
Trustees  for  distribution  to  appropriate  decision-mak- 
ing centers  throughout  the  Association,  particularly 
the  House  of  Delegates. 


Doctor  Brockman 


Pediatricians  and  Radiologists 
Plan  Annual  Spring  Programs 

David  H.  Baker,  M.D.,  director  of  radiology  at 
Babies  Hospital,  Columbia-Presbyterian  Medical  Cen- 
ter, New  York,  will  be  the  guest  of  the  Kentucky 
Chapters  of  the  American  Academy  of  Pediatrics  and 
the  American  College  of  Radiology  at  their  annual 
spring  meetings  in  April. 

The  Academy  of  Pediatrics  will  meet  April  24  and 
25  at  Park  Mammoth  Resort.  Park  City,  according 
to  Keith  M.  Coverdale,  M.D.,  Bowling  Green,  pro- 
gram chairman.  The  College  of  Radiology’s  meeting 
will  follow  April  26  at  the  Imperial  House,  Lexington, 
according  to  Harold  Q.  Davis,  M.D.,  Louisville,  presi- 
dent of  the  Kentucky  Chapter. 

Doctor  Baker’s  topic  at  both  meetings  will  be 
“Surgical  Emergencies  in  the  Newborn  that  Mimic 
Medical  Respiratory  Disease.”  The  Academy  of 
Pediatrics  will  also  have  as  guest  speaker  William 
Crook,  M.D.,  Jackson,  Tenn.,  author  of  the  book 
“Answering  Parents’  Questions.”  Doctor  Crook  will 
discuss  “Improvement  of  the  Delivery  of  Services 
to  Our  Pediatric  Patients.” 
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Preceding  his  participation  in  the  two  Chapter 
meetings,  Doctor  Baker  will  lecture  at  the  Univer- 
sity of  Kentucky  Medical  Center  during  the  week  of 
April  22. 


Ky.  Ob-Gyn  Society  To  Have 
Annual  Session  April  26 

Four  guest  speakers  will  participate  in  the  program 
of  the  annual  spring  meeting  of  the  Kentucky  Obste- 
trical and  Gynecological 
Society  April  26  and  27 
at  Stouffer’s  Inn,  Louis- 
ville, according  to  Wal- 
ter M.  Wolfe,  M.D.,  sec- 
retary-treasurer of  the 
Society.  The  session’s 
theme  will  be  “Early  Le-  ^ 

sions.” 

Howard  W.  Jones,  Jr., 

M.D.,  associate  professor 
of  obstetrics  and  gyneco- 
logy at  Johns  Hopkins 
School  of  Medicine,  Baltimore,  Md.,  will  discuss 
“The  Current  Status  of  Diagnosis  and  Treatment  of 
Ovarian  Carcinoma”  and  “The  Nature  of  Cancer  as 
Illustrated  in  the  Cervix,  Corpus  and  Ovary.”  Doc- 
tor Jones  graduated  from  the  Johns  Hopkins  School 
of  Medicine  in  1935.  He  is  a member  of  the  Ameri- 
can Association  for  Cancer  Research. 

Guest  speakers  who  will  discuss  other  aspects  of 
early  lesions  are  Richard  Symmonds,  M.D.,  Roches- 
ter, Minn.;  Felix  Rutledge,  M.D.,  Houston,  Texas; 
and  Prof.  John  Stallworthy,  Oxford  University,  Eng- 
land. Laman  A.  Gray,  M.D.,  Louisville,  and  John 
W.  Roddick,  Jr.,  M.D.,  Lexington,  will  each  moder- 
ate a panel  discussion  of  questions  from  the  audience. 


Doctor  Jones 


Ky.  Chapter  ACS  To  Meet  April  4 

The  annual  meeting  of  the  Kentucky  Chapter  of  the 
American  College  of  Surgeons  will  be  April  4,  5 and 
6 at  the  Imperial  House,  Lexington,  according  to 
David  A.  Hull,  M.D.,  secretary-treasurer. 

The  program  for  the  meeting  has  been  planned  by 
the  department  of  surgery  of  the  University  of  Ken- 
tucky College  of  Medicine,  Doctor  Hull  said. 


Reelected  to  AMPAC  Board 

Hoyt  D.  Gardner,  M.D.,  Louisville,  was  reelected 
secretary  and  treasurer  of  the  Board  of  Directors  of 
the  American  Medical  Political  Action  Committee 
(AMPAC)  at  its  last  meeting  in  Chicago. 

Blair  S.  Henningsgaard,  M.D.,  Astoria,  Oregon, 
was  reelected  president  of  AMPAC  at  the  same 
meeting.  Under  the  AMPAC  Bylaws,  no  one  member 
of  the  Board  can  hold  the  same  office  more  than  two 
years. 


One  by  one 
the  family’s  downed 
I Because  the 
G.I.  bug’s  around 

Parepectolin  for  quick  relief  of  acute  diarrhea 
I ...  soothes  colicky  pain  with  paregoric* 

I ...  consolidates  fluid  stools  with  pectin 
! ...  adsorbs  irritants  with  kaolin, 
and  protects  intestinal  mucosa 
Whether  it’s  a 24-hour  “bug”,  a food  problem, 
or  simply  nervousness  and  anxiety,  Parepectolin 
will  bring  the  diarrhea  under  control  until  etiol- 
I ogy  can  be  determined.  In  some  cases,  Parepec- 
tolin may  be  all  the  therapy  necessary. 


Parepectolin 

Each  fluid  ounce  of  creamy  white  suspension  contains; 

*Paregoric  (equivalent)  ( 1.0  dram)  3.7  ml. 

Contains  opium  (14  grain)  15  mg.  per  fluid 
ounce. 

warning : may  be  habit  forming 

Pectin (2%  grains)  162  mg. 

Kaolin  (specially  purifled)  ....  (85  grains)  5.5  Gm. 
(alcohol  0.69%) 

Usual  Adult  Dose:  One  or  two  tablespoonfuls  three 
times  daily. 

Usual  Children’s  Dose;  One  or  two  teaspoonfuls  three 
times  daily. 


WILLIAM  H.  RORER,  INC. 

Fort  Washington,  Pa. 
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Seven  Ky.  Physicians  Appointed 
To  AMA  Councils,  Committees 

William  T.  Rumage,  Jr.,  M.D.,  Louisville,  was 
named  chairman  of  the  Committee  on  Disaster  Med- 
ical Care  to  which  he  was  reappointed  by  the  Board 
of  Trustees  of  the  American  Medical  Association  at 
its  November,  1967  meeting. 

In  all,  the  AMA  Board  appointed  or  reappointed 
seven  Kentucky  physicians  to  various  AMA  councils 
and  committees,  according  to  a list  supplied  to  KMA 
by  Ernest  B.  Howard,  M.D.,  AMA  assistant  execu- 
tive vice  president. 

Each  term  of  service  on  an  AMA  council  or  com- 
mittee is  for  one  year  with  a maximum  tenure  of 
10  consecutive  terms. 

David  B.  Stevens,  M.D.,  Lexington,  was  appointed 
to  the  Committee  on  Quackery  to  replace  retired 
member  Frederick  R.  Scroggin,  M.D.,  Dry  Ridge. 
Reappointments,  in  addition  to  Doctor  Rumage,  in- 
clude Donn  L.  Smith.  M.D.,  Louisville,  Council  on 
Drugs;  William  K.  Keller,  M.D.,  Louisville,  Commit- 
tee on  Medical  Aspects  of  Automotive  Safety;  and 
Nicholas  J.  Pisacano,  M.D.,  Lexington,  Committee 
on  Rehabilitation. 

Reappointments  to  the  Interspecialty  Committee 
include  Robert  W.  Lykins,  M.D.,  Louisville,  repre- 
senting the  American  Society  of  Anesthesiologists, 
and  Carroll  L.  Witten,  M.D.,  Louisville,  alternate, 
representing  the  American  Academy  of  General 
Practice. 

Senior  Day  Programs  To  Feature 
Dr.  Wilbur  and  Dr.  Jarvis 

Dwight  L.  Wilbur,  M.D.,  AMA  president-elect 
from  San  Francisco,  California,  and  Charles  W.  Jar- 
vis, D.D.S.,  a San  Marcos,  Texas  dentist,  will  be  the 
featured  speakers  on  the  two  KMA  Senior  Day  Pro- 
grams for  1968,  according  to  Hoyt  D.  Gardner,  M.D., 
Louisville,  chairman  of  the  KMA  Senior  Day  Com- 
mittee. 

Doctor  Jarvis,  known  as  America’s  Number  One 
Humorist  on  the  banquet  and  convention  circuit,  will 
speak  to  the  University  of  Louisville  senior  medical 
students  at  the  Executive  Inn,  Monday,  March  18.  The 
title  of  his  address  will  be  “One  and  One-Half  Doc- 
tors.” 

Doctor  Wilbur,  who  will  be  installed  as  President 
of  the  American  Medical  Association  in  June  of  this 
year,  will  address  the  University  of  Kentucky  senior 
students  on  “The  Physician  and  Society”  at  the  Im- 
perial House,  Lexington,  Tuesday,  April  9. 

Each  Senior  Day  Program  is  a day-long  session. 
KMA  members  present  carefully  planned  topics  to 
assist  the  medical  students  in  bridging  the  gap  be- 
tween academic  and  the  actual  practice  of  medicine. 
This  marks  the  fifth  annual  program  for  the  Uni- 
versity of  Kentucky  seniors  and  the  fourteenth  for 
those  of  the  University  of  Louisville. 

Doctor  Gardner  emphasized  appreciation  of  his 
committee  members  and  the  official  family  of  KMA 


Doctor  Jarvis 

for  the  cooperation  of  the  two  medical  schools  and 
the  support  of  the  Jefferson  and  Fayette  County  Med- 
ical Societies  in  making  these  programs  possible. 

Arthritis  Foundation,  UL  To  Hold 
Rheumatic  Diseases  Symposium 

The  fourth  annual  Post  Graduate  Symposium  on 
Rheumatic  Diseases  has  been  planned  for  Thursday, 
April  25,  in  the  Rankin  Amphitheater  of  Louisville 
General  Hospital,  according  to  David  H.  Neustadt. 
M.D..  Louisville,  program  chairman. 

The  one-day  conference,  jointly  sponsored  by  the 
Kentucky  Chapter  of  the  Arthritis  Foundation  and  the 
University  of  Louisville  School  of  Medicine,  will  be 
devoted  to  the  systemic  disorders  involving  connective 
tissue,  or  the  so-called  “collagen”  diseases.  Special 
emphasis  will  be  given  to  new  information  and  re- 
cent research. 

International  authorities  scheduled  to  appear  on  the 
program  include  Edmund  L.  Dubois,  M.D.,  and  Carl 
Pearson.  M.D.,  Los  Angeles,  Calif.,  Gregorio  Mintz, 
M.D.,  Mexico  City,  Gerald  Rodnan,  M.D.,  Pittsburgh. 
Pa.,  and  Lawrence  Shulman,  M.D.,  Baltimore,  Md. 
Additional  information  may  be  obtained  from  the 
Symposium  Program  Committee,  Kentucky  Arthritis 
Foundation,  209  Speed  Bldg.,  Louisville. 

Dr.  Howard  Reappointed  by  Gov. 

C.  C.  Howard,  M.D.,  Glasgow,  was  recently  re- 
appointed to  a four-year  term  on  the  state  Tubercu- 
losis Hospital  Commission  by  Gov.  Louie  B.  Nunn. 
New  appointments  to  the  Commission  include  J. 
Sankey  Williams,  M.D.,  Nicholasville,  Buford  Davis. 
M.D.,  Louisville,  and  Delbert  Agle,  Lancaster. 

The  new  appointees  succeed  Boyce  E.  Jones,  M.D., 
London,  Alec  Spencer,  M.D.,  West  Liberty,  and  How- 
ard B.  Hunt,  Louisville. 

Ky.  Surgeons  Become  AAOS  Fellows 

George  E.  Ainsworth,  M.D.,  Madisonville,  and 
Robert  B.  Miller,  M.D.,  Paducah,  were  among  296 
surgeons  to  be  inducted  as  Fellows  of  the  American 
Academy  of  Orthopedic  Surgeons  during  the  group’s 
35th  annual  meeting  in  Chicago  recently,  according 
to  press  reports. 


Doctor  Wilbur 
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RHEUMATIC  DISEASES 

Rankin  Amphitheater  APRIL  25,  1968  Louisville  General  Hospital 


SPONSORED  BY  THE  UNIVERSITY  OF  LOUISVILLE  SCHOOL  OF 
MEDICINE  AND  THE  KENTUCKY  ARTHRITIS  FOUNDATION 

TOPIC:  THE  “COLLAGEN”  DISEASES 


The  aim  of  this  symposium  is  to  present  a comprehensive  and  informative  review 
of  the  systemic  connective  tissue  or  so-called  “collagen”  diseases,  including  systemic 
lupus  erythematosus,  diffuse  scleroderma,  dermatomyositis,  and  related  disorders. 
Emphasis  will  he  given  to  current  knowledge  with  attention  to  clinical  features,  bio- 
chemical alterations  and  recent  progress  and  research.  Modern  trends  in  the  manage- 
ment of  these  difficult  to  handle  disorders  will  be  critically  discussed.  Panel  discus- 
sions featuring  audience  participation  will  conclude  the  morning  and  afternoon 
sessions. 


GUEST  FACULTY: 

EDMUND  L.  DUBOIS,  M.D.:  Associate  Clinical  Professor  of  Medicine,  University  of  Southern  California 
School  of  Medicine;  Director  of  the  “Collagen  Disease”  Clinic,  The  Los  Angeles  County  General  Hospital. 

GREGORIO  MINTZ,  M.D.:  President,  Mexican  Society  of  Rheumatology;  Director  Rheumatic  Diseases, 
Centro  Medico  Nacional  Hospital  General,  Mexico  City.  Associate  Professor  of  Medicine,  Graduate  Di- 
vision, University  of  Mexico. 

C.ARL  M.  PEARSON,  M.D.:  Professor  of  Medicine,  School  of  Medicine,  University  of  California,  Los  Angeles. 

GERALD  P.  RODNAN,  M.D.:  Professor  of  Medicine  and  Chief  of  Section  on  Rheumatic  Diseases,  University 
of  Pittsburgh  School  of  Medicine,  Pittsburgh,  Pa. 

L.UWRENCE  E.  SHULMAN,  M.D.,  Ph.D.:  Professor  of  Medicine,  and  Director,  Connective  Tissue  Division, 
The  Johns  Hopkins  University,  School  of  Medicine;  Physician-in-Charge,  Arthritis  Clinic,  the  Johns 
Hopkins  Hospital,  Baltimore. 


U.  OF  L.  FACULTY: 

Frank  W.  Lehn,  M.D.  David  H.  Neustadt,  M.D.  Donn  L.  Smith,  M.D.  Beverly  T.  Towery,  M.D. 


NO  REGISTRATION  FEE  LUNCHEON  FEE  $3.50 

Approved  for  six  prescribed  hours  by  American  Academy  of  General  Practice 

FOR  FURTHER  INFORMATION  CONTACT  KENTUCKY  ARTHRITIS  FOUNDATION,  209  SPEED  BUILDING,  LOUISVILLE,  KY.  40202 
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How  Much  Do  You  Know  About  the 
Fair  Labor  Standards  Act?* 

A Louisville  physician  partnership  has  been 
charged  with  violation  of  the  federal  minimum  wage 
law,  jurisdiction  being  claimed  because  approximately 
10  percent  of  its  patients  are  from  Indiana  and  are 
billed  by  mail. 

The  law  exempts  employees  of  a “service  estab- 
lishment” (with  certain  exceptions)  if  the  service 
is  recognized  as  retail  “in  the  particular  industry” 
and  more  than  50  percent  of  its  annual  dollar  volume 
of  services  is  derived  from  the  home  state  unless 
it  has  an  annual  dollar  volume  of  more  than  $250,000! 
If  volume  exceeds  $250,000,  there  is  no  exemption. 
(Title  29,  Sec.  203,  213,  U.S.  Code  Anno.) 

Of  course,  if  the  establishment  and  the  particular 
employee  are  not  engaged  in  interstate  commerce,  the 
law  does  not  apply,  but  courts  have  liberally  con- 
strued the  law  to  cover  employees  engaged  directly 
in  the  interstate  aspects  of  their  employer’s  business 
ever  though  they  spend  only  a small  portion  of  their 
total  day  on  such  work. 

Staff  will  watch  this  disturbing  development  and 
let  you  know,  through  the  Journal  or  Communicator, 
if  a decision  adverse  to  the  partnership  is  rendered. 


*This  article  was  prepared  by  the  Association's  gen- 
eral counsel,  Mr.  E.  Gaines  Davis,  at  the  request  of 
the  editors. 

Dr.  Spurling,  Neurosurgeon, 

Dies  in  California  at  73 

R.  Glen  Spurling,  M.D.,  73,  formerly  of  Louis- 
ville, recognized  as  one  of  the  country’s  leading 
neurosurgeons,  died  February  7 in  La  Jolla,  Calif., 
where  he  retired  three  years  ago. 

A 1923  graduate  of  the  Harvard  University  Medi- 
cal School,  Doctor  Spurling,  Kentucky’s  first  neuro- 
logical specialist,  studied  under  Harvey  Cushing, 
M.D.,  known  as  this  country’s  father  of  neurosurgery. 

While  practicing  in  Louisville,  Doctor  Spurling  had 
offices  in  the  Heyburn  Building.  He  was  a member 
of  numerous  medical  associations  including  the  South- 
ern Surgical  Society,  American  Academy  of  Neuro- 
logical Surgery,  American  Neurological  Association 
and  the  Harvey  Cushing  Society. 

Second  Medical  Education  Conf. 
Termed  Highly  Successful 

KMA  President  George  F.  Brockman,  M.D., 
Greenville,  and  the  deans  of  Kentucky’s  two  medical 
schools,  Donn  Smith,  M.D.,  University  of  Louisville, 
and  William  S.  Jordan,  M.D.,  University  of  Kentucky, 
led  a delegation  of  nearly  60  physicians  to  Park 
Mammoth  Resort  for  the  Second  Conference  on 
Medical  Education,  January  26  and  27. 

The  first  conference  was  held  at  Park  Mammoth 
in  January  of  1966.  Andrew  M.  Moore,  M.D.,  Lex- 
ington, conference  chairman,  termed  both  meetings 


highly  successful  and  indicated  that  similar  meetings 
would  be  held  in  the  future. 

Physicians  attending  the  conference  included  both 
KMA  representatives  and  full-time  faculty  members 
of  the  two  universities.  The  conference  was  jointly 
sponsored  by  KMA,  the  University  of  Louisville 
School  of  Medicine  and  the  University  of  Kentucky 
College  of  Medicine. 

Topics  discussed  by  a number  of  speakers  included 
“The  Mechanics  and  Philosophy  of  Basic  Sciences 
Curriculum  in  Teaching  and  Research”  and  “The 
Impact  of  Socio-Economic  Changes  on  Medicine.” 
Walter  I.  Hume,  Jr.,  M.D.,  Louisville,  was  chairman 
of  a group  discussion  session  on  the  Saturday  morn- 
ing program. 

Heart  Association  Grants  Awarded 

The  University  of  Louisville  School  of  Medicine 
and  the  University  of  Kentucky  College  of  Medicine 
have  received  grants  for  heart  research  totaling  $87,- 
781  from  the  Kentucky  Heart  Association  and  the 
Heart  Association  of  Louisville  and  Jefferson  County, 
according  to  a recent  press  report. 

U of  L physicians  sharing  in  the  grants  are  Sheppard 
M.  Walker,  M.D.,  and  Carlos  F.  Gonzalez,  M.D. 
Physicians  at  U of  K receiving  shares  include  Linda 
R.  Walters.  M.D.,  Ernest  P.  McCutcheon,  M.D.,  Leon- 
ard S.  Gettes,  M.D..  Joseph  R.  Logic,  M.D..  Joseph 
R.  Dorchak,  M.D.,  and  Ralph  Shabetai,  M.D. 


TofightTB- 
find  it  first! 


Make  tuberculin  testing  routine 
with  every  physical  examination. 


TUBERCULIN, TINE  TEST 

' (Rosenthal) 

Side  effects  are  possible  but  rare:  vesiculation.  ulceration,  or  necrosis 
at  test  site.  Contraindications:  none,  but  use  with  caution  in  active 
tuberculosis.  Available  in  5’s  and  25's. 
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He’s  had  enough 
excitement 


'C 


for  one  day. 

For  the  patient  who  has  been  through  an  accident,  the  worry  and 
anxiety  following  the  experience  may  actually  heighten  the  per- 
ception of  pain.  This  is  why  there’s  a classic  V4  grain  sedative 
dose  of  phenobarbital  in  Phenaphen  with  Codeine  — fo  take  the 
nervous  “edge”  off,  so  the  rest  of  the  formula  can  control  the 


pain  more  effectively. 


Phenaphen’  with  Codeine 


Phenaphen®  with  Codeine  No.  2,  No.  3,  or  No.  4 contains:  Phenobarbital  ('A  gr.),  16.2  mg. 
(Warning:  may  be  habit  forming);  Aspirin  (2'A  gr.),  162.0  mg.:  Phenacetin  (3  gr.).  194.0  mg.; 
Hyoscyamine  sulfate,  0.031  mg.;  Codeine  Phosphate,  'A  gr.  (No.  2),  ’A  gr.  (No.  3),  or  1 gr. 
(No.  4).  (Warning:  may  be  habit  forming). 

THE  COMPOUND  ANALGESIC  THAT  CALMS  INSTEAD  OF  CAFFEINATES 


Indications:  Phenaphen  with  Codeine  provides  re- 
lief in  severer  grades  of  pain,  on  low  codeine  dos- 
age. with  minimal  possibility  of  side  effects.  Its  use 
frequently  makes  unnecessary  the  use  of  addicting 
narcotics.  Contraindications:  Hypersensitivity  to  any 
of  the  components.  Precautions:  As  with  all  phen- 
acetin-containing  products  excessive  or  prolonged 
use  should  be  avoided.  Side  effects:  Side  effects 
are  uncommon,  although  nausea,  constipation  and 
drowsiness  may  occur.  Dosage:  1 or  2 capsules  at 
2 to  4 hour  intervals,  or  as  directed  by  physician. 
For  further  details  see  product  literature. 


A.  H.  ROBINS  COMPANY  A |J  PlflDIMC 
RICHMOND,  VA  23220  /l''rl'| /LI  D I IM  J 


The  low  back  pain  that  is  most  frequently  seen  in  general  practice 
is  mechanical  in  nature,  i.e.,  postural  back  pain,  joint  dysfunction  and 
acute  back  strain.’^  For  this  type  of  discomfort,  a conservative  regimen 
is  usually  sufficient  to  relieve  aches  and  pains,  and  to  help  keep 
the  patient  functioning.  Components  of  this  basic  program  include: 


Dea  ‘If  the  patient  is  in  the 
pain-spasm-cycle . . . there  is  no  alternative 
or  substitute  for  absolute  bed  rest. . 


^6thocarbam<^^ 


@Heaf  "A  very  valuable 
method  of  applying 
heat  at  home  is  a prolonged 
hot  bath... 


“Boards  should  be  ordered  under 
the  mattress . . . these  boards  act 
by  immobilizing  the  spine. . . 

Indicated  for  relief  of  skeletal  muscle  spasm.  Contraindicated  in 
hypersensitive  patients.  Side  Effects  ( lightheadedness,  dizziness, 
drowsiness,  nausea)  may  occur  rarely,  but  usually  disappear  on  reduced 
dosage.  Hypersensitivity  reactions  develop  infrequently.  See  product 
literature  for  further  details.  Also  available:  Robaxin®  Tablets 
( methocarbamol,  500  mg. ) Robaxin  Injectable  (methocarbamol,!  Gm./lOcc.) 
References:  (1  ).  Godfrey,  C.M.:  Applied  Therap.  8:950,  1966.  (2).  Gottschalk, 
L.A.:  GP  33:91,  1966.  (3).  Rowe,  M.L:  J.  Occup.  Med.  2:21 9,  1960. 

(4).  Cozen,  L.:  South  Dakota  J.  Med.  18:26,  1965.  (5).  Soto-Hall,  R.: 

Med.  Sc.  1 4:23, 1 963.  (6) . Weiss,  M.  and  Weiss,  S.:  J.  Am.  Osteopath.  A. 

62:1 42,  1 962.  (7) . Feuer,  S.G.,  et  a/..-  New  York  J.  Med.  62:1 985,  1 962. 


O Robaxin -750 

(methocarbamol,  750  mg.  capsule- 
shaped tablets)  A well-tolerated* 
skeletal  muscle  relaxant,  methocar- 
bamol helps  relieve  spasm 
". . .without  interfering  with  normal 
tone  and  movement.”^  And  there 
is  little  likelihood  of  sedation.* 


AH'I^OBINS  RICHMOND,  VIRGINIA  23220 


Seventh  and  Tenth  Trustee  Dists. 
Hold  Annual  Sessions  in  Feb. 

KMA  President  George  F.  Brockman,  M.D., 
Greenville,  discussed  trustee  redistricting  and  other 
controversial  topics  as  guest  speaker  for  the  meetings 
of  the  Seventh  and  Tenth  KMA  Trustee  Districts 
in  February. 

Fred  C.  Rainey,  M.D.,  Elizabethtown,  chairman 
of  the  Committee  on  Legislative  Activities  for  State 
Affairs,  shared  the  February  13  program  of  the  Tenth 
District  with  Doctor  Brockman  in  Lexington.  Hoyt 
D.  Gardner,  M.D.,  Louisville,  The  committee’s  chair- 
man for  National  Affairs,  appeared  on  the  program 
with  Doctor  Brockman  at  the  meeting  of  the  Seventh 
District  February  14  in  Shelbyville. 

Both  chairman,  who  have  been  attending  sessions 
of  the  1968  General  Assembly  in  Frankfort,  reported 
on  the  current  action  being  taken  there. 

KMA  Executive  Committee 
Approves  AMA  Report  P 

Paul  Parks,  M.D.,  Bowling  Green,  chairman  of 
the  KMA  Coordinating  Commission  of  Governmental 
Medical  Services,  told  the  KMA  Executive  Commit- 
tee at  its  January  26  meeting  that  his  committee 
strongly  urged  the  approval  of  the  AMA  House  of 
Delegates’  action  on  “Report  P”. 

Doctor  Parks  pointed  out  that  "Report  P”  was 
made  by  the  AMA  Board  of  Trustees  to  the  House 
of  Delegates  and  passed  by  the  House  at  its  Houston 
meeting  in  December.  It  relates  to  the  growth  of 
regional  medical  programs  throughout  the  country. 

It  was  indicated  that  some  activities  are  said  to 
be  only  remotely  related  to  educational  programs 
concerning  heart  disease,  cancer  and  stroke. 

The  Executive  Committee  gave  lengthy  considera- 
tion to  the  recommendation  of  the  committee  chaired 
by  Doctor  Parks  and  unanimously  approved  the  fol- 
lowing report.  In  order  that  the  membership  might 
understand.  The  Journal  was  directed  to  carry  the 
report  in  toto. 

The  American  Medical  Association  recognizes 
the  advantages  that  accrue  to  the  public  and  to  the 
medical  profession  from  the  timely  dissemination 
of  advances  made  in  the  health  care  field. 

The  Heart  Disease,  Cancer,  and  Stroke  Amend- 
ments of  1965  (PL  89-239),  as  finally  passed  by 
the  Congress  and  signed  into  law,  emphasize  con- 
tinuing education  of  physicians  and  authorize  pa- 
tient care  only  insofar  as  it  contributes  to  this 
aspect. 

The  trend  in  some  areas  to  exceed  this  authority 
is  unfortunate  and  should  be  discouraged.  Many 
activities  are  developing  which  are  at  best  only 
remotely  related  to  educational  programs  concern- 
ing heart  disease,  cancer,  and  stroke. 

Attempts  to  impose  standards  on  a national  scale 
in  such  a personal  matter  as  patient  care  are  to 
be  condemned.  The  intangible,  but  necessary  in- 
gredient of  professional  judgment  does  not  lend  it- 


self to  standardization;  yet  any  efforts  to  evaluate 
an  individual’s  service  must  take  it  into  account. 

The  Board  of  Trustees  is  directed  to  take  ap- 
propriate action  to  attempt  effectively  to  arrest 
these  trends  and  to  keep  state  and  local  medical 
societies  informed  of  significant  developments. 

Health  Examination  Survey  Set 
For  3 Ky.  Counties  in  April 

The  Health  Examination  Survey  of  the  U.S.  Public 
Health  Service  will  visit  Bell,  Knox  and  Whitley  Coun- 
ties during  a three-week  period  beginning  April  25 
to  examine  a sample  of  the  teen-aged  population  as 
part  of  a nationwide  health  survey  of  about  8,000 
adolescents.  A similar  survey  was  conducted  in  these 
three  counties  in  1964  when  younger  children  were 
examined. 

The  Survey  is  a program  which  collects  data, 
primarily  on  the  health  aspects  of  growth  and  devel- 
opment. by  means  of  direct  health  examinations  of 
representative  samples  of  the  population,  according 
to  Peter  V.  V.  Hamill,  M.D.,  chief  medical  advisor  of 
the  PHS  Division  of  Health  Examination  Statistics. 

Included  in  the  health  survey  team  will  be  physi- 
cians, a nurse,  a dentist,  two  psychologists  and  PHS 
staff  technicians.  No  referrals  for  diagnosis  will  be 
made,  but  a report  of  relevant  findings  will  be  sent 
to  any  youth’s  physician  or  dentist  upon  the  request 
of  his  parents. 


Explore 
Kentucky  Parks 
and  all  of 
Kentucky 

..great  tor  tamilv  vacations 

I 

I Dept,  of  Public  Information,  Section  PDB 
[ Capitol  Annex  Bldg.,  Frankfort,  Ky.  40601 

I Please  send,  without  obligation,  information  on  I 

I Kentucky's  parks  and  shrines.  | 

I Name  

I Address | 

I City^ .State Zip | 
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when  he  just  can^t  sleep 

Tuinal! 

r 

1 

One-Half  Sodium  Amobarbital  am  J 
One-Half  Sodium  Secobarbitc 
supplied  in  %,  1%,  and  3-grain  Pulvuiei 


Tuinal  helps  wakeful  patients  fall  asleep  fast,  stay 
asleep  all  night. 

Indications:  Tuinal  is  indicated  for  prompt  and  moder- 
ately long-acting  hypnosis.  It  is  not  suitable  for  con- 
tinuous daytime  sedation. 

Contraindications:  Barbiturates  should  not  be  adminis- 
tered to  anyone  with  a history  of  porphyria,  nor  should 
they  be  given  in  the  presence  of  uncontrolled  pain,  be- 
cause excitement  may  result. 

Warning;  May  be  habit-forming. 

Precautions;  Tuinal  should  be  used  cautiously  in  pa- 
tients with  decreased  liver  function,  since  prolongation 
of  effect  may  occur. 

Adverse  Reactions:  Idiosyncrasy,  such  as  excitement, 
hangover,  or  pain,  may  appear.  Hypersensitivity  reac- 


tions occur  in  some  patients,  especially  in  those  with 
asthma,  urticaria,  or  angioneurotic  edema. 

Overdosage:  C.N.S.  depression.  Symptoms — Depression 
of  respiration  and  of  superficial  and  deep  reflexes,  slight 
constriction  of  the  pupils  (in  severe  poisoning,  dilation], 
decreased  urine  formation,  lowered  body  temperature, 
coma.  Treatment — Symptomatic  and  supportive  (gastric 
lavage;  intravenous  fluids;  maintenance  of  blood  pres- 
sure, body  temperature,  and  adequate  respiration).  Di- 
alysis may  speed  removal  of  barbiturates  from  body 
fluids. 


Dosage;  50-200  mg.  (^4-3  grains]  at  bedtime. 

[031767] 


Additional  information  available  to  physicians  upon  request. 
Eli  Lilly  and  Company  • Indianapolis,  Indiana  46206 
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Dr.  Rainey  Discusses  Legislation 
At  Jefferson  Co,  Society  Mtg. 

Approximately  150  physicians  attended  the  Feb- 
ruary 19  meeting  of  the  Jefferson  County  Medical 
Society  in  Louisville  at  which  Fred  C.  Rainey,  M.D.. 
Elizabethtown,  chairman  of  the  KMA  Committee  on 
Legislative  Activities  for  State  Affairs,  discussed  cur- 
rent action  in  the  1968  General  Assembly. 

Doctor  Rainey,  who  was  introduced  by  KMA  Pres- 
ident George  F.  Brockman,  M.D.,  Greenville,  had 
been  scheduled  to  speak  at  the  annual  meeting  of  the 
Fifth  KMA  Trustee  District  in  Louisville  January  15. 

Due  to  inclement  weather,  the  Trustee  District 
meeting  was  cancelled.  Doctor  Brockman  expressed 
appreciation  to  the  Jefferson  County  Medical  So- 
ciety for  inviting  Doctor  Rainey  to  speak  at  the 
meeting. 


Radiologists  Elect  Dr.  Mahaffey 

Charles  K.  Mahaffey,  M.D.,  Danville,  was  named 
president-elect  of  the  Kentucky  Chapter  of  the  Amer- 
ican College  of  Radiology  in  a recently  held  mail 
ballot,  according  to  Ralph  C.  Quillin,  M.D.,  Lexing- 
ton, who  was  re-elected  secretary-treasurer  of  the 
chapter.  Robert  D.  Shepard,  M.D.,  Lexington,  was 
named  alternate  councilor  in  the  same  election. 

Harold  Q.  Davis,  M.D.,  Louisville,  is  currently 
serving  as  president  of  the  Chapter.  Frank  Bechtel, 
M.D.,  Louisville,  is  the  Chapter's  councilor. 


Dr.  Maxwell  Receives  ACR  Degree 

Edward  N.  Maxwell,  M.D.,  Louisville,  was  one  of 
89  radiologists  to  receive  the  fellowship  degree  of 
the  American  College  of  Radiology  February  9 in 
Chicago. 

The  degrees  were  awarded  for  outstanding  contri- 
butions to  medicine,  according  to  a recent  release 
from  the  College.  The  ACR  is  a national  association 
of  physicians  and  physicists  specializing  in  use  of  x- 
rays  in  the  diagnosis  and  treatment  of  disease. 


After  Hours  Medical  Center  Grows 

The  After  Hours  Medical  Center,  a unique  medi- 
cal program  started  16  months  ago  by  the  six  Hen- 
derson physicians  who  continue  to  operate  it,  is  now 
handling  an  average  of  25  patients  a night,  according 
to  a recent  newspaper  report. 

One  physician  is  on  duty  at  the  center  from  7 p.m. 
to  6 a.m.  through  the  week  and  from  10  a.m.  to  6 
a.m.  Sundays  and  holidays.  Availability  is  the  cen- 
ter’s biggest  service,  according  to  John  Logan,  M.D., 
center  chairman,  who  feels  that  this  type  of  medical 
office  will  become  more  widely  used  in  the  future. 
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JOSEPH  H.  KURRE,  SR.,  M.D. 
Owensboro 
1918-1968 

Joseph  H.  Kurre,  Sr.,  M.D.,  50,  an  obstetrician, 
died  January  28  at  his  home  in  Owensboro.  Death 
was  attributed  to  a heart  attack.  Doctor  Kurre  gradu- 
ated from  the  University  of  Louisville  School  of 
Medicine  in  1942  and  had  practiced  in  Owensboro 
since  1947. 


KMA  Committee  Reports 


Committee  On  Cults 

David  B.  Stevens,  M.D.,  Lexington,  Chairman 

American  Legion  Hall,  Frankfort  January  4,  1968 

The  Committee  on  Cults  had  its  initial  meeting  of 
the  1967-68  Associational  Year  on  January  4.  For 
the  benefit  of  the  new  members,  David  B.  Stevens. 
M.D.  chairman,  reviewed  the  history  of  the  Cult 
Committee  and  outlined  its  future  activities  and  plans. 

Committee  On  Legislative  Activities 

Hoyt  D.  Gardner,  M.D.,  Louisville, 

Chairman  for  National  Affairs 

Fred  C.  Rainey,  M.D.,  Elizabethtown, 
Chairman  for  State  Affairs 

American  Legion  Hall,  Frankfort  January  4,  1968 

The  Committee  on  Legislative  Activities  met  on 
January  4 for  the  primary  purpose  of  discussing  legis- 
lation expected  to  be  presented  at  the  1968  Kentucky 
General  Assembly. 

Technical  Advisory  Committee  On  Indigent 
Medical  Care 

(Title  XIX  of  the  Social  Security  Act) 

Carroll  H.  Robie,  Jr.,  M.D.,  Louisville,  Chairman 
KMA  Headquarters  Office  January  18,  1968 

The  Technical  Advisory  Committee  on  Indigent 
Medical  Care  met  on  January  18,  1968.  The  major 
topic  of  discussion  was  the  changes  in  the  1967  Medi- 
caid Law. 

Guests  at  this  meeting  included  staff  members  of 
the  Medical  Assistance  Program  in  Kentucky,  Mr. 
Evan  Ray,  Director;  Mr.  Jim  Rogers,  Senior  Admini- 
strative Assistant;  and  Mr.  Donald  C.  Dixon,  Admini- 
strative Officer. 


Each  tablet  or  capsule  contains 


PHENOBARBITAL 16  mg. 

(Warning:  may  be  habit  forming) 

BENSULFOID®(SecPDR) 65  mg. 

Precaution:  same  as  16  mg.  of  phcnobarbital 


Constructive  Therapy 

A Solfoton  tablet  or  capsule  at  6 hour  intervals 
maintains  sedation  at  the  threshold  of  calmness, 
sustaining  a mental  climate  for  purposeful  living. 
Literature  and  clinical  samples  sent  upon  request. 

FEDER.'VL  LAW  PROHIBITS  DISPENSING 
WITHOUT  PRESCRIPTION 

AVAIL.ABLE  

Solfotou  (yellow,  uncoated  tablets 
100s,  500s,  5000s 

Solfoton  Capsules  (yellow  and  brown) 

100s,  500s.  1000s 

Solfoton  S/C  (sugar-coated  beige  tablets) 

100s,  500s,  4000s 


WM.  P.  POYTHRE.SS  & CO.,  INC. 
RICHMOND,  VIRGINIA  23217 
Manu/acturers  of  ethical  pharmaceuticals  since  1856 
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DOCTOR- 

You  are  "Spedal” 


AT 


GENERAL 

LEASING 


Because  doctors  have  the  highest 
credit  rating,  take  better  care  of 
their  cars,  and  are  our  best  custo- 
mers we  extend  to  you 

* SPECIAL  RATES 

★ SPECIAL  TERMS 


LEASING 

LEASING 

ANY  MAKE 

MEDICAL  OR 

OR  MODEL 

SURGICAL 

NEW  '68  CAR 

EQUIPMENT 

Leasing  is  often  better  than 
owning  a car.  You  have  no 
capital  investment  and  certain 
tax  advantages.  But  the  main 
thing  is  you  always  have  a 
dependable  car  at  your  com- 
mand— a brand  new  car  every 
two  years,  or  oftener,  it  you 
wish.  See  us  for  particulars  of 
our  special  plan  tor  doctors. 


Young  doctors  just  beginning 
proctice  who  need  complete  of- 
fice furnishings  and  medical  or 
surgical  equipment  will  find  our 
leasing  plan  is  specially  de- 
signed for  them.  Established 
doctors  planning  enlarged  facil- 
ities and  new  equipment  will 
also  find  our  leasing  plan  eco 
nomical  and  convenient.  Call  us 
for  details. 


PHONES:  897-1641-895-2451 

General  Leasing  Corporation 

A DIVISION  OF  KOSTER-SWOPE,  INC. 
3712  FRANKFORT  AVENUE, 
LOUISVILLE,  KY.  40207 


New  County  Society  Officers 
For  1968  Reported  to  KMA 

The  following  list  of  officers  and  delegates  of 
county  medical  societies  for  1968  had  been  received 
by  the  KMA  membership  department  as  of  February 
20: 

Clinton 

President:  Earnest  A.  Barnes,  M.D.,  Albany 
Secretary:  Floyd  B.  Hay,  M.D.,  Albany 
Delegate  to  KMA:  Earnest  A.  Barnes,  M.D. 
Alternate:  Floyd  B.  Hay,  M.D. 

Cumberland 

President:  W.  F.  Owsley,  M.D.,  Burkesville 
Secretary:  Joseph  Schickel,  M.D.,  Burkesville 
Treasurer:  Robert  B.  Chambliss,  M.D.,  Burkesville 
Delegate  to  KMA:  Robert  B.  Chambliss,  M.D. 
Alternate:  Joseph  Schickel.  M.D. 

Floyd 

President:  Russell  Hall,  M.D.,  Prestonsburg 
Vice  President:  James  Holbrook,  M.D.,  Prestons- 
burg 

Secretary-Treasurer:  William  B.  Cook,  M.D.,  Pres- 
tonsburg 

Delegate  to  KMA:  Lowell  Martin,  M.D.,  Martin 
Alternate:  James  Holbrook,  M.D. 

Harlan 

President:  Howard  L.  Elliot,  M.D.,  Harlan 
Vice  President:  Earl  L.  Carpenter,  M.D.,  Lynch 
Secretary-Treasurer:  Wilfred  F.  Jones,  Jr.,  M.D., 
Harlan 

Delegates  to  KMA:  Doane  Fischer,  M.D.,  Harlan 
Henry  Evans,  M.D.,  Harlan 
Alternates:  Walter  H.  Stepchuck,  M.D.,  Evarts 
Gilbert  L.  Hamilton,  M.D.,  Harlan 

Knox 

President:  R.  E.  Hayden,  M.D.,  Barbourville 
Vice  President:  T.  R.  Davies.  M.D.,  Barbourville 
Secretary-Treasurer:  Harold  L.  Bushey,  M.D.,  Bar- 
bourville 

Delegate  to  KMA:  Harold  L.  Bushey,  M.D. 

Aternate:  E.  X.  Sommer,  M.D.,  Barbourville 

Leslie 

President:  Mary  L.  Wiss,  M.D.,  Hyden 
Vice  President:  Mary  Pauline  Fox,  M.D.,  Hyden 
Secretary-Treasurer:  Mary  Pauline  Fox,  M.D. 
Delegate  to  KMA:  Mary  Pauline  Fox,  M.D. 

Alternate:  Mary  L.  Wiss,  M.D. 

Montgomery 

President:  Donald  C.  McFadden,  M.D.,  Mt.  Ster- 
ling 

President-Elect:  William  McKenna,  M.D.,  Mt.  Ster- 
ling 

Vice  President:  William  McKenna,  M.D. 

Secretary -Treasurer:  Robert  J.  Salisbury,  M.D.,  Mt. 
Sterling 

Delegate  to  KMA:  Robert  J.  Salisbury,  M.D. 
Alternate:  Donald  C.  McFadden,  M.D. 

(Continued  on  pa/>e  298) 
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VISIT  A 19th  CENTURY 
ONE  MAN  CLINIC 


and  the  panorama  of  American  History  at 
Henry  Ford  Museum  and  Greenfield  Village. 
See  the  office  of  Dr.  Alonson  Howard  . . 
physician,  surgeon,  dentist,  chemist,  apothe- 
cary . . . the  classical  example  of  the  country 
doctor.  Plan  a family  adventure  today.  Stay 
at  the  Dearborn  Inn,  only  700  yards  from  the 
museum  and  its  unmatched  mechanical  and 
fine  arts  collection.  May  we  send  our  brochure. 

180  thoroughly  modern  guest  rooms  in  the  Inn 
Colonial  Homes.  Motor  House  from  $13  single.  $18 
double.  Two  restaurants,  cocktail  lounge. 


OAKWOOD  BLVD.  DEARBORN.  MICHIGAN  48123  (Area  313)  271-2700 


Boarid  Certified 

INTERNIST-CARDIOLOGIST  NEEDED 

to  establish  private  practice  in  Western 
Kentucky  city.  Ultra  modern  hospital  and 
office  facilities.  Referrals  from  estab- 
lished practitioners.  Financial  and  other 
needed  assistance  readily  available. 

Call  for  further  information: 

(502)  827-3569 
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Chances  are  she’ll  be  fever-free 
in  less  than  48  hours... 


with 

Erythrocin- Sulfas 

ERYTHROMYCIN- 

TRISULFAPYRIMIDINES, 

ABBOTT 

FOR  RAPID  CLINICAL  RESPONSE 

In  a recent  series  of  clinical  studies,  Erythrocin-Sulfas 
was  used  to  treat  516  febrile  cases  of  suspected 
bacterial  infection.  Of  these,  85.5%  were  completely 
afebrile  within  J(,8  hours. 

FOR  WIDE  BACTERIAL  COVERAGE 

Among  the  total  of  661  patients  (febrile 
and  afebrile)  who  could  be  evaluated,  the 
clinical  cure  rate*  was  92.2% 

FOR  OPTIMAL  PATIENT  ACCEPTANCE 

Three  forms  were  used  in  the  studies,  prescribed 
according  to  the  age  and  personal  preferences  of 
individual  patients: 


Erythrocin®  ethyl  succinate -Sulfas  Granules 
erythromycin  ethyl  succinate-trisulfapyrimidines 
for  oral  suspension 

Erythrocin®  ethyl  succinate- Sulfas  Chewable 

erythromycin  ethyl  succinate-trisulfapyrimidines 
chewable  tablets 

Erythrocin®  stearate- Sulfas  Filmtab® 

erythromycin  stearate-trisulfapyrimidines  tablets 


*Clinically  cured  included  patients  with  complete 
symptomatic  relief  and  those  who  had  partial 
symptomatic  relief  within  72  hours  with  subsequent 
clinical  cure.  803445 


Please  see 
Brief  Summary 
on  next  page. 
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(Continued  from  page  294) 


BRIEF  SUMMARY  FOR 

Erythrocin-Sulfas 

Indications  For  mixed  infections  which  are 
more  susceptible  to  the  combination  than  to 
either  agent  alone.  These  may  include  sus- 
ceptible gram-positive  and /or  gram-negative 
mixed  infections.  Not  recommended  in  the 
treatment  of  infections  expected  to  respond 
to  full  therapeutic  doses  of  the  antibiotic  or 
sulfonamide  alone. 

Contraindications  Known  hypersensitivity  to 
erythromycin  or  sulfonamides.  Because  of  the 
possibility  of  kernicterus  with  sulfonamides, 
do  not  use  in  pregnancy  at  term,  in  premature 
or  in  newborn  infants  during  first  week  of  life. 

Warnings  As  with  other  forms  of  sulfonamide 
therapy,  use  only  after  critical  appraisal  in 
patients  with  liver  or  kidney  damage,  urinary 
obstruction,  or  blood  dyscrasias.  Deaths  have 
been  reported  from  hypersensitivity  reactions 
and  blood  dyscrasias  following  use  of  sulfon- 
amides. Perform  blood  counts  and  liver  and 
kidney  function  tests  when  used  inter- 
mittently or  for  long  periods. 

Precautions,  Side  Effects  Use  sulfonamides 
with  caution  in  patients  with  a history  of 
allergy,  including  asthma.  Mild  allergic  reac- 
tions (such  as  urticaria  and  other  skin  rashes) 
may  occur.  Serious  allergic  reactions  have 
been  extremely  infrequent;  if  encountered 
appropriate  countermeasures  (e.g.  epine- 
phrine, steroids,  etc.)  should  be  administered 
and  the  drug  withdrawn.  Assure  adequate 
fluid  intake  to  prevent  crystalluria  and 
institute  alkali  therapy  if  indicated.  In  pro- 
longed therapy,  or  when  high  dosage  is  used, 
maintain  an  alkaline  urine.  If  oliguria  occurs, 
discontinue  therapy.  Occasionally  mild 
abdominal  discomfort,  nausea  or  vomiting 
may  occur  with  erythromycin;  generally 
improved  by  reduction  of  dosage. 

If  overgrowth  of  nonsusceptible  organism 
occurs,  withdraw  the  drug  and  institute 
appropriate  treatment. 

Adverse  Reactions  Sulfonamide  therapy  may 
be  associated  with  headache,  nausea,  vomit- 
ing, diarrhea,  hepatitis,  pancreatitis,  blood 
dyscrasias,  neuropathy,  drug  fever,  skin  rash, 
urticaria,  injection  of  the  conjunc- 
tiva  and  sclera,  petechiae,  purpura,  CUrTi  I 
hematuria  and  crystalluria.  eo3446 


Mercer 

President:  Ellsworth  H.  John,  M.D.,  Harrodsburg 
Vice  President:  John  S.  Baughman  III,  M.D.,  Har- 
rodsburg 

Secretary-Treasurer:  C.  B.  VanArsdall,  Jr.,  M.D., 
Harrodsburg 

Delegate  to  KMA:  Ellsworth  H.  John,  M.D. 
Alternate:  Bacon  R.  Moore  III.  M.D.,  Harrodsburg 

Owsley 

President:  Ray  P.  Seet,  M.D.,  Booneville 
Vice  President:  Caleb  H-Y  Chu,  M.D.,  Booneville 
Secretary -Treasurer:  Mildred  B.  Gabbard,  M.D., 
Booneville 

Delegate  to  KMA:  Mildred  B.  Gabbard,  M.D. 
Alternate:  Ray  P.  Seet,  M.D. 

Pulaski 

President:  W.  O.  Massey,  M.D.,  Burnside 
Vice  President:  O.  J.  Stein,  M.D.,  Somerset 
Secretary-Treasurer:  M.  A.  Shepherd,  M.D.,  Som- 
erset 

Delegates  to  KMA:  Stephen  B.  Kelley,  M.D.,  Som- 
erset 

William  M.  Wyatt,  M.D.,  Somerset 
Alternate:  R.  B.  Jasper,  M.D.,  Somerset 

Shelby-Henry-Oldham 

President:  M.  D.  Klein,  M.D.,  Shelbyville 
President-Elect:  S.  E.  Collins.  M.D.,  Shelbyville 
Vice  President:  H.  F.  Funke,  M.D.,  Crestwood 
Secretary -Treasurer:  R.  B.  Whitaker,  M.D.,  Shelby- 
ville 

Delegate  to  KMA:  W.  P.  McKee,  M.D.,  Shelbyville 
Alternate:  R.  Houston.  M.D.,  Eminence 

Webster 

President:  William  W.  Wainer,  M.D.,  Providence 
Vice  President:  E.  W.  Atherton,  M.D.,  Clay 
Secretary-Treasurer:  P.  M.  Taylor,  M.D.,  Provi- 
dence 

Delegate  to  KMA:  P.  M.  Taylor,  M.D. 

Alternate:  W.  W.  Wainer,  M.D. 

Union 

President:  George  Welker,  M.D.,  Morganfield 
Vice  President:  John  P.  Welborn,  M.D.,  Morgan- 
field 

Secretary-Treasurer:  Wallas  N.  Bell,  M.D.,  Sturgis 
Delegate  to  KMA:  Wallas  N.  Bell,  M.D. 

SPECIAL  ARTICLE 

(Continued  from  page  272) 
in  controversy  is  $100  or  more.  If  the  amount 
in  controversy  is  $1,000  or  more,  the  indivi- 
dual is  entitled  to  court  review  of  the  claim  if  he 
is  dissatisfied  with  the  hearing. 

(The  Kentucky  Medical  Association’s  Advisory  Com- 
mittee on  Title  XV /II,  realizing  that  situations  will 
develop  where  there  is  disagreement  between  medical 
staffs  of  the  provider  and  intermediary,  will  recom- 
mend to  the  KMA  Board  of  Trustees  that  a commit- 
tee be  established  to  review  such  cases  and  make 
recommendations. — The  Editors) 
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OPTICAL  ILLUSION? 


Height  and  width  of  this  hat  are 
equai,  but  the  unbroken  height 
of  the  crown  appears  greater 
than  the  interrupted  width  of 
the  brim.  Don’t  play  games  with 
your  eyes.  Some  glasses  are 
poorly  crafted.  Rely  on  Southern 
Optical  accuracy. 


Charge  accounts^ 
invited 


SOUmiN  OMICAl  1106 . 640  S 4tli^ 

between  IrenOwnr  6 Cbestnnt) 
MC6ICAI  AtTS  ILD6..  Initiri  farbway 
$f.  bunHEWS.  Wailaee  Ceattr 
IKOICAL  TOWEIS  ILOO-.FlayO  4 6ray^ 
CONTACT  IENSE6. 640  S.  4tb 


Louisville 


Bowling  Green 


Apply 

internally. 


Take  a relaxing  break 
for  Coca-Cola.  Couple 
of  times  a day.  Because 
Coke  has  the  taste 
you  never  get  tired  of. 
It’s  always  refreshing. 
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Anesthesiologists  Elect  Officers 

The  Louisville  Society  of  Anesthesiologists  elected 
officers  for  the  coming  year  at  its  regular  monthly 
meeting  January  7 at  Hasenour’s.  The  new  officers 
are  Lolita  S.  Weakly,  M.D.,  president-elect;  Richard 
B.  Salsitz,  M.D.,  president;  and  Dillard  R.  Summay. 
M.D.,  secretary-treasurer. 


NEWS  ITEMS 


Robert  Pfeiler,  M.D.,  a psychiatrist,  is  the  new 
executive  director  of  the  Region  8 MH-MR  Program 
in  Louisville.  A 1956  graduate  of  the  University  of 
Nebraska  Medical  School,  Doctor  Pfeiler  completed 
his  internship  at  William  Beaumont  Army  Hospital, 
Texas,  in  1957  and  his  residency  training  at  the 
Menninger  School  of  Psychiatry,  Topeka,  Kan. 

Richard  W.  Carpenter,  M.D.,  an  internist,  is  as- 
sociated in  practice  with  Warren  H.  Proudfoot,  M.D., 
in  Morehead.  Doctor  Carpenter  graduated  from  Van- 
derbilt University  School  of  Medicine  in  1962  and 
completed  his  internship  and  residency  training  at 
Indiana  University  Medical  Center. 

M.  L.  Rishi,  M.D.,  is  the  new  medical  director  of 
District  One  TB  Hospital  in  Madisonville.  Doctor 
Rishi.  a 1957  graduate  of  King  Edward  Medical  Col- 
lege, Lahore,  was  formerly  assistant  medical  director 
at  District  Five  TB  Hospital  in  London. 


TofightTB- 
find  it  first! 


Make  tuberculin  testing  routine 
with  every  physical  examination. 


TUBERCULIN.TINETEST 


Side  effects  are  possible  but  rare:  vesiculation,  ulceration,  or  necrosis 
at  test  site.  Contraindications:  none,  but  use  with  caution  in  active 
tuberculosis.  Available  in  5's  and  25's. 


330-8/6135 


Gotta  make  a 
pit  stop  to  take 
my  cough  syrup. 


Full  speed  ahead, 
Fred.  These  solid 
Cough  Calmers 
can  control  that 
cough  for  6 to 
8 hours. 


Cough  Calmeis 


Each  Cough  Calmer”^  contams  the  same  active  ingredients 
as  a half-teaspooniul  of  Robitussm-DM®:  Glyceryl  guaiaco- 
late,  50  mg..  Dextromethorphan  hydrobromide.  7.5  mg. 
A H,  Robins  Company,  Richmond,  Virginia  23220 
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When  the  talk  turns  to 
oral  contraceptives,  it  makes 
medical  sense  to  remember 
low-dose  Norinyl-1. 

(norethindrone  Img.  c mestranol  0.05mg.) 


Reduction  of  oral  contraceptive 
dosage  to  the  lowest  effective  levels  is 
a well-accepted  principle  of  conserva- 
tive medical  practice.  In  keeping  with 
this  view,  Norinyl  is  now  also  avail- 
able as  Norinyl-1,  containing  exactly 
one  half  the  previous  dosage  of 
norethindrone  and  mestranol.  Clinical 
experience  has  established  that  effec- 
tive fertility  control  can  be  achieved 
with  the  same  degree  of  reliability 
and  safety  with  new  Norinyl-1  when 
taken  as  directed. 

What  about  switching  patients  from 
higher  dosage  forms? 

In  transferring  patients  to  low-dose 
Norinyl-1  from  higher-dosage  oral 
contraceptives,  some  breakthrough 
bleeding  may  occur  in  the  early 
cycles.  In  the  majority  of  cases  the 
bleeding  episode  is  mild  and  self- 
limited. The  long-term  advantages  of 
the  lower  dosage  form  should  be 
weighed  against  the  inconvenience  of 
possible  breakthrough  bleeding  in 
the  individual  patient. 


Contraindications:  1.  Patients  with 
thrombophlebitis  or  with  a history  of 
thrombophlebitis  or  pulmonary  embo- 
lism. 2.  Liver  dysfunction  or  disease. 

3.  Patients  with  known  or  suspected 
carcinoma  of  the  breast  or  genital  or- 
gans. 4.  Undiagnosed  vaginal  bleeding. 
Warnings:  1.  Discontinue  medica- 
tion pending  examination  if  there  is 
sudden  partial  or  complete  loss  of 
vision  or  if  there  is  a sudden  onset 
of  proptosis,  diplopia  or  migraine. 

If  examination  reveals  papilledema 
or  retinal  vascular  lesions,  medica- 
tion should  be  withdrawn.  2.  Since 
the  safety  of  NORINYL-1  (norethin- 
drone 1 mg.  with  mestranol  0.05 
mg.)  in  pregnancy  has  not  been 
demonstrated,  it  is  recommended 
that  for  any  patient  who  has  missed 
two  consecutive  periods,  pregnancy 
should  be  ruled  out  before  con- 
tinuing the  contraceptive  regimen. 

If  the  patient  has  not  adhered  to  the 
prescribed  schedule,  the  possibility 
of  pregnancy  should  be  considered  at 
the  time  of  the  first  missed  period. 

3.  Detectable  amounts  of  the  active 
ingredients  in  oral  contraceptives 
have  been  identified  in  the  milk  of 
mothers  receiving  these  drugs.  The 
significance  of  this  dose  to  the 
infant  has  not  been  determined. 
Precautions:  1.  The  pretreatment 
physical  examination  should  include 
special  reference  to  breast  and  pelvic 
organs,  as  well  as  a Papanicolaou 
smear.  2.  Endocrine  and  possibly 
liver  function  tests  may  be  affected 
by  treatment  with  NORINYL-1. 
Therefore,  if  such  tests  are  abnormal 
in  a patient  taking  NORlNYL-1  it  is 
recommended  that  they  be  repeated 
after  the  drug  has  been  withdrawn 
for  two  months.  3.  Under  the  in- 
fluence of  estrogen-progestogen 
preparations,  preexisting  uterine 
fibromyomata  may  increase  in  size. 

4.  Because  these  agents  may  cause 
some  degree  of  fluid  retention,  con- 
ditions that  may  be  influenced  by 
this  factor,  such  as  epilepsy, 
migraine,  asthma,  cardiac  or  renal 
dysfunction,  require  careful  observa- 
tion. 5.  NORINYL-1  should  be 

used  with  caution  in  patients  with  a 
history  of  cerebrovascular  accident. 

6.  In  relation  to  breakthrough  bleed- 
ing, and  as  in  all  cases  of  irregular 
bleeding  per  vaginam,  nonfunctional 
causes  should  be  borne  in  mind.  In 
cases  of  undiagnosed  vaginal  bleed- 
ing, adequate  diagnostic  measures 
are  indicated.  7.  Patients  with  a 
history  of  psychic  depression  should 
be  carefully  observed  and  the  drug 
discontinued  if  the  depression  recurs 
to  a serious  degree.  8.  Any  possible 
influence  of  prolonged  NORINYL-1 
therapy  on  pituitary,  ovarian, 
adrenal,  hepatic  or  uterine  function 
awaits  further  study.  9.  A decrease 
in  glucose  tolerance  has  been  ob- 
served in  a small  percentage  of 
patients  on  oral  contraceptives.  The 
mechanism  of  this  decrease  is  ob- 
scure. For  this  reason,  diabetic 
patients  should  be  carefully  observed 
while  receiving  NORINYL-1  therapy. 


10.  Because  of  the  occasional  occur- 
rence of  thrombophlebitis  and 
pulmonary  embolism  in  patients 
taking  oral  contraceptives,  the 
physician  should  be  alert  to  the 
earliest  manifestations  of  the  dis- 
ease. 11.  Because  of  the  effects  of 
estrogens  on  epiphyseal  closure, 
NORINYL-1  should  be  used  judi- 
ciously in  young  patients  in  whom 
bone  growth  is  not  complete.  12.  The 
age  of  the  patient  constitutes  no  j 
absolute  limiting  factor,  although 
treatment  with  NORlNYL-1  may 
mask  the  onset  of  the  climacteric. 

13.  The  pathologist  should  be  ad- 
vised of  NORINYL-1  therapy  when 
relevant  specimens  are  submitted. 

Side  effects  observed  in  patients 
receiving  oral  contraceptives:  The 
following  adverse  reactions  have 
been  observed  in  patients  receiving, 
oral  contraceptives:  nausea,  vomit- ( 
ing,  gastrointestinal  symptoms  (sue! 
as  abdominal  cramps  and  bloating),] 
breakthrough  bleeding,  spotting,  ’ 
change  in  menstrual  flow,  amenor- 
rhea, edema,  chloasma  or  melasma, 
breast  changes  (tenderness,  enlarge- 
ment and  secretion),  change  in  weij 
(increase  or  decrease),  changes  in 
cervical  erosion  and  cervical  secret^ 
suppression  of  lactation  when  give! 
immediately  postpartum,  cholestati 
jaundice,  migraine,  rash  (allergic), 
rise  in  blood  pressure  in  susceptible 
individuals,  mental  depression. 
Although  the  following  side  effects  , 
have  been  reported  in  users  of  oral  - 
contraceptives,  no  cause  and  effect 
relationship  has  been  established: 
anovulation  post-treatment,  | 

premenstrual-like  syndrome,  changf 
in  libido,  changes  in  appetite,  cystitS 
like  syndrome,  headache,  nervousn| 
dizziness,  fatigue,  backache,  ! 

hirsutism,  loss  of  scalp  hair, 
erythema  multiforme,  erythema  nodi 
sum,  hemorrhagic  eruption,  itching 
The  following  occurrences  have  beei 
observed  in  users  of  oral  contracep- 
tives (a  cause  and  effect  relationship 
has  been  neither  established  nor  dq 
proved) : thrombophlebitis,  pulmon^ 
embolism,  neuro-ocular  lesions. 

The  following  laboratory  results 
may  be  altered  by  the  use  of  oral  ' 
contraceptives:  increased  sulfo- 
bromophthalein  and  other  hepatic 
function  tests,  coagulation  tests 
(increase  in  prothrombin.  Factors 
VII,  VIII,  IX  and  X),  thyroid  func- 
tion (increase  in  PBI  and  butanol 
extractable  protein-bound  iodine  an 
decrease  in  T^  values),  metyrapone  ^ 
test,  pregnanediol  determination.  , 


norethindrone  an  original  steroid  from  j 

SYNTEXS 

LABORATORIES  INC. .PALO  ALTO.  CALIF 


Here's  why 

Norinyl-1  makes 
medical  sense. 


The  effectiveness  of  Norinyl-1  as  a 
low-dose  oral  contraceptive  may  be 
explained  by  its  possible  multiple 
action.  In  addition  to  its  primary 
action  of  suppression  of  ovulation, 
Norinyl-1  may  offer  additional  pro- 
tective mechanisms ...  (1)  creation  of 
a cervical  mucus  that  may  be  hostile 
to  sperm  penetration,  and  (2)  devel- 
opment of  an  endometrium  that  may 
be  out  of  phase  with  nidation. 

These  effects  are  illustrated  below. 


Untreated  Patient  ' Norinyl-1  Patient 


Cervical  mucus  at  midcycle  is  usually  thin  and  watery,  with  Cervical  mucus  at  midcycle  is  scanty,  viscous  — with  Spinn- 

Spinnbarkeit  (stretchability)  of  15  to  20  cm.  barkeit  of  1 cm.  or  less. 


Endometrium  of  untreated  patient  is  receptive  to  the  fertil- 
ized ovum  during  secretory  phase. 


Norethindrone  in  Norinyl-1  accelerates  secretory  phase,  sup 
presses  glandular  and  vascular  development. 


(norethindrone  Img.  c mestranol  O.OSmg) 


■ new  low  dose  of  time-proved  ingredients 

■ established  norethindrone/mestranol  ratio 

■ lower  patient  cost 


i 


I 


Night  Leg  Cramps . . . Unwelcome  Bedfellow 
In  Diabetes!  Arthritis^ and  Peripheral  Vascular  Disorders^ 


now...  specific  therapy  for  night  leg  cramps 


QUIIMAMM 


Consistently  effective,  QUINAMM  provided  com- 
plete relief  in  94%  of  200  patients  studied,  many  of 
whom  were  severe  cases  refractory  to  other  medica- 
tion.^ Your  prescription  for  one  tablet  at  bedtime 
often  controls  painful  night  cramps  with  the  initial 
dose  . . . helps  restore  restful  sleep. 

' THE  NATIONAL  DRUG  COMPANY 

I division  of  RICHARDSON  MERRELL  INC 

I PHILADELPHIA.  PENNSYLVANIA  19144 


Prescribing  Information:  Composition:  Each  white,  bev- 
eled, compressed  tablet  contains:  Quinine  Sulfate  260  mg. 
and  Aminophylline  195  mg.  Contraindication:  QUINAMM 
is  contraindicated  in  pregnancy  because  of  its  quinine  con- 
tent. Precautions:  Aminophylline  may  produce  intestinal 
cramps  in  some  instances,  and  quinine  may  produce  symp- 
toms of  cinchonism,  such  as  tinnitus,  dizziness,  and  gastro- 
intestinal disturbance.  Discontinue  use  if  ringing  in  the  ears, 
deafness,  skin  rash,  or  visual  disturbances  occur.  Dosage: 
One  tablet  upon  retiring.  Where  necessary,  dosage  may  be 
increased  to  one  toblet  following  the  evening  meal  end  one 
tablet  upon  retiring.  Supplied:  Bottles  of  100  and  500  tablets. 
References:  1.  Shuman,  C.:  Am.  J.  Med.  Sci.,  225:54,  1953. 
2.  Perchuk,  E.,  et  al.:  Angiology,  12:102,  1961.  3.  Rawls,  W., 
et  al.:  Med.  Times,  87:818,  1959.  6/67  Q-706A 


^^asy  on 

the^^ud^et... 

^^J^asy  on 

the  other 

G^GATablets  Elixir 
^J^'or  ^roh  ^^^J^eficiency  Qy^nemia 


FAMOUS 


BREON  LABORATORIES  INC. 

Subsidiary  of  Sterling  Drug  Inc. 

90  Park  Avenue,  New  York,  N,Y,  10016 


brarrd  of  FERROUS 


HIGHLAND  HOSPITAL 

Asheville,  North  Carolina 

Founded  1904 

A DIVISION  OF  THE  DEPARTMENT  OF  PSYCHIATRY 
OF  DUKE  UNIVERSITY 

Accredited  by  the  Joint  Commission  on  Accreditation  and  Certified  for  Medicare 

Complete  facilities  for  evaluation  of  and  intensive  treatment  of  psychiatric  patients,  in- 
cluding individual  psychotherapy,  group  therapy,  psychodrama,  electro-convulsive 
therapy,  Indoklon  convulsive  therapy,  drugs,  social  sert'ice  work  with  families,  family 
therapy  and  an  extensive  and  well  organized  activities  program,  including  occupational 
therapy,  art  therapy,  athletic  activities  and  games,  recreational  activities  and  outings. 
The  treatment  program  of  each  patient  is  carefully  supervised  in  order  that  the  thera- 
peutic needs  of  each  patient  may  be  realized. 

Complete  modern  facilities  with  85  acres  of  landscaped  and  wooded  grounds  in  the 
City  of  Asheville. 

Brochures  and  information  on  financial  arrangements  available 
Contact:  Mrs.  Elizabeth  Harkins,  ACSW,  Coordinator  of  Admissions 

or 

Charles  W.  Neville,  Jr.,  M.D. 

Assistant  Professor  of  Psychiatry  and  Medical  Director 
Area  Code  704  - 253-2761 
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A Short-Term  Survey 

(Continued  from  page  266) 
only  one  culture  was  studied  from  over  two- 
thirds  of  the  patients,  it  was  impossible  to  eval- 
uate the  possibility  of  primary  drug  resistance. 

Summary 

Over  a one  month  period  274  cultures  of 
mycobacteria  were  obtained  from  188  patients 
in  the  six  Kentucky  state  tuberculosis  hospitals. 
The  majority  of  cultures  (97%)  was  obtained 
from  a sputum  specimen.  M.  Tuberculosis  var. 
hominis  represented  94%  of  the  cultures;  the 
remainder,  6%,  were  atypical  mycobacteria. 

This  study  was  supported  by  the  Kentucky  Tuber- 
culosis and  Respiratory  Disease  Association. 

The  authors  wish  to  thank  the  directors  and  staffs 
of  the  six  Kentucky  State  Tuberculosis  Hospitals  for 
their  cooperation  and  assistance. 
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(Continued  from  page  228) 
phoma  and  other  generalized  malignancies; 
persons  on  steroids,  alkylating  drugs,  anti- 
metabolites and  irradiation;  and  patients  cur- 
rently experiencing  severe  febrile  illness. 3 

Unfortunately,  there  is  no  reliable  data  concern- 
ing central  nervous  system  complications  of  mumps 
illness  and  mortality  related  to  this  disease.  The 
complication  of  most  concern  is  orchitis,  which  may 
develop  in  up  to  20  percent  of  males  acquiring 
mumps  after  puberty.  Sterility,  however,  rarely  if  ever 
occurs.  Little  or  nothing  is  known  about  the  occur- 
ence and  hazards  of  oophoritis  due  to  mumps  in 
females. 

Definitive  recommendations  for  utilization  of 
mumps  live  virus  vaccine  will  not  be  forthcoming 
until  more  is  learned  about  the  epidemiology,  com- 
plications and  sequellae  of  natural  mumps  and  about 
the  duration  of  immunity  induced  by  this  new  vac- 
cine. Meanwhile,  “mumps  immunization  should  not 
be  allowed  to  compromise  the  effectiveness  of  public 
health  programs  of  already  established  importance.”^ 
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How  much  does 

the  anticostive* 
hematinic  cost? 

A • No  more  than 
costive  hematinics 
cost! 


The  anticostive  hematinic  is 

PERITINIC^ 

Hematinic  with  Vitamins  and  Fecal  Softener 


A tablet-a-day  provides: 

# Elemental  Iron  (as  Ferrous  Fumarate) 100  mg 

♦ Dioctyl  Sodium  Sulfosuccinate  (to  counteract 

constipating  effect  of  iron) 100  mg 

Vitamin  Bi 7.5  mg 

Vitamin  Ba 7.5  mg 

Vitamin  Be 7.5  mg 

Vitamin  Bia 50  mcgm 

Vitamin  C 200  mg 

Niacinamide 30  mg 

Folic  Acid 0.05  mg 

Pantothenic  Acid  15  mg 

Bottles  of  60 

* 


anticostive,  adj.  {anti  opposed  to 
+ costive  causing  constipation.) 
Against  constipation.  (Now  isn’t 
that  a good  idea  in  an  iron-contain- 
ing hematinic?  We’ll  send  you 
samples  if  you’ll  send  a request  on 
your  Rx  blank,  addressed  to 
Department  150.) 


LEDERLE  LABORATORIES 


A Division  of  American  Cyanamid  Company 
Pearl  River,  New  York  10965 


490-7—6064 


TTuCdiicuie’ 


♦ EMPHYSEMA 

♦ ASTHMA 

♦ CHRONIC  BRONCHITIS 

♦ BRONCHIECTASIS 


15 


Each  tablet  contains: 

Potassium  Iodide 195  mg. 

Aminophylline 130  mg. 

Phenobarbltal,  Caution:  May  be  habit  forming.  . . 21  mg. 

Ephedrine  HCl 16  mg. 

FEDER.AL  L.WV  PROHIBITS 
DISPENSING  WITHOUT  PRESCRIPTION 


Precautions:  Usual  for  aminophylline-ephedrine- 

phenobarbital.  Iodides  may  cause  nausea,  long  use 
may  cause  goiter.  Discontinue  if  symptoms  of 
iodism  develop. 

Iodide  contraindications:  tuberculosis,  pregnancy. 

DOSAGE 

One  tablet,  with  full  glass  of 
water,  3 or  4 times  daily. 

Dispensed  in  bottles  of  100  and  1000  tablets. 

MUDR.ANE  GG — Formula,  dosage  and  package  identi- 
cal to  Mudrane — except — 100  mg.  glyceryl  guaiacolate 
replaces  the  potassium  iodide.  The  value  of  Mudrane 
cannot  be  enjoyed  by  a small  group  in  which  K.I.  is 
contraindicated.  Mudrane  GG  is  prepared  for  this  group. 


MUDRANE  GG  ELIXIR — Four  5 cc  teaspoonfuls  is 
equivalent  to  one  Mudrane  GG  tablet.  Dosage  adjusted 
1 to  age  and  weight  of  child.  Mudrane  GG  Elixir  is  for 
j pediatric  patients  and  those  who  think  they  cannot  swal- 
I low  tablets.  Dispensed  in  pint  and  half  gallon  bottles. 

\VM.  P.  POYTHRESS  & CO.,  INC. 

RICHMOND,  VIRGINIA  23217 
Manufacturers  of  ethicat  pharmaceuticals  since  1856 
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Indications:  ToUani\  is  recommended 
for  the  treatment  of  depressive  states 
of  diverse  psychopathology. 
Contraindications:  The  concomitant 
use  of  Tofranil  and  monoamine  oxi- 
dase inhibiting  (M.A.O.I.)  compounds 
is  contraindicated.  Hyperpyretic  crises 
or  severe  convulsive  seizures  may 
occur.  Potentiation  of  adverse  effects 
can  be  serious  or  even  fatal.  An  inter- 
val of  at  least  7 days  after  M.A.O.I. 
therapy  has  been  discontinued  should 
be  allowed  before  Tofranil  may  be  sub- 
stituted. Initial  Tofranil  dosage  should 
be  low,  increases  should  be  gradual, 
and  the  patient’s  progress  should  be 
carefully  observed. 

Warning:  Clinical  reports  have  sug- 
gested that  there  may  be  a risk  of 
teratogenesis  associated  with  the  use 
of  this  compound  during  the  first  tri- 
mester of  pregnancy.  Unless,  in  the 
opinion  of  the  prescribing  physician, 
the  potential  benefits  outweigh  the 


possible  risks,  Tofranil  should  not  be 
used  during  the  first  trimester  of 
pregnancy. 

Cardiovascular  complications,  includ- 
ing myocardial  infarction  and  arrhyth- 
mias, have  occasionally  occurred  in 
susceptible  individuals.  Patients  with 
cardiovascular  disease  should  be 
given  the  drug  only  under  careful  ob- 
servation and  in  low  dosage. 
Precautions:  Since  suicide  is  always  a 
possibility  in  severely  depressed  pa- 
tients and  one  which  may  persist  until 
significant  remission  occurs,  such 
patients  should  be  carefully  super- 
vised during  early  treatment  with 
Tofranil.  Some  severely  depressed 
patients  may  also  require  hospitaliza- 
tion and/or  concomitant  electrocon- 
vulsive therapy. 

Because  of  its  anticholinergic  effect, 
caution  should  be  observed  in  pre- 
scribing Tofranil  for  patients  with  in- 
creased intraocular  pressure. 


In  rare  instances,  transient  cardiac 
arrhythmias  have  occurred  in  hypei 
thyroid  patients  and  in  patients  re- 
ceiving thyroid  medication  when 
Tofranil  was  added  to  the  regimen. 
Imipramine  may  block  the  pharma- 
cologic activity  of  guanethidine  anc 
other  related  adrenergic  neuron- 
blocking agents. 

The  drug  is  not  recommended  at  th 
present  time  in  patients  under  12  yf 
of  age. 

Adverse  Reactions:  Dryness  of  the 
mouth,  tachycardia,  constipation,  d 
turbances  of  accommodation,  swee 
ing,  dizziness,  weight  gain,  urinary 
frequency  or  retention,  nausea  and 
vomiting,  peripheral  neuritis,  mild 
parkinson-like  syndrome,  tremors, 
rare  cases  of  falling  in  elderly  pa- 
tients, confusional  states  (with  suet 
symptoms  as  hallucinations  and  dis 
orientation),  activation  of  psychosis 
schizophrenics  and  agitation  (inclu 


f 


When 
a milestone  in  life 
is  marred 
by  depression... 
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g hypomanic  and  manic  episodes) 
nich  may  require  dosage  reduction 
id/or  addition  of  a tranquilizer  or 
mporary  discontinuation  of  the  drug, 
sileptiform  seizures,  orthostatic 
rpotension  and  substantial  blood 
■assure  fall  in  hypertensive  patients, 
jrpura,  transient  jaundice,  bone  mar- 
)w  depression  including  agranulocy- 
isis,  sensitization  and  skin  rash 
icluding  photosensitization,  eosino- 
hilia,  and  mild  withdrawal  symptoms 
|n  sudden  discontinuation  after  pro- 
Jnged  treatment  with  high  doses, 
ccasional  hormonal  effects  (im- 
otence,  decreased  libido,  and  estro- 
'enic  effects)  may  be  observed, 
tropine-like  effects  may  be  more 
jronounced  (e.g.  paralytic  ileus)  in 
usceptible  patients  and  in  those 

I sing  anticholinergic  agents  (includ- 
ig  antiparkinsonism  drugs). 

Outpatient  Adult  Dosage:  Initially, 

5 mg.  daily,  increased,  if  necessary. 


to  150  or  200  mg.  Maintenance  dosage 
may  be  lower,  50  to  150  mg.  daily,  if 
possible. 

Geriatric  and  Adolescent  Dosage: 
Initially,  30  or  40  mg.  daily,  which  may 
be  increased  according  to  response 
and  tolerance.  It  is  usually  unneces- 
sary to  exceed  100  mg.  daily. 

A lag  in  therapeutic  response,  lasting 
from  a few  days  to  a few  weeks, 
should  be  expected.  When  dosage 
recommendations  are  already  being 
followed,  increasing  the  dosage  does 
not  normally  shorten  this  latency 
period  and  may  increase  the  inci- 
dence of  adverse  reactions. 
Availability:  Tofranil:  Round  tablets  of 
25  and  50  mg.;  triangular  tablets  of 
10  mg.  for  geriatric  and  adolescent 
use:  and  ampuls,  each  containing 
25  mg.  in  2 cc.  for  I.M.  administration. 
(B)46-850-C 

For  complete  details,  please  refer  to 
the  full  Prescribing  Information. 


Often  in  the  mind  of  the  lonely,  widowed, 
depression-prone  individual,  she’s  not 
gaining  a daughter. ..she's  losing  a son. 

The  occasion  may  be  marred  by  such 
symptoms  of  depression  as  feelings  of  sad- 
ness, incapacity,  helplessness  and 
hopelessness. 

In  about  3 out  of  4 cases,  Tofranil  relieves 
symptoms  of  primary  depression. 

As  maintenance  therapy  in  primary  de- 
pressive illness,  it  helps  prevent  relapse. 

Although  toxic  reactions  severe  enough  to 
require  discontinuation  of  Tofranil  are  un- 
common, in  patients  with  cardiovascular 
disease,  thyroid  disorders,  increased  intra- 
ocular pressure,  or  in  those  receiving  anti- 
cholinergics (including  antiparkinsonism 
agents),  the  special  precautions  listed  in 
the  Prescribing  Information  should  be 
carefully  observed.  The  use  of  Tofranil 
in  patients  receiving  M.A.O  I ’s  is  contra- 
indicated. 


Tofranir 

Geigy 


imipramine 

hydrochloride 


Geigy  Pharmaceuticals 

Division  of  Geigy  Chemical  Corporation 

Ardsley,  New  York  10502 


SAN  FRANCISCO,  CALIFORNIA- JUNE  16-20, 1968 
AMERICAN  MEDICAL  ASSOCIATION’S  117th  ANNUAL  CONVENTION  • BROOKS  HALL 
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The  excitement  of  San  Francisco's  famous  sites  is  waiting 
for  you.  Chinatown,  the  Golden  Gate  Bridge,  Fisherman’s  Wharf, 
Telegraph  Hill,  will  add  to  five  memorable  and  stimulating  con- 
vention days.  Plan  to  attend  now  and  look  forward  to  an  excel- 
lent convention  in  a city  of  unlimited  charm. 

Continue  your  postgraduate  education  with  a varied  program 
of  • four  General  Scientific  Meetings  on  Auto  Accidents,  Health 
Care  Planning,  Infectious  Diseases,  Treatment  of  Advanced 
Malignant  Disease  • 23  Section  Programs  • Color  Television 
• Medical  Motion  Pictures  • and  over  600  scientific  and  indus- 
trial exhibits.  All  are  designed  to  bring  you  up-to-date  on  what 
is  making  medical  news  today.  You  will  attend  lectures  by  the 
nation's  outstanding  medical  authorities  and  discuss  with  them 
the  significant  advances  in  medicine. 

In  addition  the  AMA  TV  network  will  present  more  than  40 
hours  of  convention  news. 

Reserve  now  for  the  Scientific  Awards  Dinner  in  honor  of 
the  Scientific  Award  Winners — Wednesday,  June  19,  1968. 
Since  space  is  limited,  we  suggest  you  make  your  reservations 
before  June  3,  1968.  Tickets  are  $10.00  each,  payable  in 
advance. 

The  complete  scientific  program,  plus  forms  for  advance 
registration  and  hotel  accommodations,  will  be  featured  in 
JAMA,  May  6,  1968. 
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From  the  First  Family 
of  Tetracycline- 

One  of  the  31  useful  dosage  forms 
in  the  ACHRO  Family 
ACHROSTATIN"  V Capsules 

Tetracycline  HCl  250  mg  /Nystatin  250,000  units 


The  lowest  priced 

tetracycline-nystatin 

combination 


329-8/6094 
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B and  C vitamins  aid  therapy.  Therapeutic  amounts  of  B and  C vitamins  can 
be  important  in  the  management  of  the  alcoholic  patient.  In  alcoholism,  as  in 
many  chronic  illnesses,  STRESSCAPS  vitamins  aid  therapy. 


Each  capsule  contains: 

Vitamin  B,  (as  Thiamine  Mononitrate)  10  mg 

Vitamin  (Riboflavin) 

10  mg 

Vitamin  B,  (Pyridoxine  HC1) 

2 mg 

Vitamin  Crystalline 

4 mcgm 

Vitamin  C (Ascorbic  Acid) 

300  mg 

Niacinamide 

100  mg 

Calcium  Pantothenate 

20  mg 

Recommended  intake:  Adults,  1 capsule 

daily,  for  the  t'-eatment  of  vitamin  deficien- 

cies.  Supplied  in  decorative  “reminder” 

jars  of  30  and  100;  bottles  of  500. 

LEDERLE  LABORATORIES,  A Division  of  American  Cyanamid  Company,  Pearl  River,  New  York  f 

691—6—3942 


the”Librium‘effect” 

(chlordiazepoxide  HCI) 


For  years,  physicians 
have  valued  Librium 
(chlordiazepoxide  HCI) 
Capsules  for  their  reliable 
calming  effect. 


(In  capsules) 


Now,  the  same  dependable 
antianxiety  effect  can  be 
obtained  with  convenient 
tablets— Libritabs 
(chlordiazepoxide). 


(In  Libritabs ) 

(chlordiazepoxide) 


Before  prescribing,  please  consult 
complete  product  information,  a 
summary  of  which  follows: 
Indications;  Indicated  when  anxiety, 
tension  and  apprehension  are  signifi- 
cant components  of  the  clinical 
profile. 

Contraindications;  Patients  with 
known  hypersensitivity  to  the  drug. 
Warnings;  Caution  patients  about 
possible  combined  effects  with  al- 
cohol and  other  CNS  depressants.  As 
with  all  CNS-acting  drugs,  caution 
patients  against  hazardous  occupa- 
tions requiring  complete  mental 
alertness  (e.g.,  operating  machinery, 
driving).  Though  physical  and  psy- 
chological dependence  have  rarely 
been  reported  on  recommended 
doses,  use  caution  in  administering  to 
addiction-prone  individuals  or  those 
who  might  increase  dosage;  with- 
drawal symptoms  (including  convul- 
sions), following  discontinuation  of 
the  drug  and  similar  to  those  seen 
with  barbiturates,  have  been  re- 
ported. Use  of  any  drug  in  pregnancy, 
lactation,  or  in  women  of  childbear- 
ing age  requires  that  its  potential 
benefits  be  weighed  against  its  pos- 
sible hazards. 

Precautions;  In  the  elderly  and  debili- 
tated, and  in  children  over  six,  limit 
to  smallest  effective  dosage  (initially 
10  mg  or  less  per  day)  to  preclude 


ataxia  or  oversedation.  Increasing 
gradually  as  needed  and  tolerated. 

Not  recommended  in  children  under 
six.  Though  generally  not  recom- 
mended, if  combination  therapy  with 
other  psychotropics  seems  indicated, 
carefully  consider  individual  pharma- 
cologic effects,  particularly  in  use  of 
potentiating  drugs  such  as  MAO  in- 
hibitors and  phenothiazines.  Observe 
usual  precautions  in  presence  of 
impaired  renal  or  hepatic  function. 
Paradoxical  reactions  (e.g.,  excite- 
ment, stimulation  and  acute  rage) 
have  been  reported  in  psychiatric 
patients  and  hyperactive  aggressive 
children.  Employ  usual  precautions 
in  treatment  of  anxiety  states  with 
evidence  of  impending  depression; 
suicidal  tendencies  may  be  present 
and  protective  measures  necessary. 
Variable  effects  on  blood  coagulation 
have  been  reported  very  rarely  in 
patients  receiving  the  drug  and  oral 
anticoagulants;  causal  relationship 
has  not  been  established  clinically. 
Adverse  Reactions;  Drowsiness,  ataxia 
and  confusion  may  occur,  especially 
in  the  elderly  and  debilitated.  These 
are  reversible  in  most  instances  by 
proper  dosage  adjustment,  but  are 
also  occasionally  observed  at  the 
lower  dosage  ranges.  In  a few  in- 
stances syncope  has  been  reported. 
Also  encountered  are  isolated  in- 
stances of  skin  eruptions,  edema. 


minor  menstrual  irregularities,  nau- 
sea and  constipation,  extrapyramidal 
symptoms,  increased  and  decreased 
libido— all  infrequent  and  generally 
controlled  with  dosage  reduction; 
changes  in  EEC  patterns  (low-voltage 
fast  activity)  may  appear  during  and 
after  treatment;  blood  dyscrasias  (in- 
cluding agranulocytosis),  jaundice 
and  hepatic  dysfunction  have  been 
reported  occasionally,  making  peri- 
odic blood  counts  and  liver-function 
tests  advisable  during  protracted 
therapy. 

Usual  Daily  Dosage;  Individualize  for 
maximum  beneficial  effects.  Oral— 
Adults:  Mild  and  moderate  anxiety 
and  tension,  5 or  10  mg  t.i.d.  or  q.i.d.; 
severe  states,  20  or  25  mg  t.i.d.  or 
q.i.d.  Geriatric  patients:  5 mg  b.i.d.  to 
q.i.d.  (See  Precautions.) 

Supplied;  Librium®  (chlordiazepoxide 
HCI)  Capsules,  5 mg,  10  mg  and 
25  mg— bottles  of  50.  LibritabsT.^. 
(chlordiazepoxide)  Tablets,  5 mg, 

10  mg  and  25  mg— bottles  of  100. 

With  respect  to  clinical  activity,  cap- 
sules and  tablets  are  indistinguish- 
able. 


Roche 

LABORATORIES 

Division  of  Hoffmann-La  Roche  Inc. 

Nutley.  New  Jersey  07110 
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Richard  D.  Riedel  and  Alien  M.  Lansing),  M.D. 


A Survey  of  Current  Anesthetic 

William  E.  Hopkins,  M.D. 


Inunune  Globulin  G (IgG)  in  Amniotic  Fluid  Irom 
Rhjsoimmunized  Pregnancies  with  Severely  Af* 
fected  Infants:  A Preliminary  Report 


B.  F.  Andrews,  M.D.,  W.  M.  Wolfe,  Jr.,  M.D.,  J.  H.  Hoffman,  M.D., 
and  P.  Kolayil,  B.S. 


Significance  of  Protein  and  Bilirubin-protein  Ratio 
in  Amniotic  Fluid  from  Rh-Isoimmunized  Mothers: 
A Preliminary  Report 

B.  F.  Andrews,  M.D.,  W.  M.  Wolfe,  Jr.,  M.D.,  J.  H.  Hoffman,  M.D., 
ond  P.  P.  Thoffios.  B.S.M^T, 

The  Template  Technique  for  Cleft 

Robert  C.  Kroti,  M.D. 


Dilantin 

(diphenylhydantoin) 

PARKE-DAVIS 


In  untold  thousands  of 
epileptic  patients... 
Dilantin  has  been,  and 
continues  to  he,  the 
bedrock  of  therapy. 


DILANTIN  is  useful  in  the  treatment  of  grand  mal 
epilepsy  and  certain  other  convulsive  states.  Its 
use  will  prevent  or  greatly  reduce  the  incidence 
and  severity  of  convulsive  seizures  in  a substan- 
tial percentage  of  epileptic  patients,  without  the 
hypnotic  and  narcotizing  effects  of  many  anti- 
convulsant drugs. 

PRECAUTIONS:  Periodic  examination  of  the  blood 
is  advisable.  Nystagmus  in  combination  with  diplo- 
pia and  ataxia  indicates  dosage  should  be  re- 
duced. The  possibility  of  toxic  effects  during  ' 

pregnancy  has  not  been  explored.  ADVERSE 
REACTIONS:  Allergic  phenomena  such  as  poly- 
arthropathy, fever,  skin  eruptions,  and  acute  gen- 
eralized morbilliform  eruptions  with  or  without 
fever.  Rarely,  dermatitis  goes  on  to  exfoliation  with 
hepatitis,  and  further  dosage  is  contraindicated. 

Gingival  hypertrophy,  hirsutism,  and  excessive  i 

motor  activity  are  occasionally  encountered.  Dur- 
ing initial  treatment,  side  effects  may  include  gas-  i 

trie  distress,  nausea,  weight  loss,  nervousness,  < 

sleeplessness,  feeling  of  unsteadiness.  Macrocy- 
tosis,  megaloblastic  anemia,  leukopenia,  granulo- 
cytopenia, thrombocytopenia,  pancytopenia, 
agranulocytosis,  and  aplastic  anemia  have  been 
reported.  Nystagmus,  lymphadenopathy,  lupus 
erythematosus,  erythema  multiforme  (Stevens- 
Johnson  syndrome),  and  a syndrome  resembling 
infectious  mononucleosis  with  jaundice  have  occurred. 

DILANTIN  is  supplied  in  several  forms  including  | 

Kapseals®  containing  0.1  Gm.  and  0.03  Gm. 
diphenylhydantoin  sodium. 

Parke,  Davis  & Company,  Detroit,  Michigan  48232 


The  color  combinations  of  the  banded  capsules  are 
Parke-Davis  trademarks.  The  orange-banded  white  capsule 
identifies  Parke-Davis  0.1  Gm.  diphenylhydantoin  sodium; 
the  pink-banded  white  capsule  0.03  Gm.  diphenylhydantoin  sodium. 
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BSP®  DISPOSABLE  UNIT 


HW&D  BRAND  OF  SODIUM  SULFOBROMOPHTHALEIN  INJECTION,  USP 


(50  mg.  per  mi.) 


library  Or  THE 

COLLEGE  CF  riiYo.Cl.V.'lS 

OF  py.''  ^ 
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BROMSULPHALEIN® 


BSP,  one  of  the  more  valuable  single 
laboratory  procedures  for  determining 
hepatic  function,  is  now  packaged  in  a 
complete  individual  patient-unit. 


IN  A COMPLETE, 

STERILE, 

DISPOSABLE, 

& ECONOMICAL 
PATIENT-UNIT. 


Each  BSP  Disposable  Unit  contains  a 
sterile  syringe  with  the  5 mg./ kg.  BSP 
dosage  schedule  imprinted  on  the  barrel, 
a sterile  needle,  alcohol  swab  and  a 7.5  ml. 
or  10  ml.  size  ampule  of  terminally 
sterilized  Bromsulphalein  solution. 

This  all-inclusive  disposable  put-up 
lessens  the  chance  of  cross-infection  and 
saves  time  and  labor—  the  most 
costly  commodities. 


HYNSON,  WESTCOTT  & DUNNING,  INC 


( BSP03> 


BALTIMORE,  MARYLAND  21201 


Volume  66  • April  1968 


Issued  Monthly  Under  the  Direction 
oj  the  Board  of  Trustees 

• EDITOR 

Waller  S.  Coe,  M.D. 

• ASSOCIATE  EDITOR 

Sam  A.  Overstreet,  M.D. 

• ASSISTANT  EDITOR 

Waller  I.  Hume,  Jr.,  M.D. 

• MANAGING  EDITOR 

J.  P.  Sanford  (Deceased) 

• ASST.  MANAGING  EDITOR 

Peggy  Roberts 

• DEPARTMENTAL  EDITORS 

Charles  C.  Smith,  Jr.,  M.D.,  Scientific 
Eugene  H.  Conner,  M.D.,  Book  Reviews 
Oscar  J.  Hayes,  M.D.,  Case  Discussions 
William  W.  Hall,  M.D.,  Insurance 

• BOARD  OF  CONSULTANTS 

ON  SCIENTIFIC  ARTICLES 

Term  Expires  July  1,  1970 
Douglas  L.  Atherton,  M.D. 

Keith  M.  Coverdole,  M.D. 

William  R.  Gray,  M.D. 

Peggy  J.  Howord,  M.D. 

Roy  A.  Marlin,  M.D. 

Charles  R.  Perry,  M.D. 

Dovid  C.  Shipp,  M.D. 

John  H.  Willard,  M.D. 

Term  Expires  July  1,  1969 
Paul  E.  Lett,  M.D. 

David  M.  Orrihood,  M.D. 

Harry  A.  Homiiton,  Jr.,  M.D. 

Leslie  W.  Btakey,  M.D. 

Raymond  J.  Timmerman,  M.D. 

Wiliiam  H.  Gillespie,  M.D. 

J.  J.  Sonne,  M.D. 

John  1.  Creech,  Jr.,  M.D. 

Term  Expires  July  1,  1968 

Robert  P.  Bergner,  M.D. 

John  W.  Greene,  Jr.,  M.D. 

R.  Glenn  Greene,  M.D. 

Mervel  V.  Hones,  M.D. 

Harold  D.  Rosenbaum,  M.D. 

Edward  C.  Shrader,  M.D. 

Sam  D.  Weakley,  M.D. 

Thomas  D.  Yocum,  M.D. 

Published  at  3532  Janet  Avenue, 

Louisville,  Ky.  40205 

Phone  (Area  Code  5021  454-6324 

Subscription  $10.00 — single  copy  1.00 
Second-class  postage  paid  at  Louisville,  Kentui.ky 
Acceptance  for  mailing  at  special  rates  postage 
provided  in  Section  1103.  act  of  Oct.  3,  1917. 
authorized  May  25,  1920 


1 

JOURNAL  KENTUCKYl 

MEDICAL  ASSOCIATION 


SCIENTIFIC  ARTICLES 
Cardiac  Pacemakers 

Richard  D.  Riedel  and  Allan  M.  Lansing,  M.D.  347 

A Survey  of  Current  Anesthetic  Practice  in  Kentucky 

William  E.  Hopkins,  M.D 354 

Immune  Globulin  G (IgG)  in  Amniotic  Fluid  from  Rh- 
Isoimmunized  Pregnancies  with  Severely  Affected 
Infants:  A Preliminary  Report 

B.  F.  Andrews,  M.D.,  W.  M.  Wolfe,  Jr.,  M.D., 

J.  H.  Hoffman,  M.D.,  and  P.  Kalayil,  B.S 357 

Significance  of  Protein  and  Bilirubin-protein  Ratio  in 
Amniotic  Fluid  from  Rh-lsoimmunized  Mothers: 

A Preliminary  Report 

B.  F.  Andrews,  M.D.,  W . M.  Wolfe,  Jr.,  M.D., 

J.  H.  Hoffman,  M.D.,  and  P.  P.  Thomas, 


B.S.M.T 363 

The  Template  Technique  for  Cleft  Lip  Repoir 

Robert  C.  Kratz,  M.D 366 


SPECIAL  ARTICLES 
Remarks  of  the  President 

Milford  O.  Rouse,  M.D 369 


EDITORIALS 

Whether  True  or  False — It  Seems  To  Make  No  Difference 

Sam  A.  Overstreet,  M.D 375 


ORGANIZATION  SECTION 

High  Attendance  Anticipated  at  KMA  Interim  Meeting 378 

Color  TV  and  Scientific  Programs  To  Highlight  AMA  Convention  . . . .378 

Third  KMA  Trustee  District  Plans  April  23  Meeting 378 

Three  KMA  Trustee  Di,tricfs  Schedule  May  Meetings 378 

KAGP  Annual  Assembly  To  Have  Prominent  Guest  Speakers  . . 379 

Eleven-Member  Ky.  Delegation  Attends  AMPAC  Workshop 379 

Ky.  Div.,  American  Cancer  Society  To  Support  Ob-Gyn  Meeting  . . . .38G 

Visiting  Professor  of  Radiology  To  Lecture  at  UK  Med.  Center 380 

Ky.  Surgical  Program  To  Feature  Speaker  from  Yale  University 380 

May  5-11  Proclaimed  by  Governor  As  State  Immunization  Week  . . . .380 

Third  Children's  Diabetes  Camp  Set  August  4-17  in  Lexington 385 

Contribution  to  Scholarship  Fund  Honors  Graduation  Centennial  . . . .385 


REGULAR  FEATURES 

President’s  Page  322  Insurance  Page  . . . . 332 

In  The  Books  326  Maternal  Mortality  Page  . . . .338 

Postgraduate  Opportunities  ..344 


318 


b.i.d. 

The  sensible  schedule 
that  covers  the 
patient  day  and  night 

If  your  objective  in  the  use  of  a broad-spectrum  antibiotic 
is  prolonged  action,  with  high  blood  levels,  then  you  know 
why  b.i.d;  DECLOMYCIN  is  considered  to  be  a 
sensible  dosage  schedule. 

The  maintenance  dosage  of  DECLOMYCIN 
can  be  kept  at  this  convenient  schedule 
because  of  its  unusually  high  effective  blood 
and  tissue  levels. 

The  b.i.d.  dosage  of  DECLOMYCIN  gives  you 
the  comfortable  assurance  that  the  patient 
is  well-covered,  day  and  night. 

In  clinical  practice,  blood  levels  produced  by 
a therapeutic  dose  of  DECLOMYCIN  are 
high,  prolonged,  and  effective;  because  of 
high  serum  binding  and  slow  renal  clearance. 

And  if  there’s  a broader  susceptibility 
pattern  of  organisms,  we’ve  yet  to  see  it. 

There  is  no  need  to  give  higher  daily  dosage 
than  300  mg  b.i.d.,  except  in  venereal  diseases 
and  Eaton  Agent  pneumonia. 


® 


demethylchlortetracycline: 

Prescribing  information  on  next  page. 


b.i.d.  The  sensible 
schedule  that  covers  the 
patient  day  and  night 

DECLOMYCIN  Demethylchlortetracycline  should  be 
equally  or  more  effective  therapeutically  than  other 
tetracyclines  when  the  offending  organisms  are 
tetracycline-sensitive. 

Contraindication:  History  of  hypersensitivity  to 
demethylchlortetracycline. 

Warning— In  renal  impairment,  usual  doses  may  lead 
to  excessive  accumulation  and  liver  toxicity.  Under  such 
conditions,  lower  than  usual  doses  are  indicated,  and,  if 
therapy  is  prolonged,  serum  level  determinations  may  be 
advisable.  A photodynamic  reaction  to  natural  or  artifi- 
cial sunlight  has  been  observed.  Small  amounts  of  drug 
and  short  exposure  may  produce  an  exaggerated  sun- 
burn reaction  which  may  range  from  erythema  to  severe, 
skin  manifestations.  In  a smaller  proportion,  photo- 
allergic  reactions  have  been  reported.  Patients  should 
avoid  direct  exposure  to  sunlight  and  discontinue  drug 
at  the  first  evidence  of  skin  discomfort.  Necessary  subse- 
quent courses  of  treatment  with  tetracyclines  should  be 
carefully  observed. 

Precautions— Overgrowth  of  nonsusceptible  organisms 
may  occure.  Constant  observation  is  essential.  If  new  in- 
fections appear,  appropriate  measures  should  be  taken. 
In  infants,  increased  intracranial  pressure  with  bulging 
fontanels  has  been  observed.  All  signs  and  symptoms 
have  disappeared  rapidly  upon  cessation  of  treatment. 
Side  Effects  — Gastrointestinal  system  — anorexia, 
nausea,  vomiting,  diarrhea,  stomatitis,  glossitis,  entero- 
colitis, pruritus  ani.  Skin— maculopapular  and  erythema- 
tous rashes.  A rare  case  of  exfoliative  dermatitis  has 
been  reported.  Photosensitivity;  onycholysis  and  dis- 
coloration of  the  nails  (rare).  Kidney  — rise  in  BUN, 
apparently  dose  related.  Transient  increase  in  urinary 
output,  sometimes  accompanied  by  thirst  (rare).  Hyper- 
sensitivity reactions  — urticaria,  angioneurotic  edema, 
anaphylaxis.  Teeth—  dental  staining  (yellow-brown)  in 
children  of  mothers  given  this  drug  during  the  latter 
half  of  pregnancy,  and  in  children  given  the  drug  during 
the  neonatal  period,  infancy  and  early  childhood. 
Enamel  hypoplasia  has  been  seen  in  a few  children.  If 
adverse  reaction  or  idiosyncrasy  occurs  discontinue 
medication  and  institute  appropriate  therapy. 
Average  Adult  Daily  Dosage:  150  mg  q.i.d.  or  300 
mg  b.i.d.  Should  be  given  1 hour  before  or  2 hours  after 
meals,  since  absorption  is  impaired  by  the  concomitant 
administration  of  high  calcium  content  drugs,  foods  and 
some  dairy  products.  Treatment  of  streptococcal  infec- 
tions should  continue  for  10  days,  even  though  symp- 
toms have  subsided. 

In  the  treatment  of  syphilis  a dosage  schedule  of  a total  of  12  to  18  Gm, 
piven  in  equally  divided  doses  over  a period  of  10  to  15  days  should  be 
followed.  Close  follow  up  observatitm  of  the  patient  is  recommended, 
including;  appropriate  laboratory  tests,  since  demethylchlortetracycline 
has  not  had  adequate  evaluation  in  all  stapes  of  syphilis.  Spinal  fluid 
examination  should  be  included  as  part  of  this  follow-up. 

Acute  gonococcal  anterior  urethritis  in  males  has  been  treated  effectively 
with  a single  dose  of  600-900  mg.  of  DECLOMYCIN  Demethylchlortetra- 
cyclinc.  Individuals  unable  to  tolerate  large  single  doses  due  to  gastro- 
intestinal side  effects  may  be  treated  with  150  mg.  every  6 hours  for  a 
minimum  of  4 doses  or  300  mg.  every  12  hours  for  a minimum  of  2 doses. 
Females  should  be  treated  with  a dosage  of  150  mg.  every  6 hours  or  300 
mg.  every  12  hours  until  a cure  is  effected. 

Primary  Atypical  Pneumonia  (Eaton  Agent)  : The  average  adult  daily 
dosage  is  900  mg.  in  3 divided  doses  for  six  days. 

LEDERLE  LABORATORIES,  A Division  of 
American  Cyanamid  Company,  Pearl  River,  N.Y. 
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Support  for  Our  Hospitals 


Hospitals  have  a poor  image  with  many  physicians  because  of  the  action  of 
their  national  organization  in  favoring  passage  of  Medicare,  and  their  efforts 
to  control  the  hospital-based  physician.  In  some  medical  circles  there  is  scant 
sympathy  for  the  hospitals  in  their  new  role  as  the  whipping-boy  of  an  Adminis- 
tration concerned  about  “sky-rocketing  costs  of  medical  care”. 

While  the  National  Advisory  Commission  on  Health  Man-Power  found  elements 
of  hospital  costs  that  deserve  study,  it  is  unfair  for  HEW  Secretary  Gardner  to  con- 
demn hospital  management  as  “just  peeping  into  the  Twentieth  Century”.  This  not 
only  demeans  the  trained  professional  hospital  administrators,  but  is  a gratuitous 
insult  to  the  thousands  of  industrialists  and  businessmen  across  the  country  who 
serve  on  the  Boards  of  our  voluntary  hospitals. 

We  need  to  remember  that  we  have  substantially  contributed  to  making  the 
hospitals  the  expensive  operations  that  they  are.  As  individuals,  as  medical  staffs 
and  through  our  collective  Joint  Commission  on  the  Accreditation  of  Hospitals,  we 
have  pointed  the  hospitals  toward  ever  higher  (and  more  expensive)  standards  of 
excellence  in  patient  care. 

We  must  help  the  hospitals  in  this  time  of  difficulty.  We  can  work  with  our  ad- 
ministrator on  the  local  level  to  develop  savings  on  personnel  and  operating  proce- 
dures. We  can  intensify  our  efforts  in  educating  their  personnel,  both  in  organized 
classes  and  by  daily  precept  on  our  rounds.  And  when  the  patient  complains  about 
his  outrageous  hospital  bill,  we  can  remind  him  not  only  of  the  fire-proof  structure, 
the  nursing  care  and  the  expensive  equipment;  we  can  also  remind  him  that  the 
present  Administration,  self-righteously  indignant  at  the  cost  of  health  care,  man- 
aged to  increase  hospital  costs  at  least  $2.00  per  bed  per  day  by  the  enactment  of 
the  latest  minimum-wage  law. 
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DOCTOR . . . 

It^s  Time  for  A Check-Up  i 

Do  You  and  Your  Employees 
Hove  Adequate 
Health  Core  Protection? 

Kentucky  Blue  Shield  and  Blue  Cross  offer  you  and  your  office  em- 
ployees an  opportunity  to  obtain  BROADER  HEALTH  CARE  PROTEC- 
TION   

0 Irrespective  of  health  conditions 
® At  monthly  group  rates 
® Regardless  of  the  number  you  employ 
# In  One  Complete  Package  . . . 

X*  Blue  Shield  SCHEDULES  “C”  or  “D”  for  surgical-medical  services: 

Schedule  “C” — surgical  allowances  up  to  $270. 

Schedule  “D” — surgical  allowances  up  to  $405. 

(These  Blue  Shield  Schedules  also  provide  allowances  for 
In-Hospital  Medical,  X-Ray  and  Anesthesia  Services.) 

2.  Blue  Cross  COMPREHENSIVE  BENEFITS  for  hospital  services: 

With  Semi-Private  Room — PAID  IN  FULL. 

All  other  COVERED  hospital  services  are  PAID  IN  FULL. 

3.  MAJOR  MEDICAL  PLAN 

$100  Deductible 

80%  - 20%  Co-insurance 

$20,000  Maximum 

If  you  are  a physician  practicing  in  Kentucky,  age  64  or  under,  you  and  your  em- 
ployees are  eligible  for  this  Special  Group  Program. 

Persons  65  or  older  may  apply  for  the  Blue  Shield  & Blue  Cross-65  Plan. 

For  more  information,  CONTACT  our  office  nearest  you. 

^ BLUE  CROSr  and  BLUE  SHIELDT 

3101  Bardstown  Road  • Louisville,  Ky.  • Phone  452-1511 
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TABLETS 

Eauagesic 

(ineprobamate  and 
ethoheptazine  citrate  with 
aspirin) 

® 

Contraindications : History  of  sensitivity  or  severe  in- 
tolerance to  aspirin  or  meprobamate. 

Warnings:  USE  IN  PREGNANCY:  Safety  for  use  during 
pregnancy  or  lactation  has  not  been  established;  therefore, 
it  should  be  used  in  pregnant  patients  or  women  of  child- 
bearing age  only  when  the  physician  judges  its  use 
essential  to  the  patient’s  welfare. 

Precautions:  Keep  out  of  reach  of  children.  Not  recom- 
mended for  patients  12  years  old  or  less.  Carefully  supervise 
dose  and  amounts  prescribed,  especially  for  patients  prone 
to  overdose  themselves.  Excessive  prolonged  use  of 
meprobamate  may  result  in  dependence  or  habituation  in 
susceptible  persons— as  alcoholics,  ex-addicts,  severe 
psychoneurotics.  Withdraw  gradually  after  prolonged  high 
dosage  to  avoid  possibly  severe  withdrawal  reactions  in- 
cluding epileptiform  seizures.  Warn  patients  of  possible 
reduced  alcohol  tolerance.  If  drowsiness,  ataxia  or  visual 
disturbances  (impairment  of  accommodation  and  visual 
acuity)  occur,  reduce  dose.  If  symptoms  persist,  caution 
patients  against  operating  machinery  or  driving.  After 
meprobamate  overdose,  prompt  sleep,  reduction  of  blood 
pressure,  pulse  and  respiratory  rates  to  basal  levels,  and 
hyperventilation  are  reported.  Give  cautiously  to  patients 
with  suicidal  tendencies.  Treat  attempted  suicide  (has  re- 
sulted in  coma,  shock,  vasomotor  and  respiratory  collapse 
and  anuria)  with  immediate  gastric  lavage  and  appropriate 
supportive  therapy  (CNS  stimulants  and  pressor  amines 
as  indicated). 

Side  Effects:  Ethoheptazine  and  aspirin  may  occasionally 
cause  nausea,  vomiting,  epigastric  distress,  and  rarely 
dizziness.  Overdosage  may  result  in  CNS  depression 
(drowsiness  and  lightheadedness)  or  CNS  stimulation  and 
salicylate  intoxication  (requires  induced  vomiting  or  gastric 
lavage,  specific  parenteral  electrolyte  therapy  for  keto- 
acidosis and  dehydration,  and  observation  for  hypopro- 
thrombinemic  hemorrhage  [usually  requires  whole  blood 
transfusions]).  Meprobamate  may  cause  drowsiness,  ataxia 
and  rarely  allergic  or  idiosyncratic  reactions.  These  re- 
actions, sometimes  severe,  can  develop  in  patients  receiving 
only  1 to  4 doses  who  have  had  no  previous  contact  with 
meprobamate.  Mild  reactions  are  characterized  by  urti- 
carial or  erythematous  maculopapular  rash.  Acute  non- 
thrombocytopenic purpura  with  petechiae,  ecchymoses, 
peripheral  edema  and  fever  have  been  reported.  If  allergic 
reaction  occurs,  meprobamate  should  be  stopped  and  not 
reinstituted.  Severe  reactions,  observed  very  rarely,  in- 
clude angioneurotic  edema,  bronchial  spasms,  fever,  faint- 
ing spells,  hypotensive  crises  (1  fatal  case),  anaphylaxis, 
stomatitis  and  proctitis  (1  case)  and  hyperthermia.  Treat 
symptomatically  such  as  with  epinephrine,  antihistamine- 
and  possibly  hydrocortisone.  A few  cases  of  leucopenia, 
usually  transient,  have  been  reported  following  continuous 
use.  Rarely,  cases  of  aplastic  anemia  (1  fatal  case),  thrombo- 
cytopenic purpura,  agranulocytosis,  and  hemolytic  anemia 
have  been  reported;  almost  always,  in  the  presence  of 
known  toxic  agents. 

Composition:  150  mg.  meprobamate,  75  mg.  ethohep- 
tazine citrate  and  250  mg.  aspirin  per  tablet. 

Wyeth  Laboratories  Philadelphia,  Pa. 

When  pain  evokes  anxiety  and  tension, 
thereby  heightening  patient  discomfort, 
a simple  analgesic  may  only  touch  on 
part  of  the  problem. 

This  single-prescription,  non-narcotic 
product,  however,  usually  provides 
effective  analgesia  and  helps  put  the 
patient’s  mind  at  ease. 
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PREVENTION  OF  HIGHWAY  INJURY:  Melven  L.  Seller,  M.D., 
et.al.,  eds.;  Published  by  the  Highway  Research  Institute, 
Ann  Arbsr,  Michigan,  1967;  294  Pages;  Price  $6.50. 

This  book  contains  all  the  papers  presented  in  a 
symposium  held  at  the  University  of  Michigan  in 
April,  1967,  and  sponsored  by  the  Medical  School  and 
their  Highway  Safety  Research  Institute.  These  presen- 
tations are  made  by  the  most  prominent  names  in 
Highway  Safety  research  in  the  world  today.  In  ad- 
dition to  such  famous  American  investigators  as  Colo- 
nel John  P.  Stapp,  of  the  Air  Force,  Derwyn  Severy, 
of  U.  C.  L.  A.,  Julian  Waller,  of  the  California  De- 
partment of  Health,  and  William  Haddon,  of  the  Na- 
tional Highway  Safety  Bureau,  there  are  representa- 
tives from  Canada,  Germany,  England  and  Sweden. 

The  papers  are  quite  properly  grouped  to  cover 
various  aspects  of  the  injury,  including  the  alcoholic 
driver,  visual  and  medical  impairment,  and  the  bio- 
mechanics of  injury,  such  as  face,  neck,  spinal, 
thoracic,  and  abdominal  traumata.  There  is  also  a 
collection  of  reports  on  the  so-called  “second  col- 
lision” — that  one  involving  the  impact  of  the  pas- 
senger with  the  inside  of  the  car  after  the  initial 
collision  has  occurred. 

This  work  is  for  the  student  of  automobile  in- 
juries who  wants  to  know  more  about  their  causes 
and  their  prevention.  It  is  also  for  the  concerned 
physician  who  is  not  just  content  to  patch  people 
up  after  injuries,  but  who  really  wants  to  help  prevent 
these  injuries  in  the  first  place. 

There  are  many  more  excuses  for  not  reading  this 
book  than  there  are  reasons  for  reading  it,  but  it  is 
as  modern  as  any  on  this  subject  and  is  heartily  recom- 
mended to  the  concerned  physician. 

William  K.  Keller,  M.D. 

SYMPOSIUM  ON  GLAUCOMA:  Mansour  F.  Armaly,  M D., 
et.  al.,  eds.;  Published  by  the  C.  V.  Mosby  Company,  St. 
Louis,  1967;  306  Pages;  Price  $17.50. 

This  book  records  the  papers  given  and  the  words 
of  a panel  of  ophthalmologists  at  the  fifteenth  an- 
nual session  of  the  New  Orleans  Academy  of  Oph- 
thalmology, which  was  held  February  27  to  March 
4,  1966.  The  subjects  of  history,  pathology,  diagnosis 
and  treatment,  both  medical  and  surgical,  of  glau- 
coma were  considered  and  discussed. 

As  stated  in  the  preface,  “The  panelists  of  this 
symposium  are  all  outstanding  ophthalmologists  or 
ocular  pathologists  who  have  a special  interest  in 
glaucoma.”  This  group  of  lecturers  are  true  authori- 
ties and  have  world  renown  as  the  result  of  their 
pathfinding  work  and  writing. 

The  meeting  recorded  herein  was  one  attended  by 
students  and  specialists  in  the  field  of  ophthalmology; 


and  for  this  reason,  this  book  would  be  of  particular 
interest  and  usefulness  to  those  who  are  specialists 
in  this  field.  The  first  186  pages  cover  eight  chapters 
containing  the  latest  investigative  work  and  the 
latest  attitudes  in  handling  the  variables  of  glaucoma 
treatment.  The  last  100  pages  are  a record  of  round- 
table-panel discussions.  Questions  from  the  attend- 
ing ophthalmologists  pertaining  to  their  most  mystify- 
ing and  unusual  cases  of  glaucoma  were  presented 
to  this  august  panel.  It  was  most  illuminating  to 
learn  of  their  opinions  in  diagnosis  and  treatment,  as 
well  as  to  know  wherein  the  differences  of  opinion 
could  and  do  exist,  even  with  the  “authorities.” 

I feel  that  this  book  would  be  a valuable  adjunct 
to  the  library  of  the  student  and/or  practitioner  of 
ophthalmology. 

Charles  O.  Bruce,  Jr.,  M.D. 


NEUROPSYCHIATRY  IN  WORLD  WAR  II,  Volume  I:  Col. 
Robert  S.  Anderson,  M.D.,  ed.;  Published  by  U.S.  Govern- 
ment Printing  Office,  1967;  826  Pages;  Price  $7.50. 

The  purpose  of  this  book  is  to  record  the  History 
of  Neuro-Psychiatric  Medicine  in  the  World  War  II 
era  as  it  applies  to  the  military  establishment.  The 
primary  concern  of  this  volume  is  with  the  chronology 
of  what  happened  in  the  United  States  during  that 
period  of  time.  The  book  accomplishes  its  purpose. 
It  records  “The  administrative  and  professional  frus- 
trations, failures  and  successes  as  they  occurred  in 
the  Zone  of  Interior”. 

Insofar  as  the  medical  profession  is  concerned  this 
book  should  be  required  reading  for  career  medical  of- 
ficers in  the  Armed  Services.  It  delineates  clearly  the 
bureaucratic  intricacies  of  medicine  in  that  milieu 
and  may  well  serve  as  a guide  to  future  de- 
velopments in  administrative  military  neuropsychia- 
try. 

For  the  practicing  physician  (military  or  civilian) 
its  value  is  somewhat  limited  as  most  of  the  clinical 
information  which  it  records  is  more  readily  avail- 
able in  other  publications.  However,  from  a his- 
torical point  of  view  it  constitutes  a reference  W'ork 
of  great  potential  worth. 

In  terms  of  composition  each  chapter  essentially 
stands  alone  and  thus  some  duplication  in  background 
information  is  unavoidable.  This  does  not  detract 
from  the  surprising  “readability”  of  the  volume. 

The  authors  have  successfully  assembled,  digested 
and  summarized  a vast  body  of  documents,  and 
using  personal  experiences  as  a catalyst  have  assimi- 
lated these  into  a coherent  and  comprehensive  his- 
torical record. 

L.  J.  Klein,  M.D. 
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The  muscle  relaxant 
that  works 

before  you  write  a prescription 

Relieve  painful  skeletal  muscle  spasm  in  your  office 
in  minutes  with  a single  2 cc.  injection  of  NORFLEX. 

Then,  for  sustained  relief,  write  a prescription 
for  NORFLEX  tablets,!  tablet  b.i.d. 

CONTRAINDICATIONS:  Due  to  its  anticholinergic 
action,  NORFLEX  should  not  be  used  in  patients 
with  glaucoma,  pyloric  or  duodenal  obstruction, 
stenosing  peptic  ulcer,  prostatic  hypertrophy  or 
obstruction  at  the  bladder  neck,  cardiospasm 
(megaesophagus)  and  myasthenia  gravis.  Use  with 
caution  in  patients  with  tachycardia.  Do  not  use 
propoxyphene  (Darvon®)  concurrently. 


Norftec" 

(orphenadrine  citrate) 


WARNING:  Transient  lightheadedness  or  dizziness 
following  NORFLEX-INJECTABLE  may  occur. 

SIDE  EFFECTS:  Due  mainly  to  anticholinergic 
action  and  usually  at  high  dosage.  They  may 
include  dryness  of  the  mouth,  tachycardia, 
palpitation,  urinary  hesitancy  or  retention,  blurred 
vision,  dilatation  of  the  pupil,  increased  ocular 
tension,  weakness,  nausea,  vomiting,  headache, 
dizziness,  constipation,  and  drowsiness. 
Infrequently,  mental  confusion  in  the  elderly, 
urticaria  or  other  dermatoses.  Side  effects  are 
usually  eliminated  by  reduction  in  dosage.  Two 
cases  of  aplastic  anemia,  with  no  established 
causal  relationship,  have  been  reported. 

DOSAGE:  INJECTABLE  — Average  adult  dose 
one  ampul,  2 cc.  (60  mg.  orphenadrine  citrate) 

I.M.  or  I.V.  May  be  repeated  every  12  hours. 

Relief  may  be  maintained  with  one 
NORFLEX  tablet  b.i.d.  TABLETS -Two 
tablets  per  day  for  adults,  one  in  the 
morning,  one  in  the  evening.  Each  tablet 
contains  100  mg.  orphenadrine  citrate. 


For  full  information,  see  Package  Insert 
or  P.D.R. 

Riker  Laboratories 
Northridge,  California  91324 
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important^ 


An  invisible 
topicnl  ^3^ 


Structurally  unique 
topical  steroid 
in  propylene  glycol 
vehicle  produces 
rapid  response 
in  many  dermatoses. 

Synalar  Solution  produces 
rapid  antiinflammatory,  anti- 
pruritic action  through  its 
unique  topical  corticosteroid, 
fluocinolone  acetonide.  The 
propylene  glycol  vehicle  pro- 
vides additional  benefits  for 
therapy  at  problem  sites  where 
it  is  difficult  to  achieve  contact 
between  the  lesion  and  medica- 
tion — or  where  creams  or 
ointments  may  make  the  lesions 
worse.  Synalar  Solution  has 
proved  particularly  valuable  in 
the  symptomatic  treatment  of 
seborrheic  dermatitis  of  the 
scalp,  nasolabial  folds,  eyebrows, 


ears,  and  in  flexural  folds  such  eis 
the  axillae,  inframammary, 
umbilical  and  anocrural  areas. 

It  has  also  been  reported 
to  achieve  excellent  results 
in  the  adjunctive  management 
of  atopic  dermatitis,  contact 
dermatitis,  neurodermatitis, 
nummular  eczema,  psoriasis, 
and  sweat  retention  syndromes 
in  these  problem  sites. 


Ideal  for  moist  or 
intertriginous  areas. 

Propylene  glycol  is  strongly 
hygroscopic  and  is  especially 
useful  where  sweat  retention  is 
a problem.  Its  low  surface 
tension  permits  easy  spread- 
ability  in  difficult-to-treat  body 
areas.  A number  of  studies 
have  also  shown  that  propylene 
glycol  has  inherent  anti- 
microbial activity. 


Penetrates 
the  hairy  sites. 


In  many  areas  of  the  body, 
hair  gets  in  the  way  of  treating 
the  underlying  dermatitis. 

The  propylene  glycol  vehicle  of 
Synalar  Solution  permits 
penetration  and  dispersion  at 
sites  where  creams  and  oint- 
ments do  not  readily  penetrate. 
May  be  applied  without 
matting  of  hair. 


Contraindications:  Tuberculous,  fungal, 
and  most  viral  lesions  of  the  skin 
(including  herpes  simplex,  vaccinia,  and 
varicella) . Not  for  ophthalmic  use. 
Contraindicated  in  individuals  with  a 
history  of  hypersensitivity  to  any  of 
the  components. 


(Dsmetically 
aceptable 
Ir  exposed  areas. 

1 e propylene  glycol  vehicle 
a Synalar  Solution  possesses 
a ny  useful  cosmetic  properties. 
C;ar  and  greaseless,  it  is 
a:  sticky  or  messy,  will  not 
»in  clothing  or  skin. 

I;  exposed  areas  of  the  body 
Here  cosmetic  appeal  is 
iiportant,  Synalar  Solution 
iljws  nothing  but  results. 


l;onomical-a  little 
|»es  a long  way. 

B^ause  of  the  properties 
ODropylene  glycol  and  the 
a ligram  potency  of 
f.)cinolone  acetonide,  a small 
^iintity  of  Synalar  Solution 
ts  a long  way.  Also,  the 
scription  price  of  a 20  cc. 

I Stic  squeeze  bottle  of 
dalar  Solution  is  surprisingly 
. Thus,  your  patients  obtain 
jnomy  with  the  proved 
;acy  of  a potent,  truly 
anced  topical  corticosteroid. 


{ 


Precautions:  In  some  patients  with  dry 
lesions,  the  solution  may  increase  dry- 
ness, scaling,  or  itching.  Application  to 
denuded  or  fissured  areas,  such  as 
genital  or  perianal  sites,  may  produce  a 
burning  or  stinging  sensation.  If  this 
persists  and  dermatitis  does  not  improve, 
discontinue  medication.  Although 
propylene  glycol  has  antiseptic  activity, 
there  should  be  careful  initial  evaluation 
and  follow-up  of  infected  sites.  Incom- 
plete response  or  exacerbation  of  lesions 
may  be  due  to  true  infection,  which 
requires  susceptibility  testing  and 
appropriate  therapy.  On  the  other  hand, 
saprophytic  or  low  grade  infections  may 
clear  spontaneously  under  the  influence 
of  Synalar  Solution  alone.  Where  severe 
local  infection  or  systemic  infection 
exists,  the  use  of  systemic  antibiotics 
should  be  considered,  based  on  suscepti- 
bility testing.  While  topical  steroids 
have  not  been  reported  to  have  adverse 
effect  on  pregnancy,  the  safety  of  their 
use  on  pregnant  females  has  not  abso- 
lutely been  established.  Therefore,  they 
should  not  be  used  extensively  on  preg- 
nant patients,  in  large  aunounts,  or  for 
prolonged  periods  of  time. 

Side  Effects:  Side  effects  are  not 
encountered  ordinarily  with  topically 
apphed  corticosteroids.  As  with  all 


drugs,  however,  a few  patients  may 
react  unfavorably  to  Synalar  imder 
certain  conditions. 

Availability:  Synalar  (fluocinolone 
acetonide)  Solution  0.01%  in  a propy- 
lene glycol  vehicle  with  citric  acid  as 
preservative.  20  and  60  cc.  plastic 
squeeze  bottles.  Also  available:  Synalar 
(fluocinolone  acetonide)  Cream  0.025% 
— 5,  15  and  60  Gm.  tubes  and  425  Gm. 
jars.  Cream  0.01%  — 15,  45  and  60  Gm. 
tubes  and  120  Gm.  jars.  Ointment 
0.025%  — 15  and  60  Gm.  tubes. 
Neo-Synalar®  (neomycin  sulfate  0.5% 
[0.35%  neomycin  base] , fluocinolone 
acetonide  0.025%)  Cream  — 5,  15  and 
60  Gm.  tubes. 


fluoctnolonc  •ceiomde—  an  or>9inal  at«ro>4  from 
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THE  INSURANCE  PAGE 


Medicaid  Administration 


The  Congress  in  1965  passed  Public  Law 
89-97  amending  the  Social  Security  Law 
by  adding  Titles  XVIII  and  XIX,  Medi- 
care and  Medicaid.  Administration  of  Title 
XVIII  was  specifically  delegated  to  health 
insurance  carriers  establishing  the  principle  of 
excluding  government  from  the  actual  conduct 
of  this  program. 

Title  XIX,  on  the  other  hand,  provides 
states  and  local  welfare  agencies  matching  aid 
in  funding  their  own  programs  for  the  medi- 
cally indigent.  It  was  described  as  a program 
to  “bring  the  medically  indigent  into  the 
mainstream  of  medical  care.”  It  was  deliberate- 
ly designed  to  permit  the  states  to  implement 
their  programs  in  conformity  with  their  individ- 
ual requirements  and  their  own  established  pat- 
terns of  medical  assistance. 

That  it  was  an  error  to  give  the  states  such 
wide  latitude  without  first  defining  the  ob- 
jectives of  Title  XIX  and  establishing  basic 
principles  and  guidelines  for  its  implementa- 
tion is  now  appallingly  evident. 

Originally  the  storm  center  of  controversy. 
Title  XVIII,  Medicare,  has  created  little  dif- 
ficulty in  actual  practice.  On  the  ether  hand. 
Title  XIX,  Medicaid,  has  been  since  its  in- 
ception, and  still  is,  a problem  to  government, 
physicians,  and  patients  alike.  In  Title  XIX, 
state  and  local  governments  were  given  the 
option  of  self-administration.  Most  states,  in 
their  implementing  laws,  wisely  refrained  from 
exercising  the  option  and  chose  carrier  opera- 
tion. A few,  notably  New  York,  decided  to 
operate  their  own  programs  through  local  wel- 
fare agencies. 

The  confusion  and  disorganization  that  re- 
sulted are  a matter  of  record.  Kentucky’s  pro- 


gram has  been  administered  jointly  by  the 
Department  of  Economic  Security  and  the 
Department  of  Health  and  has  also  proven 
unsatisfactory,  to  say  the  least. 

Title  XIX  programs  administered  by  car- 
riers have,  by  contrast,  showed  smoother  and 
more  efficient  operation.  This  is  to  be  ex- 
pected since  carriers  have  several  important 
capabilities  that  welfare  agencies  lack.  They 
have  two  or  three  decades  of  experience  in 
the  administration  of  reimbursement  programs; 
most  of  them  have  sophisticated  systems  of 
data  processing  which  enable  them  to  operate 
efficiently  and  cheaply.  Finally,  voluntary  in- 
surers have,  over  the  years,  developed  a close 
relationship  with  the  providers  of  services  with 
well  defined  channels  of  information  exchange 
and  negotiation. 

On  the  other  hand,  government  is  a relative 
newcomer  to  this  field  and  has  neither  the 
know-how,  the  facilities,  nor  the  personnel  to 
assume  the  administration  of  a health  care 
program  which  covers  a large  segment  of  our 
population. 

The  logical  course  for  our  state  government 
is  to  transfer  administration  of  the  Medicaid 
program  to  a voluntary  or  commercial  car- 
rier, preferably  Blue  Shield.  In  this  way  it  has 
discharged  its  obligation  by  providing  funds 
and  establishing  mechanisms  to  alleviate  a 
pressing  social  need. 

Beyond  this,  the  wisest  course,  and  the 
one  most  in  keeping  with  our  tradition  of 
private  enterprise,  would  be  for  government 
at  all  levels  to  utilize  the  capabilities  of  the 
insurance  industry  to  the  fullest  before  under- 
taking the  administration  of  health-service  pro- 
grams. 

William  W.  Hall,  M.D. 
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A simplified  approach 
to  the  practice  management 
of  hypertension 


Enduron:  (methyclothiazide)  A basic 
building  block  for  mild  hypertensives 


Once  a day,  every  day 

ENDURON 

lIHyCLOIHIAZIDE 


Excellent  day-long  Na^  output, 
yet  easy  on  the 

Enduron  provides  an  excellent  starting  therapy.  Your  patien' 
sodium  excretion  is  greatly  enhanced.  Yet  potassium  loss  is  lo’ 
The  therapeutic  action  is  smooth,  and  persists  for  a full  24  houi 
With  Enduron  you  can  prescribe  convenient  once-a-day  dosa 
without  skimping  your  patients  on  day-long  thiazide  effectivene: 
Of  course,  as  with  all  thiazides,  supplemental  dietary  potassiu 
should  also  be  considered. 

Use  Enduron  as  a basic  therapy  in  patients  with  mild  to  me 
erate  hypertension.  A single  5-mg.  tablet  each  day  is  ample 
most  cases. 


See  Brief  Summary  on  final  page  of  advertisement 


induronyl:  Its  deserpidine  component 
idds  response  in  moderate  hypertension 


Less  frequent  rauwolfia  side 
effects  than  with  reserpine 

When  you  wish  to  build  further  response,  consider  shifting  to 
Enduronyl. 

Enduronyl  adds  a building  block  of  deserpidine.  This  is  a puri- 
fied rauwolfia  alkaloid  available  only  from  Abbott.  It  adds  good 
antihypertensive  and  tranquilizing  activity.  Yet  its  incidence  of 
untoward  effects,  particularly  lethargy  and  depression,  is  lower 
than  with  reserpine. 

Enduronyl  is  available  plain  or  Forte.  The  latter  provides  its 
variation  where  most  helpful,  by  doubling  the  deserpidine. 

Use  Enduronyl  for  patients  throughout  the  broad  range  of  mild 
to  moderately  severe  hypertension. 


nee  a day,  every  day 

INDURONYL 


IMHDfflESmg.wi 
WIDINE  0.25  mg.  or  (FORTE)  0.5  mg. 


MILD  TO  MODERATE  TO  SEVERE 


See  Brief  Summary  on  final  page  of  advertisement 


801094 


Eutron:  A 
moderate 


unique  combination  for  handling 
to  severe  cases 


Affords  almost  uniform  diastolic 
reduction  in  all  body  positions 

Eutron  lowers  diastolic  pressures  nearly  equally,  whether  youi 
patient  is  standing  up  or  lying  down. 

Thus,  in  clinical  trials,  average  standing  diastolic  readings  were 
reduced  from  112  pre-treatment  to  90  post-treatment;  sitting  froir 
1 15  to  95;  and  recumbent  from  1 12  to  94. 

Note  that  following  Eutron,  the  diastolic  reductions  were  nearl) 
alike  in  all  three  body  positions. 

Use  Eutron  for  managing  your  moderate  to  severe  cases.  It; 
building  blocks  enhance  each  other;  hence  lesser  doses  often  suffice 


Once  a day,  every  day 

EUTRON 


PARGyLIN[HYmOCHLmiD[25nig. 

wltliMWLOlMGnig. 


MILD  TO  MODERATE  TO  SEVERE 


I 

I 

!: 

See  Brief  Summary  on  final  page  of  advertisement  eom  j| 


ENDURON 

MEIHVCLIIIHIIIZIDE 


ENDURONYl! 

Each  tablet  contains 
Methyclothiazide  5 mg.  with 
Deserpidine  0.25  mg.  or  0.5  mg. 


Indications:  Edema  and  mild  to  moderate  hypertension 
(Enduron),  and  mild  to  moderately  severe  hypertension 
(Enduronyl).  More  potent  agents,  if  added,  can  be  given 
at  reduced  dosage. 

Contraindications:  Sensitivity  to  thiazides;  severe  renal 
disease  (except  nephrosis)  or  shutdown;  severe  hepatic 
disease  or  impending  hepatic  coma  (hepatic  coma  due  to 
hypokalemia  has  been  reported  in  patients  on  thiazides). 
Do  not  use  Enduronyl  in  severe  mental  depression,  sui- 
cidal tendencies,  active  peptic  ulcer,  or  ulcerative  colitis. 

Warnings:  Consider  possible  sensitivity  where  there  is 
history  of  allergy  or  asthma.  If  added  potassium  is  indi- 
cated, dietary  supplementation  is  recommended.  Reserve 
enteric-coated  potassium  tablets  for  cautious  use  only 
when  necessary,  as  they  may  induce  serious  or  fatal 
small  bowel  lesions  (stenosis  with  or  without  ulceration), 
cause  obstruction,  hemorrhage,  and  perforation  often 
requiring  surgery;  discontinue  them  immediately  if  ab- 
dominal pain,  distention,  nausea,  vomiting,  or  g.i.  bleed- 
ing occurs.  Neither  Enduron  nor  Enduronyl  contains 
added  potassium. 

Precautions:  Use  thiazides  cautiously  in  severe  renal 
dysfunction,  impaired  hepatic  function  or  progressive 
liver  disease;  also  in  pregnancy  (bone  marrow  depres- 
sion, thrombocytopenia,  and  altered  carbohydrate  me- 
tabolism have  been  reported  in  certain  newborn).  In 
surgery,  thiazides  may  reduce  response  to  vasopressors, 
and  increase  response  to  tubocurarine.  Antihypertensive 
response  may  be  enhanced  following  sympathectomy. 
Watch  for  electrolyte  imbalance  (e.g.,  hyponatremia)  in 
all  patients.  In  hypokalemia  (especially  in  digitalized  pa- 
tients) give  supplemental  potassium.  In  hypochloremic 
alkalosis,  give  supplemental  chloride. 

Use  rauwolfias  with  caution  in  patients  with  history  of 
peptic  ulcer.  Rauwolfias  with  anesthetics  may  produce 
hypotension  and  bradycardia.  Discontinue  Enduronyl  two 
weeks  before  elective  surgery.  Consider  vagal  blocking 
agents  during  emergency  surgery.  In  epilepsy,  adjust 
anticonvulsant  dosage.  In  electroshock,  shorten  stimulus 
strength  and  duration.  In  occasional  patients  with  de- 
pressive tendencies,  rauwolfias  may  precipitate  severe 
mental  depression  that  usually  disappears  when  drug  is 
stopped. 

Adverse  Reactions:  Thiazide  reaction  include  blood  dys- 
crasias  (thrombocytopenia  with  purpura,  agranulocytosis, 
aplastic  anemia);  elevation  of  BUN,  serum  uric  acid  or 
blood  sugar;  anorexia,  nausea,  vomiting,  diarrhea,  head- 
ache, dizziness,  paresthesia,  weakness,  skin  rash,  photo- 
sensitivity, jaundice,  symtomatic  gout,  and  pancreatitis. 
Cutaneous  vasculitis  in  the  elderly  has  been  reported 
with  other  thiazides.  Adverse  effects  with  deserpidine  are 
qualitatively  similar  to  those  with  reserpine,  but  their  in- 
cidence is  lower.  These  include  nasal  stuffiness,  ab- 
dominal cramps  or  diarrhea,  nausea,  headache,  weight 
gain,  reduced  libido  and  potency,  peptic  ulcer  aggrava- 
tion, epistaxis,  skin  eruption,  asthma  in  susceptible  pa- 
tients, electrolyte  imbalance,  excessive  salivation,  and  a 
reversible  Parkinson’s  syndrome.  Excessive  drowsiness, 
fatigue,  weakness,  and  nightmares  may  signal  mental  de- 
pression. Thrombocytopenia,  purpura,  and  a symptom 
manifested  by  dull  sensorium,  deafness,  uveitis,  glaucoma, 
and  optic  atrophy  are  rare  allergic  reactions  to  other 
rauwolfias.  Hypotension  from  antihypertensive  agents 
may  precipitate  angina  attacks  in  susceptible  individuals. 
Usually  adverse  reactions  disappear  when  drug  is  with- 
drawn. 


EUTRON™ 


Each  tablet  contains 
Pargyline  Hydrochloride  25  mg. 
with  Methyclothiazide  5 mg. 


/nd/caf/ons— Moderate  to  severe  hypertension. 
Confra/nd/caf/ons— Pheochromocytoma,  paranoid  schizo- 
phrenia, hyperthyroidism  and  advanced  renal  failure.  Not 
recommended  in  malignant  hypertension,  children  under 
12,  pregnant  patients. 

Do  not  use  with;  centrally  or  peripherally  acting  sym- 
pathomimetic drugs;  foods  high  in  tyramine  (e.g.,  aged 
and  natural  cheeses):  parenteral  reserpine  or  guanethi- 
dine;  imipramine,  amitriptyline,  desipramine,  nortripty- 
line or  their  anaiogues;  other  monoamine  oxidase  inhib- 

TM-TRADEMARK 


itors;  methyidopa  or  dopamine;  separate  Eutron  and 
these  agents  by  two  weeks. 

Sensitivity  to  thiazides:  severe  renal  disease  (except 
nephrosis)  or  shutdown;  severe  hepatic  disease;  impend- 
ing hepatic  coma  from  thiazide-induced  hypokalemia. 

IVarn/ngs— Patients;  1.  No  other  drugs  (particularly  “cold 
preparations”  and  antihistamines),  cheese  or  alcohol 
without  physician's  consent.  2.  Promptly  report  ortho- 
static symptoms,  severe  headache,  other  unusual  symp- 
toms. 3.  Angina  pectoris  or  coronary  artery  disease 
patients  must  not  increase  physical  activity  with  improved 
anginal  symptoms  or  well-being. 

Physicians;  1.  Use  antihistamines,  hypnotics,  sedatives, 
tranquilizers  and  narcotics  (meperidine  contraindicated) 
cautiously  in  reduced  doses.  2.  Stop  Eutron  two  or  more 
weeks  before  elective  surgery;  in  emergency  surgery  re- 
duce premedication  (narcotics,  sedatives,  analgesics, 
etc.)  to  1/4  to  1/5;  carefully  adjust  anesthetic  dosage  to 
patient  response.  3.  Use  cautiously  in  advanced  renal 
failure.  4.  Pargyline  may  induce  hypoglycemia.  5.  Con- 
sider possible  sensitivity  reactions  when  a history  of 
allergy  or  asthma  is  present.  6.  If  potassium  is  indicated, 
dietary  supplement  is  recommended;  enteric-coated  po- 
tassium tablets  may  induce  serious  or  fatal  small  bowel 
lesions  (stenosis  with  or  without  ulceration),  cause  ob- 
struction, hemorrhage,  and  perforation  frequently  re- 
quiring surgery;  discontinue  medication  immediately  if 
abdominal  pain,  distention,  nausea,  vomiting  or  gastro- 
intestinal bleeding  occurs;  Eutron  does  not  contain 
added  potassium.  7.  Possible  systemic  lupus  erythema- 
tosus has  been  reported  for  thiazides. 

Precauf/orrs— Pargyline:  Use  cautiously  at  reduced  dosage; 
caffeine,  alcohol,  antihistamines,  barbiturates,  chloral 
hydrate,  other  hypnotics,  sedatives,  tranquilizers,  nar- 
cotics. Periodically  do  urinalyses,  blood  counts,  liver 
function  tests,  etc.  Use  with  caution  in  liver  disease. 
Watch  for  orthostatic  hypotension,  especially  in  impaired 
circulation  (e.g.,  angina  pectoris,  coronary  artery  dis- 
ease, cerebral  arteriosclerosis);  also,  augmented  hypo- 
tension in  concomitant  febrile  illnesses.  Reduce  or  dis- 
continue if  hypotension  is  severe.  In  impaired  renal 
function  watch  for  cumulative  drug  effects,  elevated  BUN 
and  other  evidence  of  progressive  renal  failure;  withdraw 
drug  if  these  persist.  In  surgery  increased  central  de- 
pressant response  (hypotension  and  increased  sedative 
effect)  can  be  controlled  by  (1)  discontinuing  at  least  two 
weeks  prior;  (2)  in  emergency  surgery  lowering  dose  of 
premedication;  (3)  when  necessary,  administering  a vaso- 
pressor. Do  not  use  in  hyperactive  and  hyperexcitable 
patients.  Pargyline  may  unmask  severe  psychotic  symp- 
toms where  emotional  problems  pre-exist.  Use  cautiously 
in  Parkinsonism,  especially  with  antiparkinsonian  agents. 
In  prolonged  therapy,  examine  for  change  in  color  per- 
ception, visual  fields,  fundi  and  visual  acuity.  Also,  pro- 
longed therapy  has  made  certain  patients  refractory  to 
nerve  blocking  effects  of  local  anesthetics. 

Methyclothiazide;  Use  cautiously  in  severe  renal  dys- 
function, impaired  hepatic  function  or  progressive  liver 
disease;  also  in  pregnancy  (bone  marrow  depression, 
thrombocytopenia,  and  altered  carbohydrate  metabolism 
have  been  reported  in  certain  newborn).  In  surgery  thia- 
zide may  reduce  vasopressor  response  and  increase  tu- 
bocurarine response.  Antihypertensive  response  may  be 
enhanced  following  sympathectomy.  Watch  for  electro- 
lyte imbalance  (e.g.,  hyponatremia).  Give  supplemental 
chloride  if  hypochloremic  alkalosis  occurs  and  supple- 
mental potassium  if  hypokalemia  occurs  (especially  in 
digitalized  patients).  Thiazides  may  decrease  serum 
P.B.I.  without  signs  of  thyroid  disturbance. 

Adverse  Reactions  — Pargyl'me:  Orthostatic  hypotension 
and  associated  symptoms,  mild  constipation,  fluid  reten- 
tion, edema,  dry  mouth,  sweating,  increased  appetite, 
arthralgia,  nausea,  vomiting,  headache,  insomnia,  diffi- 
cult in  micturition,  nightmares,  impotence,  delayed  ejac- 
ulation, rash,  purpura,  weight  gain,  hyperexcitability, 
increased  neuromuscular  activity  and  other  extrapy- 
ramidal  symptoms.  Drug  fever  is  extremely  rare.  Reduc- 
tion in  blood  sugar  and  hypoglycemic  effects  are  pos- 
sible. Congestive  heart  failure  has  been  reported  in  a 
few  patients  with  reduced  cardiac  reserve. 

Methyclothiazide:  Blood  dyscrasias  (thrombocytopenia 
with  purpura,  agranulocytosis,  aplastic  anemia);  eleva- 
tion of  BUN,  blood  sugar  or  serum  uric  acid  (gout  may 
be  induced);  anorexia,  nausea,  vomiting,  diarrhea,  head- 
ache, dizziness,  paresthesia,  weakness,  skin  rash,  photo- 
sensitivity, jaundice  and  pancreatitis.  Cu- 
taneous vasculitis  in  elderly  patients  has 
been  reported  with  other  thiazides. 

If  side  effects  are  severe  or  persist,  re- 
duce dosage  or  withdraw  drug.  804438R 


.337 


From  the  files  of  the 

COMMITTEE  FOR  THE 


STUDY  OF  MATERNAL  MORTALITY 


CASE  14-66.  A 21  year  old,  married,  white, 
primigravida  who  had  been  under  the  care  of  a 
private  physician  was  admitted  at  term  and  in 
active  labor  at  2:15  A.M.  on  February  15,  1966. 
The  membranes  had  ruptured  spontaneously  before 
admission.  Uterine  contractions  were  noted  every  five 
to  seven  minutes,  each  lasting  45  seconds.  The  blood 
pressure  on  admission  was  130/70.  The  fetal  heart 
beat  was  of  good  quality  and  counted  at  132  per 
minute.  At  3:45  A.M.,  the  patient  was  given  100  mg 
Demerol  and  100  mg  Vistaril.  The  cervix  was  com- 
pletely dilated  at  5:20  A.M.  and  the  patient  was 
taken  to  the  delivery  room  at  6:30  A.M.  She  re- 
ceived Trilene  analgesia  and  was  delivered  spontane- 
ously at  7:22  A.M.  of  a female  infant  weighing  7 
pounds  5 Vi  ounces.  The  infant  breathed  immediately 
and  was  in  good  condition.  The  placenta  was  de- 
livered intact. 

At  7:35  A.M.  the  patient  was  bleeding  profusely. 
The  cervix  was  checked  and  a laceration  was  found. 
A vaginal  pack  was  inserted,  and  blood  was  sent 
to  the  laboratory  for  type  and  crossmatch  for  blood. 
Meanwhile,  a general  surgeon  was  called  to  repair 
the  laceration.  At  7:55  A.M.  the  patient’s  blood 
pressure  was  88/60.  She  was  given  35  mg  Demerol 
and  1/150  gr  Atropine  as  premedication.  The  uterus 
rose  to  two  fingerbreadths  above  the  umbilicus,  and 
remained  spongy  until  it  was  massaged.  After  whole 
blood  had  been  started  in  cut  downs  in  both  legs,  the 
patient  was  taken  to  the  operating  room  to  be 
examined.  The  vaginal  packing  was  removed  to  per- 
mit exploration  of  the  uterus,  whereupon  blood  again 
poured  from  the  uterus  uncontrollably.  An  attempt 
was  made  to  compress  the  fundus  of  the  uterus  by  a 
hand  on  the  abdomen.  This  compression  resulted  in 
temporary  control  of  the  hemorrhage,  but  when  the 
hand  was  removed  the  hemorrhage  again  became 
profuse.  An  emergency  hysterectomy  was  deemed 
necessary  to  control  the  bleeding  adequately.  The 
vagina  was  repacked  with  a laparotomy  tape  and  an 
assistant  maintained  pressure  on  the  fundus  of  the 
uterus  while  the  patient  was  being  prepared  for  op- 
eration. 

A midline  incision  was  hurriedly  made  to  open  the 
abdominal  cavity.  There  was  no  free  blood  within 
the  peritoneal  cavity,  nor  was  there  any  obvious  per- 
foration of  the  uterus.  A conventional  hysterectomy 
was  performed.  Throughout  the  operative  procedure 
there  was  continued  vaginal  blood  loss.  Eight  to  10 
pints  of  blood  were  replaced.  Rapid  digitalization 
was  induced  on  the  operating  table  and  intermittent 


support  with  vasopressor  agents  was  provided.  With 
hemostasis  obtained  and  a correct  sponge  count  the 
abdomen  was  closed  in  anatomic  layers  without 
drainage. 

At  the  conclusion  of  the  operation,  the  blood  pres- 
sure was  low  and  the  pulse  was  rapid.  The  patient 
was  cyanotic,  and  displayed  grunting  respirations.  It 
was  thought  advisable  to  perform  an  emergency 
tracheotomy.  The  patient’s  color  improved  somewhat 
and  her  systolic  blood  pressure  rose  gradually  to  80, 
but  her  pulse  remained  at  140.  She  received  a total  of 
12  pints  of  blood,  after  which  it  was  still  necessary 
to  administer  Levophed  to  maintain  a measurable 
blood  pressure.  The  operative  procedure  was  poorly 
tolerated  and  the  patient’s  immediate  postoperative 
condition  was  critical.  Examination  of  the  surgically 
removed  uterus  showed  a laceration  on  the  lateral 
wall  that  must  have  extended  through  the  uterine 
vessels. 

The  patient  survived  for  24  hours  following  the 
operation  but  never  regained  total  consciousness. 
Shortly  following  the  operation  the  hematocrit  sug- 
gested overtransfusion  and  accordingly  a 1500  cc 
venoclysis  was  performed.  Her  hematocrit  was  38% 
with  a hemoglobin  of  81%.  The  blood  pressure  still 
had  to  be  maintained  with  Levophed  solution. 

The  measured  urinary  output  on  February  15  was 
620  cc;  on  the  following  day  it  was  675  cc.  Solucortef 
and  Decadron  were  administered  together  with  oxy- 
gen via  a tube  inserted  into  the  tracheotomy  in- 
cision, but  at  9:50  A.M.  on  February  16  no  blood 
pressure  was  obtainable.  External  cardiac  massage 
was  successful  in  re-establishing  a heart  beat  along 
with  the  use  of  the  Bennett  respirator,  but  this  was 
successful  for  a short  time  only.  A thoracotomy  was 
performed,  but  she  could  not  be  resuscitated. 

There  was  no  autopsy.  The  cause  of  death  was 
listed  as  pulmonary  and  cerebral  edema  following  ef- 
forts to  correct  blood  loss  from  laceration  of  the 
uterus  of  a term  pregnancy. 

Comments 

This  was  classified  as  a direct  obstetrical  death 
with  preventable  factors  on  the  part  of  the  physicians. 
The  committee  felt  the  use  of  a uterine  pack  to  try 
to  control  bleeding  only  hides  the  blood.  Intravenous 
oxytocic  infusion  is  usually  more  useful.  It  was  also 
suggested  that  sponge  forceps  might  have  been  used 
to  clamp  each  side  of  the  laceration  for  hemostasis 
until  help  could  be  obtained  to  repair  the  laceration 
if  the  physician  attending  the  delivery  was  unable  to 
do  so  himself. 
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April  1968 


The  Journal  oj 


Kentucky  National  Library  Week  will  be  observed 
April  21-27,  according  to  Thomas  A.  Sutherland, 
Hartford,  the  Week’s  executive  director.  The  Nation- 
al Library  Week  Program,  sponsored  since  1957  by 
the  National  Book  Committee  in  cooperation  with 
the  American  Library  Association,  was  instituted  as 
a means  of  seeking  voluntary  support  from  organiza- 
tions and  individuals  for  the  libraries  in  their  com- 
munities. 

Karl  Menninger,  M.D.,  74,  a Chicago  psychiatrist 
formerly  of  Topeka,  Kansas,  was  appointed  the  first 
Distinguished  Professor  of  Psychiatry  for  the  Uni- 
versity of  Health  Sciences/ The  Chicago  Medical 
School  January  25. 


What  can  be  done 
for  Susan  Jane 
To  stop  the  runs 
and  crampy  pain? 

Parepectolin  for  quick  relief  of  acute  diarrhea 
...soothes  colicky  pain  with  paregoric 
...consolidates  fluid  stools  with  pectin 
...adsorbs  irritants  with  kaolin,  and  protects 
intestinal  mucosa. 


KENTUCKY 


Where  your 
dollars  go  farther 

I 1 

I Deportment  of  Public  Information,  | 

Section  PDB  | 

I Capitol  Annex,  Frankfort,  Kentucky  40601  i 

I Please  send,  without  obligation,  informa*  | 
I tion  on  Kentucky's  40  state  and  national  | 
I parks,  the  finest  in  the  nation.  i 

Name ! 

I Street 

I Address- 


City-. 

I State. 

I 


I 


Zip 

.Code. 


I 

State  and  National  Parks 


The  finest 
in  the  nation. 


In  children,  Parepectolin  may  be  used  to  control 
diarrhea  promptly  and  prevent  dehydration, 
until  etiology  has  been  determined.  In  some 
cases,  Parepectolin  may  be  all  the  therapy 


Contains  opium  (%  grain)  15  mg.  per  fluid 
ounce. 

warning:  may  be  habit  forming 


Pectin (2%  grains)  162  mg. 

Kaolin  (specially  purified) ....  (85  grains)  5.5  Gm. 
(alcohol  0.69%) 

Usual  Children’s  Dose;  One  or  two  teaspoonfuls 
three  times  daily. 


WILLIAM  H.  RORER,  INC. 
Fort  Washington,  Pa. 
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AppI  ication 

FOR  SPACE  IN  THE  SCIENTIFIC  EXHIBIT  SECTION 


1968  Annual  Meeting 

Convention  Center 


Kentucky  Medical  Association 

Louisville,  Kentucky  September  24,  25,  26 


Fill  Out  and  Mail  tO; 

T.  R.  MARSHALL,  M.D.,  Chairman 
Committee  on  Scientific  Exhibits 
Kentucky  Medical  Association 
3532  Janet  Avenue 
Louisville,  Kentucky  40205 

Applications  for  space  should  be  received 
before  July  1,  1968 


Dimensions  and  structure  of  KMA  Scientific 
booth  are  shown  in  accompanying  illustration 


1 . Title  of  Exhibit;  

2.  Name  (s)  of  Exhibitor  (s):  (AMA  Member?) 

Institution  (if  desired): 

Mailing  Address 

3.  Do  you  have  a built-in  exhibit? 

4.  Description  of  Exhibit;  (Attach  Brief  Description  Not  To  Exceed  50  Words  to  this  blank) 

5.  Exhibit  will  consist  of  the  following:  (Check  which) 

Charts  and  Posters.  . . . Photographs.  . . . Drawings.  . . . X-rays.  . . . 

Specimens.  . . . Moulages.  . . . Other  Material. 

6.  Booth  Requirements: 

Amount  of  total  wall  space  needed? 

Back  wall Side  walls  (All  side  walls  are  4') 

Square  feet  needed? Shelf  desired?  (yes  or  no)  

7.  Indicate  sources  of  assistance  provided  in  connection  with  the  exhibit 

8.  Has  this  exhibit  been  exhibited  before?  If  so,  when  & where? 

Date  


( Describe ) 


Signature  of  Applicant 


The  Mead  Johnson  Aesculapius  Award  of  $200.00  and  identifying  plaque  will  be  presented  by  the 
KMA  for  the  best  exhibit  in  1968. 

The  Kentucky  Medical  Association  will  provide  without  cost  to  the  exhibitor  the  following:  Exhibit 
space,  shelves,  sign  for  booth,  current,  bracket  lights,  provided  all  items  are  approved  in  advance 
by  the  committee. 

Cost  of  transporting  exhibits  to  the  meeting  must  be  borne  by  the  individual  exhibitor  as  well  as 
costs  of  cards,  signs,  etc.,  which  are  a part  of  the  exhibit. 

View  boxes,  furniture,  decorations,  etc.,  may  be  rented,  if  desired,  by  applying  directly  to  Jos.  T. 
Griffin  Company,  704  West  Main  Street,  Louisville  2,  who  supply  equipment  for  the  annual  KMA 
meeting. 

Due  to  the  shortage  of  space,  please  have  your  exhibit  as  compact  as  possible. 
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'the  T^nnatal  '^Effect'’ 


each  tablet,  capsule  or  each  Donnatal  each 

5 cc.  of  elixir  (23%  alcohol)  No.  2 Extentab® 


e mine  sulfate 

0.1037  mg. 

0.1037  mg. 

0.3111  mg. 

pi'  sulfate 

0.0194  mg. 

0.0194  mg. 

0.0582  mg. 

C'  hydrobromide 

0.0065  mg. 

0.0065  mg. 

0.0195  mg. 

c rbital  (%  gr.)  16.2  mg. 

(V2  gr.)  32.4  mg. 

(%  gr.)  48.6  mg. 

IT  g;  may  be  habit  forming) 

Brief  summary.  Blurring  of  vision,  dry  mouth,  difficult 
urination,  and  flushing  or  dryness  of  the  skin  may 
occur  on  higher  dosage  levels,  rarely  on  usual  dosage. 
Administer  with  caution  to  patients  with  incipient 
glaucoma  or  urinary  bladder  neck  obstruction.  Contra- 
indicated in  acute  glaucoma,  advanced  renal  or  hepatic 
disease  or  a hypersensitivity  to  any  of  the  ingredients. 


A.  H.  ROBINS  COMPANY,  RICHMOND,  VIRGINIA  23220 


I 


TWOWAYS  ■ 

TO  GIVE  I 

YOUR  PATIENTS  ^ 
A MONTH’S 
SUPPLY  OF 
THERAPEUTIC 
VITAMIN  C: 

45  CABBAGES  OR 
30  ALLBEE  WITH  C 


Your  patient  would  have  to  eat  45  cabbages  a month 
(1-1/2  a day)  to  get  as  much  vitamin  C as  is  contained  in 
just  one  bottle  of  30  Allbee  with  C capsules  (taken  one 
capsule  daily).  In  addition,  each  capsule  provides  full 
therapeutic  amounts  of  the  B-complex  vitamins.  For 
example,  as  much  niacin  as  2 pounds  of  sirloin  steak. 
Write  30  for  B and  C deficiencies.  This  handy  bottle  of 
30  Allbee  with  C capsules  gives  your  patient  a month's 
supply  at  a very  reasonable  cost  Also  the  economy  size 
of  100.  Available  at  pharmacies  on  your  prescription  or 
recommendation 

A H.  Robins  Company,  Richmond,  Va.  23220. 
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Don’t  let  monilia 

cut  broad-spectrum  therapy  short... 


start  with  ^ 

Tetrex-F 


® 


tetracycline  phosphate 
complex-nystatin 


Use  of  broad-spectrum  antibiotics  can  cause 
fungal  overgrowth  in  the  alimentary  tract... 
and  give  rise  to  symptoms  so  troublesome 
that  therapy  must  be  prematurely  stopped. 
Tetrex-F  (tetracycline  phosphate  complex- 
nystatin)  helps  you  circumvent  this  problem. 

The  nystatin  can  prevent  overgrowth  of 
monilia;  the  phosphate  complex  delivers  tet- 
racycline to  the  blood  rapidly.  Side  effects 
are  infrequent. 

High-Risk  Patients 

Tetrex-F  (tetracycline  phosphate  complex- 
nystatin)  is  especially  useful  in  patients  most 
susceptible  to  fungal  overgrowth  during  tet- 
racycline therapy:  (1)  the  elderly  or  debili- 
tated, (2)  young  children,  (3)  the  diabetic, 

(4)  those  on  long-term  tetracycline  therapy, 

(5)  those  on  steroid  therapy,  (6)  those  who 
have  had  moniliasis  before,  and  (7)  pregnant 
patients  with  a history  of  monilial  vaginitis. 

When  you  start  with  economical  Tetrex-F 
(tetracycline  phosphate  complex-nystatin), 
you  can  complete  the  full  course  of  broad- 


spectrum  therapy  with  less  chance  of  los- 
ing control  elsewhere.  A good  start  for  a 
healthy  finish. 

PRESCRIBING  INFORMATION.  For  complete  information 
consult  Official  Package  Circular.  InJicalions:  Infections  of  res- 
piratory, gastrointestinal  and  genitourinary  tracts  and  skin  and 
soft  tissues  due  to  tetracycline-sensitive  organisms,  in  patients 
with  increased  susceptibility  to  monilial  infections.  Contraindi- 
cations: The  drug  is  contraindicated  in  patients  hypersensitive 
to  its  components.  Warnings:  Photodynamic  reactions  have  been 
produced  by  tetracyclines.  Natural  and  artificial  sunlight  should 
be  avoided  during  therapy.  .Stop  treatment  if  skin  discomfort 
occurs.  With  renal  impairment,  systemic  accumulation  and  hep- 
atotoxicity  may  occur.  In  this  situation,  lower  doses  should  be 
used.  Tooth  staining  and  enamel  hypoplasia  may  be  induced 
during  tooth  development  (last  trimester  of  pregnancy,  neonatal 
period  and  childhood).  Precautions:  Bacterial  superinfections 
may  occur.  Infants  may  develop  increased  intracranial  pressure 
with  bulging  fontanels.  In  gonorrheal  therapy,  serologic  tests 
for  syphilis  should  be  conducted  initially  and  monthly  for  3 
months.  Adverse  Reactions:  Glossitis,  stomatitis,  nausea,  diar- 
rhea, flatulence,  proctitis,  vaginitis,  dermatitis,  and  allergic  re- 
actions may  occur.  Usual  Adult  Dosage:  1 capsule  q.i.d.  Con- 
tinue for  10  days  in  Beta-hemolytic  streptococcal  infections. 
Administer  one  hour  before  or  two  hours  after  meals.  Supplied: 
Capsules,  bottles  of  16  and  100.  Each  capsule  contains  tetra- 
cycline phosphate  complex  equivalent  to  250  mg.  tetracycline 
HCl  activity  and  250,000  units  of  nystatin.  For  Oral  Suspension, 
125  mg.  tetracycline  and  125,000  u.  nystatin/5  ml.,  60  ml.  bottles. 

BRISTOL  LABORATORIES 
Division  of  Bristol-Myers  Company 
Syracuse,  New  York  13201 


BRISTOL 


343 


Continuing  Educational  Opportunities 

From  The 

KMA  Postgraduate  Medical  Education  Office 


IN  KENTUCKY 

APRIL 

17- 18  KMA  Interim  Meeting,  White  House  Inn 

(formerly  The  Lamplighter),  Covington 

18- 20  Symposium  on  Selected  Topics  in  Neurology 

and  Neurosurgery  (advanced);  University  of 
Kentucky  College  of  Medicine,  Lexington 

23  Third  KMA  Trustee  District  Meeting,  6 p.m.. 
Ivory  Tower  Inn,  Hopkinsville 

24-25  Kentucky  Chapter,  American  Academy  of 
Pediatrics,  Annual  Spring  Meeting,  Park  Mam- 
moth Resort,  Park  City 

25  Fourth  Post  Graduate  Rheumatic  Disease 
Symposium,  Rankin  Amphitheater,  General 
Hospital,  Louisville 

26  Kentucky  chapter,  American  College  of 
Radiology,  Annual  Spring  Meeting,  Imperial 
House,  Lexington 

26-27  Kentucky  Ob-Gyn  Society,  Annual  Spring 
Meeting,  Stouffer’s  Inn,  Louisville 


MAY 

8-10  Seventeenth  Annual  Scientific  Assembly,  Ken- 
tucky Academy  of  General  Practice,  Con- 
vention Center,  Louisville 

16  Kentucky  Thoracic  Society,  Annual  Meeting 
and  Scientific  Session,  Stouffer’s  Inn,  Louis- 
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land Clinic  Educational  Foundation  Postgrad- 
uate Course,  Cleveland,  Ohio 

24  “Laboratory  Aspects  of  Hematology,”  Cleve- 
land Clinic  Educational  Foundation  Postgrad- 
uate Course,  Cleveland,  Ohio 

25-28  American  Academy  of  Physical  Medicine  and 
Rehabilitation  Annual  Assembly,  Sheraton- 
Chicago  Hotel,  Chicago,  111. 


MAY 

13-17  Ohio  State  Medical  Association  Annual  Meet- 
ing, Cincinnati-Exposition  Center,  Cincinna- 
ti, Ohio 

19-20  Symposium  on  Dextrans,  Texas  Heart  As- 
sociation, Flagship  Hotel,  Galveston  Island. 
Texas 


JUNE 

16  American  College  of  Legal  Medicine,  Clinical 
Meeting,  2-5  p.m.,  San  Francisco  Hilton  Ho- 
tel, San  Francisco,  Calif. 

16-20  American  Medical  Association  117th  Annual 
Convention,  Brooks  Hall,  San  Francisco, 
Calif. 

21-22  Medical  Writing  and  Journalism  Course, 
American  Medical  Writers  Association,  San 
Francisco  Medical  Center,  San  Francisco, 
Calif. 
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Cardiac  Pacemakers 

Richard  D.  Riedel*  and  Allan  M.  Lansing,  M.D.** 

Louisville,  Kentucky 


Symptomatic  heart  block  is  best  treated 
by  cardiac  pacing.  The  variety  of  units 
now  available  makes  this  applicable  to 
almost  any  situation,  regardless  of  the 
patient’s  age  or  general  condition. 

COMPLETE  heart  block  is  a fairly  com- 
mon acquired  heart  condition  in  adults. 
Medical  treatment  of  this  entity,  which 
was  not  completely  satisfactory,  has  recently 
been  supplemented  by  direct  electrical  stimu- 
lation of  the  myocardium  to  increase  the  heart 
rate.  Cardiac  pacing  by  electrodes  implanted 
in  the  heart  is  now  available  in  most  areas  of 
the  country,  and  with  the  improvements  in 
pacemaker  units  and  electrode  wires,  a rapidly 
increasing  number  of  patients  is  being  sup- 
ported by  cardiac  pacing.  Therefore,  every 
physician  must  know  the  essential  principles  of 
cardiac  pacing  and  recognize  the  indications 
for  its  application. 

The  average  physician  approaches  this  area 
with  caution  and  may  doubt  that  any  lasting 
benefit  can  be  obtained  from  a pacemaker. 
It  is  time  to  re-evaluate  this  attitude.  Not  only 
may  death  be  postponed  and  disability  allevi- 
ated in  the  great  majority  of  patients,  but 
most  will  be  able  to  lead  enjoyable  and  pro- 
ductive lives  for  many  years. 

Although  GalvanF  noted  as  early  as  1791 
that  muscle  was  capable  of  responding  to  elec- 

*Senior  medical  student.  University  of  Louisville 
School  of  Medicine 

** Associate  professor  of  surgery  and  chief  of  cardio- 
vascular surgery,  department  of  surgery.  University 
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trical  stimulation,  it  was  not  until  1951  that  a 
transvenous  catheter  was  first  employed  by 
Callaghan  and  Bigelow  to  stimulate  the  atrium 
of  the  heart.2  In  1952,  Zoll  et  al.  demonstrat- 
ed that  the  ventricular  rate  could  be  speeded 
up  by  application  of  external  electrodes  ap- 
plied to  the  chest  wall.^  Through  the  work  of 
Furman  and  Schwedel  in  1959,  prolonged 
stimulation  with  a cardiac  catheter  and  myo- 
cardial wire  leads  became  possible.^  The  first 
implantable  pulse  generators  containing  ade- 
quate energy  to  stimulate  the  heart  for  several 
years  were  introduced  by  Chardack,  Zoll,  Kan- 
trowitz  and  their  co-workers  between  1960  and 
1962.S-6-7  Synchronous  pacemaking,  in  which 
the  ventricular  contraction  is  triggered  by  the 
P-wave  of  atrial  activity,  was  described  by 
Nathan  et  al.  in  1963.®  It  may  be  assumed 
that  in  the  next  few  years  superior  pacemak- 
ers will  be  developed  that  will  be  smaller, 
have  fewer  mechanical  difficulties,  and  have 
a power  source  with  an  indefinite  life  span. 

Types  of  Cardiac  Pacemakers 

There  are  two  broad  categories  of  pacemak- 
er electrodes,  external  which  are  placed  on 
the  surface  of  the  chest,  and  internal  which 
are  located  within  the  chest  cavity.  Because  of 
the  resulting  painful  chest  muscle  contraction 
and  skin  irritation,  the  large  size  of  the  elec- 
trodes, and  the  need  for  line  current  as  a 
source  of  power,  external  cardiac  pacing  is 
rarely  used  except  in  the  emergency  treatment 
of  cardiac  arrest.  The  electrodes  of  the  internal 
cardiac  pacemaker  may  be  placed  in  contact 
with  the  myocardium  by  percutaneous  needle, 
by  an  intravenous  catheter  passed  into  the 
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right  ventricle,  or  by  thoracotomy.  The  power 
supply  of  the  internal  electrodes  is  usually 
portable,  i.e.,  placed  on  the  outside  of  the  body 
or  implanted  somewhere  within  the  body  so 
that  the  patient  can  be  ambulatory. 

The  clinical  situation  and  the  physician’s  ex- 
perience determine  the  type  of  power  unit  and 
electrode  to  be  employed.  Percutaneous  inser- 
tion of  electrodes  directly  into  the  myocardium 
is  seldom  used  today  because  of  the  difficulty  in 
insertion  and  fixation  and  the  frequency  of  in- 
fection. In  general,  an  external  portable  pace- 
maker with  a transvenous  electrode  is  used 
first  to  stabilize  the  patient  who  will  require 
permanent  implantation  and  is  all  that  is  re- 
quired when  only  temporary  pacing  is  neces- 
sary, such  as  in  the  control  of  the  heart  rate 
when  a permanent  pacemaker  fails,  when 
temporary  heart  block  complicates  myocardial 
infarction,  and  during  surgical  implantation  of 
a permanent  pacemaker.  In  patients  who  can- 
not tolerate  thoracotomy,  a transvenous  elec- 
trode and  implantable  power  unit  inserted 
under  local  anesthesia  will  be  employed.  (Fig- 
ure 1) 

Electrodes  implanted  on  the  surface  of  the 
heart  by  thoracotomy  and  an  implantable  pow- 
er unit  are  utilized  when  the  cardiac  rhythm 
disturbance  is  not  reversible  and  permanent 
transvenous  pacing  is  unsuitable.  (Figure  2)  It 
is  also  required  when  synchronous  pacing  is 
desired,  since  a detector  electrode  to  pick  up 
the  P-wave  must  be  fixed  to  the  surface  of  the 


FIGURE  1.  Permanent  transvenous  pacemaker  with  electrode 
passed  into  the  right  ventricle  through  the  external  jugu- 
lar vein  and  unit  implanted  in  chest  wall  under  local 
anesthesia. 


% 

FIGURE  2.  Fixed  rate  pacemaker  with  ventricular  electrodes 
implanted  at  thoracotomy. 


left  atrium  and  the  stimulating  electrodes  to 
the  ventricle.  (Figure  3)  Recent  developments 
have  made  the  synchronous  transvenous  pace- 
maker, which  can  be  implanted  under  local 
anesthesia,  a reality,  but  its  reliability  is  not 
yet  established. 

Modes  of  Pacing 

I.  Fixed  Rate  (Asynchronous) 

The  most  commonly  employed  type  of  pac- 
ing is  the  fixed-rate  or  asynchronous  type,  in 
which  an  impulse  drives  the  ventricles  at  a 
constant  rate,  independent  of  the  atrial  rate. 
This  method  is  indicated  in  complete  A-V 
dissociation  or  sinus  arrest  where  the  ventricu- 
lar rate  is  too  slow  to  maintain  adequate  cere- 
bral, cardiac,  or  renal  function.  Fixed-rate  pac- 
ing may  also  be  used  to  control  multifocal  ven- 
tricular premature  contractions  since  a fast  rate 
of  stimulation  by  the  pacemaker  will  suppress 
the  ectopic  activity.  This  type  of  pacing  is  less 
desirable  if  the  above  conditions  alternate  with 
normal  sinus  rhythm,  since  there  will  be  com- 
petition between  the  pacemaker  stimulus  and 
the  conducted  impulses  of  the  normal  rhythm. 
Various  studies  have  shown  that  when  asyn- 
chronous pacing  is  employed,  the  optimal  rate 
in  most  cases  is  70  to  80  impulses  per  minute. 

Some  models  of  implantable  fixed-rate  pace- 
makers are  available  in  which  the  rate  can 
be  varied  by  percutaneous  insertion  of  a needle 
into  the  unit,  by  an  external  magnetic  couple, 
or  by  radio  frequency  control.  However,  once 
a new  rate  has  been  established  it  is  still  fixed 
and  asynchronous  with  the  atrial  rate. 
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II.  Synchronous 

Synchronous  pacing  is  designated  as  “phys- 
iologic” because  the  atrial  P-wave  is  utilized 
to  time  the  impulse  from  the  pacemaker.  The 
atrial  signal  is  detected,  and  after  a delay 
slightly  longer  than  the  normal  P-R  interval, 
an  impulse  is  sent  out  by  the  unit  to  stimulate 
the  ventricles.  Thus,  the  cardiac  rate  is  varied 
with  the  changing  needs  of  the  body,  since  it 
increases  and  decreases  simultaneously  with 
changes  in  atrial  activity.  The  commonly  em- 
ployed units  have  a built-in  lower  limit  of  60- 
70  impulses  per  minute  and  an  upper  limit  of 
125-145.  Above  a level  of  125  impulses  per 
minute  there  is  a 2 : 1 block  which  changes  the 
driving  rate  to  60  impulses  per  minute.  Should 
the  atrial  rate  reach  190  impulses  per  minute, 
a 3 : 1 block  again  reduces  the  ventricular  con- 
traction rate  to  60  beats  per  minute.  Fixed 
rate  pacing  at  60  impulses  per  minute  auto- 
matically occurs  if  the  atrial  rate  is  less  than 
this  or  if  the  atrial  pickup  electrode  fails.  If 
normal  conduction  returns,  the  delay  built  in 
the  pacemaker  unit  causes  its  impulse  to  fall 
in  the  absolute  refractory  period  of  the  ventri- 
cle so  that  competition  between  the  pacemak- 
er and  the  normal  stimulus  does  not  occur. 

Synchronous  pacing  is  most  commonly  em- 
ployed whenever  complete  heart  block  or  sinus 
arrest  alternates  with  normal  sinus  rhythm. 
When  the  patient’s  heart  is  in  normal  sinus 
rhythm,  the  pacemaker  impulse  will  not  have 
any  effect.  This  type  of  pacing  is  also  desira- 
ble in  the  young  patient  who  would  benefit 
from  the  ability  to  change  his  cardiac  rate  with 
activity. 

Synchronous  pacing  is  dangerous  in  a pa- 
tient with  an  abnormal  atrial  rhythm.  Although 
the  electronic  block  of  the  unit  limits  the  maxi- 
mum response  of  the  ventricle  to  125-145  im- 
pulses per  minute,  atrial  fibrillation  will  cause 
an  erratic  pattern  of  ventricular  contraction, 
while  atrial  tachycardia  or  flutter  may  cause 
the  ventricular  rate  to  rapidly  alternate  be- 
tween a rate  of  125  and  60  impulses  per  min- 
ute. In  either  case,  the  cardiac  output  and  the 
myocardial  reserve  may  be  seriously  compro- 
mised. 

III.  Demand  Pacing 

In  the  demand  pacemaker,  a fixed  rate  of 
pacing  is  utilized  but  function  of  the  unit  is 
dependent  upon  the  ventricular  rhythm.  The 
unit  is  usually  set  at  a rate  of  about  60  im- 
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FIGURE  3.  Synchronous  pacemaker  implanted  at  thoracoto- 
my. The  unit  is  in  the  abdominal  wall,  an  atrial  pickup 
is  attached  to  the  left  atrial  appendage,  and  two  stimu- 
lating electrodes  are  implanted  in  the  myocardium  of  the 
left  ventricle. 

pulses  per  minute,  but  is  regulated  so  that  a 
spontaneous  ventricular  rate  faster  than  this 
will  suppress  the  production  of  impulses  by 
the  pacemaker.  Thus  the  unit  functions  only 
on  “demand”  when  ventricular  contractions  oc- 
cur at  a rate  below  the  predetermined  value. 
One  obvious  theoretical  advantage  of  this  type 
of  pacemaker  is  the  extended  battery  life  that 
should  result  from  intermittent  use  of  the  unit. 

The  activity  of  the  demand  pacemaker  does 
not  depend  as  much  upon  the  total  number  of 
ventricular  contractions  per  minute  as  it  does 
upon  whether  a particular  ventricular  contrac- 
tion occurs  within  a given  period  of  time  after 
the  previous  contraction.  Thus  the  demand 
pacer  will  be  inhibited  by  ectopic  ventricular 
systoles.  Therefore,  demand  pacing  cannot  be 
used  in  patients  with  frequent  ectopic  ventricu- 
lar beats  or  those  with  normal  sinus  rhythm 
and  episodes  of  ventricular  arrhythmia,  since 
runs  of  ventricular  tachycardia  or  fibrillation 
will  completely  inhibit  the  activity  of  the  pacer. 

Demand  pacing  is  therefore  restricted  to  the 
patient  with  normal  sinus  rhythm  and  episodes 
of  intermittent  complete  heart  block  or  sinus 
arrest.  It  has  certain  theoretical  advantages 
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over  synchronous  pacing  such  as  longer  battery 
life  and  independence  of  atrial  arrhythmia. 

Indications 

The  first  question  the  physician  must  answer 
is  whether  the  patient  requires  cardiac  pacing. 

A careful  history,  thorough  physical  examina- 
tion, and  an  electrocardiogram  are  usually  suf- 
ficient for  this  purpose. 

Most  patients  present  with  the  classic  indi- 
cation of  Stokes-Adams  attacks  and  brady- 
cardia that  is  proved  to  be  AV  dissociation  by 
electrocardiogram.  Other  symptoms  of  cere- 
bral arterial  insufficiency  include  “falling  out,” 
dizziness,  seizures,  lethargy,  and  memory 
lapses.  Poor  renal  perfusion  causes  azotemia, 
which  is  frequently  present  in  chronic  com- 
plete AV  block.  The  patient  with  complete 
heart  block  may  also  have  congestive  heart 
failure  that  responds  poorly  to  diuretics,  while 
digitalis  therapy  is  dangerous  in  the  face  of 
the  slow  ventricular  rate. 

Complete  heart  block  may  alternate  with 
periods  of  normal  sinus  rhythm.  If  frequent 
Stokes-Adams  attacks  are  proved  to  be  caused 
by  this  mechanism,  either  a synchronous  or  a 
demand  pacemaker  may  be  implanted.  The 
former  will  stimulate  ventricular  contraction 
whenever  the  conduction  delay  is  greater  than 
0. 1 6 seconds,  while  the  latter  will  function 
whenever  spontaneous  ventricular  activity  is 
less  than  60  beats  per  minute. 

Temporary  cardiac  pacing  may  be  indicated 
for  other  arrhythmias,  such  as  the  sinus  arrest 
and  slow  ventricular  rate  caused  by  hyper- 
kalemia. Ventricular  arrhythmias  such  as 
asystole,  tachycardia,  or  fibrillation  may  oc- 
cur with  complete  heart  block  or  be  present 
with  atrial  flutter,  atrial  fibrillation,  or  normal 
sinus  rhythm.  In  such  cases,  the  temporary 
pacemaker  should  be  set  at  a rate  faster  than 
the  intrinsic  ventricular  rate  to  suppress  its  ir- 
ritability. The  same  type  of  cardiac  pacing 
may  be  needed  when  the  multifocal  ventricu- 
lar activity  results  from  digitalis  intoxication. 
Myocardial  infarction  may  also  be  complicated 
by  transient  complete  heart  block,  and  tem- 
porary cardiac  pacing  may  greatly  diminish  the 
mortality  rate  in  such  patients  by  improving 
cardiac  output,  coronary  perfusion  and  con- 
gestive failure. 

Asymptomatic  complete  AV  dissociation  is 
usually  not  treated  by  cardiac  pacing,  particu- 
larly when  the  ventricular  rate  is  more  than  50 
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per  minute,  but  when  such  a patient  faces  a 
stressful  situation  such  as  surgery,  temporary 
transvenous  pacing  should  be  used. 

Therapy 

During  Stokes-Adams  seizures  caused  by 
complete  heart  block  or  associated  tachycardia, 
fibrillation,  or  asystole,  emergency  measures 
are  imperative.  Although  external  pacing  by 
electrodes  on  the  chest  wall  may  be  the  most 
useful  method  of  resuscitation,  the  disadvan- 
tages of  painful  muscle  contractions  and  local 
skin  burns  limit  its  use  to  short  periods.  Direct 
stimulation  of  the  left  ventricular  myocardium 
by  percutaneous  insertion  of  the  electrodes  can 
also  be  used  at  this  stage  if  the  physician  is 
familiar  with  the  technique  since  the  morbidity 
rate  is  low  and  it  is  very  effective  for  short- 
term therapy.  Some  patients  with  complete 
heart  block  may  respond  to  sympathomimetic 
amines  such  as  isopropylnorepinephrine*  with 
increased  cardiac  rate  and  output,  but  this 
therapy  is  contraindicated  when  the  heart  is 
very  irritable.  The  ideal  treatment  is  trans- 
venous insertion  of  an  electrode  so  that  the 
heart  can  be  paced  by  an  external  unit  while 
the  underlying  disease  process  and  cardiac  ar- 
rhythmia are  identified.  Implantation  of  a 
permanent  pacemaker  is  rarely  necessary  as 
an  emergency  procedure,  now  that  temporary 
pacing  is  readily  available. 

After  the  emergency  situation  has  been  dealt 
with  by  control  of  the  heart  rate  and  produc- 
tion of  an  adequate  cardiac  output,  diagnosis 
of  the  underlying  pathologic  state  is  undertak- 
en. The  cardiologist  carefully  reviews  the  his- 
tory and  the  electrocardiogram  to  determine 
the  type  of  arrhythmia,  its  cause,  and  the 
prognosis  with  medical  measures  versus  perm- 
anent cardiac  pacing. 

If  permanent  pacing  is  required,  the  ulti- 
mate goal  should  be  to  implant  all  of  the 
pacemaker  within  the  patient’s  body.  This 
avoids  the  problems  of  late  infection,  lessens 
the  chance  of  accidental  damage  to  the  unit, 
and  prevents  the  psychological  trauma  of 
wearing  an  external  device.  Completely  im- 
planted pacemakers  are  not  free  of  problems, 
however,  such  as  their  inaccessibility  for  con- 
trol and  service  and  the  surgical  risk  involved 
in  their  implantation,  especially  when  thora- 
cotomy is  required.  Local  anesthesia  and 
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transvenous  implantation  of  the  stimulating 
electrode  through  the  jugular  vein  into  the 
right  ventricle  and  the  power  unit  under  the 
skin  or  muscle  of  the  chest  wall  is  useful  when 
thoracotomy  is  contraindicated.  This  method 
carries  some  risk  of  thrombosis  and  pulmo- 
nary embolism,  perforation  of  the  ventricle, 
and  dislodgement  of  the  catheter,  but  these 
problems  have  not  been  unduly  troublesome 
with  the  newer  units. 

The  variety  of  available  lead  systems,  pow- 
er sources,  and  modes  of  pacing  permits  con- 
trol of  almost  all  situations.  Cardiac  pacing 
should  therefore  be  considered  whenever  it 
may  be  beneficial. 

Complications 

The  electronic  complexity  of  pacemakers 
and  the  different  techniques  that  may  be  in- 
volved in  their  implantation  give  rise  to  vari- 
ous difficulties.  External  electrodes  placed  on 
the  chest  wall  may  fail  to  produce  cardiac 
contraction,  cause  painful  stimulation  of  the 
pectoral  muscles,  and  produce  local  skin  burns. 
There  is  also  the  possibility  of  leakage  of  elec- 
trical current  from  the  ancillary  equipment, 
which  may  cause  a fatal  arrhythmia  such  as 
ventricular  fibrillation. 

Internal  pacemakers  are  plagued  primarily 
by  electrode  fracture  and  premature  battery 
failure.  The  electrode  wires  are  subjected  to 
repeated  flexion  strain  and  to  electrolytic  re- 
actions at  the  anode  site.  Pure  noble  metal 
leads  such  as  platinum  or  gold  do  not  undergo 
electrolysis,  but  are  very  soft  and  break  readi- 
ly. Stainless  steel  electrodes  are  much  stronger, 
but  the  degree  of  electrolysis  is  quite  high.  New 
alloys  have  been  developed  that  are  most  re- 
sistant to  flexion  strain,  but  they  still  are  sub- 
ject to  electrolysis  when  used  as  an  anode,  so 
a separate  anode  with  a large  surface  area 
must  be  employed.  Breakage  due  to  flexion  is 
also  minimized  by  the  use  of  coiled  rather 
than  straight  electrode  wires.  Failure  of  pac- 
ing may  also  occur  because  of  displacement 
of  the  electrode  or  an  increase  in  stimulation 
threshold  due  to  fibrosis  at  the  implantation 
site.  Finally,  although  the  predicted  functional 
life  of  the  batteries  may  be  three  to  five  years, 
tissue  fluid  and  ions  slowly  diffuse  into  the 
power  unit,  even  though  it  has  been  encased 
in  silicone  and  epoxy  resin.  The  life  span  of 
the  batteries  is  therefore  less  than  would  be 
expected,  usually  18-30  months. 


Other  complications  of  implanted  pacemak- 
ers include  infection  and  the  usual  risks  of 
surgery  when  a thoracotomy  is  required.  With 
the  transvenous  electrodes,  venous  thrombosis, 
pulmonary  embolism,  displacement  of  the  elec- 
trode with  loss  of  pacemaker  function,  and  per- 
foration of  the  heart  may  occur.  Despite  this 
imposing  list  of  possible  complications,  cardiac 
pacing  is  a well-established  and  extremely  use- 
ful procedure  since  most  of  the  complications 
can  be  corrected  whereas  the  alternative  to 
pacing  is  continued  morbidity  or  death. 

If  the  pacemaker  fails,  the  patient’s  symp- 
toms return  and  the  cause  must  be  immedi- 
ately investigated  and  treated.  A chest  x-ray 
and  electrocardiogram  are  obtained,  and  a 
temporary  transvenous  pacemaker  is  usually 
inserted  to  control  the  heart  rate.  The  chest 
x-ray  will  frequently  demonstrate  a broken 
electrode  or  a shift  in  position  of  one  of  the 
electrodes.  The  electrocardiogram  will  deter- 
mine the  presence  or  absence  of  the  pulse  gen- 
erator spike  and  its  rate  of  propagation.  If 
the  spike  is  absent,  an  electrode  wire  is  broken 
or  the  power  unit  has  failed.  If  the  spike  is 
present,  the  cause  of  the  failure  can  be  de- 
termined in  some  units*  by  determination  of 
the  rate  of  discharge  of  the  pacemaker.  If  the 
impulse  rate  has  increased,  an  electrode  wire 
is  broken  or  fibrosis  has  occurred  around  the 
electrodes,  while  an  impulse  rate  slower  than 
when  the  unit  was  implanted  indicates  bat- 
tery failure.  However,  each  type  of  unit  has 
its  specific  characteristics,  and  the  problem 
should  be  referred  to  the  cardiologist  or  sur- 
geon who  implanted  the  unit  and  is  familiar 
with  its  function.  He  will  detect  the  problem 
and  take  the  necessary  steps  to  correct  it. 

Clinical  Experience 

At  the  University  of  Louisville  we  have  had 
a modest  clinical  experience  with  the  manage- 
ment of  patients  with  heart  block.  Cardiac 
pacemakers  have  been  inserted  in  34  patients, 
31  adults  ranging  from  51  to  86  years  of  age, 
and  three  children  five  to  six  years  old.**  There 
have  been  20  males  and  14  females  in  this 
group.  Complete  heart  block  was  present  in 
26  of  the  patients  and  a variable  degree  of 
heart  block  in  eight.  The  duration  of  the  heart 
block  before  insertion  of  some  form  of  cardiac 


* Electrodyne  models 

*’^  Up  to  September  30,  1967 
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pacemaker  varied  from  one  day  to  10  years 
with  a mean  time  of  18  months  and  a median 
time  of  six  weeks. 

The  etiology  of  the  complete  heart  block 
was  myocardial  infarction  in  four  patients, 
surgical  trauma  during  repair  of  ventricular 
septal  defect  in  three,  and  unknown  in  19 
of  the  26  patients.  The  symptoms  of  the  pa- 
tients with  complete  heart  block  included 
Stokes- Adams  attacks  in  19,  congestive  heart 
failure  in  nine,  uremia  in  six,  and  cardiac  ar- 
rest, grand  mal  seizures,  and  lightheadedness 
in  one  case  each.  The  etiology  was  unknown 
in  the  eight  patients  with  a variable  degree  of 
heart  block  with  alteration  between  normal 
sinus  rhythm,  sinus  bradycardia,  and  first  and 
second  degree  AV  dissociation  with  sinus  ar- 
rest. In  all  eight  patients  Stokes-Adams  attacks 
occurred,  while  congestive  heart  failure  was 
present  in  four  and  uremia  in  two. 

Fixed  rate  pacemakers  were  inserted  in  30 
patients.  The  models  used  included  24  Elec- 
trodyne pacemakers,  one  Medtronic  pacemak- 
er, one  Cordis  unit,  and  four  General  Electric 
transvenous  pacemakers.  Synchronous  pace- 
makers were  inserted  in  four  patients,  two 
Cordis  Atricor  pacemakers  and  two  Atricor 
Jr.  units.  The  junior  models  were  inserted  in 
two  children  who  had  heart  block  following 
surgical  repair  of  a ventricular  septal  defect, 
and  the  two  adult  synchronous  pacemakers 
were  inserted  in  patients  with  a variable  de- 
gree of  heart  block  complicated  by  Stokes- 
Adams  attacks.  One  of  these  was  a 70-year- 
old  patient  with  a nine-month  history  and  the 
other  a 79-year-old  patient  with  an  eight-day 
history. 

The  pacemakers  were  inserted  by  thoracot- 
omy in  26  patients,  by  the  transvenous  route 
in  four  patients,  and  by  an  abdominal  ap- 
proach through  the  diaphragm  in  four  patients. 
This  last  technique  was  employed  in  very 
poor  risk  patients  with  severe  lung  disease  be- 
fore transvenous  pacemakers  became  availa- 
ble. It  was  found  to  be  very  satisfactory  since 
neither  the  abdominal  nor  the  pleural  cavity 
was  entered.  The  electrodes  were  placed  on  the 
diaphragmatic  surface  of  the  right  ventricle 
while  the  unit  was  placed  in  the  abdominal 
wall. 

Two  patients  died  after  operation,  one  at 
two  days  from  myocardial  infarction,  and  the 
other  at  six  days  from  pulmonary  embolus. 


Four  of  the  34  patients  have  died  since  im- 
plantation of  the  pacemaker,  three  from  myo- 
eardial  infarction  and  one  suddenly  from  an 
unknown  cause,  possibly  either  dislodgement 
of  a transvenous  electrode  or  competition  be- 
tween the  pacemaker  and  a normal  sinus 
rhythm.  The  time  of  death  after  implantation 
was  three  months  in  one  patient  and  two 
and  one-half  to  four  and  one-half  years  in  the 
other  three.  Therefore,  the  operative  mortality 
was  6 percent,  and  if  the  patient  survived  the 
first  month,  he  had  an  excellent  chance  of  liv- 
ing at  least  two  years. 

Fifteen  patients  have  remained  completely 
free  of  symptoms  for  periods  varying  from  two 
months  to  two  years.  In  the  other  19  patients 
failure  of  the  pacemaker  occurred  one  or 
more  times  at  a period  varying  from  two  days 
to  19  months.  In  15  instances  this  was  caused 
by  a broken  electrode  that  had  to  be  replaced, 
while  battery  failure  accounted  for  the  compli- 
cation 15  times.  With  the  newer  electrodes, 
breakage  has  become  much  less  of  a problem, 
but  battery  failure  still  occurs  at  an  earlier  time 
than  would  be  expected. 

The  follow-up  care  of  a patient  with  an  im- 
planted pacemaker  is  extremely  important. 
The  patient  should  return  to  be  checked  one 
month  after  implantation  and  then  at  least 
every  three  months.  He  is  also  instructed  to 
count  his  pulse  daily  for  a full  minute  and 
should  return  for  evaluation  immediately  if 
there  is  a variation  of  five  or  more  beats  per 
minute  in  the  heart  rate.  Symptoms  of  dizzi- 
ness or  loss  of  consciousness  should  also  lead 
to  an  immediate  return  to  medical  care. 

At  the  present  time  the  commonly  employed 
units  have  about  a 90  percent  rate  of  function 
at  one  year  and  about  50  percent  at  two 
years.  Continuous  function  for  more  than  four 
years  is  quite  unusual.  Many  efforts  have  been 
made  to  try  to  detect  failure  of  the  units  be- 
fore symptoms  develop  or  complete  heart  block 
returns.  One  of  the  simplest  is  analysis  of  the 
electrocardiogram  to  determine  the  rate  of 
pacemaker  impulse  formation,  but  unfortun- 
ately variations  in  the  paper  speed  of  the  elec- 
trocardiogram make  this  somewhat  less  relia- 
ble than  simple  determination  of  the  pulse  on 
a calibrated  oscilloscope  to  determine  a varia- 
tion in  its  rate  of  rise,  and  x-ray  examination 
of  the  mercury  cells  to  detect  battery  failure. 
In  some  units  changes  in  the  myocardial 
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threshold  can  be  detected  by  external  suppres- 
sion of  the  impulse.  Unfortunately,  a reliable 
means  of  detecting  failure  of  the  unit  before 
it  occurs  is  not  available,  so  some  groups  have 
recommended  elective  replacement  of  all  units 
at  a specified  time  after  implantation,  this  time 
being  determined  by  the  past  performance  of 
that  particular  unit,  and  at  present  this  varies 
from  24  to  30  months.  It  should  be  stated, 
however,  that  other  groups  routinely  wait  for 
signs  of  failure  of  the  pacemaker  before 
replacing  it. 

The  post-operative  care  of  the  patient  may 
also  include  the  use  of  maintenance  digitalis 
and  diuretic  therapy  because  of  associated 
myocardial  disease.  This  must  be  carried  out 
extremely  judiciously,  however,  because  the 
heart  rate  itself  cannot  be  used  as  an  index 
of  overdosage  by  digitalis,  and  premature  ven- 
tricular contractions  may  be  due  to  either  in- 
herent myocardial  disease  or  digitalis  toxicity. 
If  multiple  premature  ventricular  contractions 
occur  in  the  absence  of  digitalis  therapy,  anti- 
arrhythmic  drugs  should  be  used  to  suppress 
these  and  prevent  competition  between  the 
pacemaker  and  the  extrasystoles.  In  some  units 
this  effect  can  be  achieved  by  increasing  the 
rate  of  propagation  of  impulses  by  the  pace- 
maker. 

Conclusions 

The  patient  with  complete  heart  block 
should  be  considered  for  permanent  cardiac 


pacing  if  he  has  symptoms  such  as  Stokes- 
Adams  attacks,  congestive  heart  failure  or  ex- 
treme weakness.  The  variety  of  permanent 
pacemakers  and  electrodes  presently  available 
affords  the  physician  reasonable  reliability  and 
versatility  in  selecting  the  best  treatment  of 
each  individual  case.  The  operative  mortality 
for  thoracotomy  in  the  present  series  of  34 
cases  was  only  6 percent  despite  the  advanced 
age  and  poor  general  condition  of  many  of  the 
patients.  After  the  first  post-operative  month, 
the  life  expectancy  of  the  treated  patient  closely 
approximates  that  of  the  general  population 
and  he  has  a very  good  chance  of  living  two 
or  more  years.  Although  half  of  the  patients 
required  treatment  of  mechanical  failure  in  the 
first  two  years,  this  was  only  a temporary  in- 
convenience to  the  patient,  and  the  other  half 
remained  asymptomatic  and  free  of  mechani- 
cal troubles  in  this  period. 
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The  advancement  of  anesthesia  in  Ken- 
tucky has  been  notable.  An  evaluation  of 
our  present  day  situation  is  imperative  in 
order  that  we  might  plan  for  future 
improvement. 

Following  the  decisions  of  John  w. 
Heim,  M.D.  and  W.  Hamilton  Long, 
M.D.,  Louisville,  in  the  first  decade  of 
the  twentieth  century,  to  limit  their  practice  to 
anesthesia,  the  quality  of  anesthesia  in  Ken- 
tucky began  slowly  to  improve.  It  is  evident 
that  anesthesia  has  improved  tremendously 
since  then,  particularly  in  the  last  20  years. 
In  order  that  we  might  have  a clear  picture  of 
our  present  day  practice,  a survey  of  the  prac- 
tice of  anesthesia  in  Kentucky  has  been  made. 

Method 

A survey  questionnaire  with  a letter  of 
explanation  was  mailed  to  the  administrators 
of  all  hospitals  belonging  to  the  Kentucky 
Hospital  Association.  For  the  sake  of  anonym- 
ity, no  signatures  or  names  of  hospitals  were 
requested.  It  was  felt  that  by  this  means  more 
questionnaires  would  be  returned  and  their 
accuracy  would  be  greater.  The  questionnaire 
sought  answers  to  the  following: 

Are  anesthetics  administered  in  your  hos- 
pital? Yes — No — 

Does  an  MD  administer  anesthesia  in  your 
hospital?  Yes — No. — If  yes,  the  num- 
ber— 

Is  a physician  other  than  the  surgeon  in  at- 
tendance during  surgical  anesthesia?  Yes — 
No — Obstetrical  anesthesia?  Yes — No — 


f Presented  before  the  Kentucky  Society  of  Anesthesio- 
logists Session  during  the  Annual  Meeting  of  the 
Kentucky  Medical  Association,  September  26,  1967 

* Anesthesiologist  practicing  in  Louisville 


Approximate  number  of  surgical  anesthetics 
per  year?  

Approximate  number  of  obstetrical  anes- 
thetics per  year?  

Surgical  anesthesia  is  given  by  MD — RN — 
Dentist — Lay — 

Obstetrical  anesthesia  is  given  by  Obste- 
trician— Other  MD — RN — Dentist — 
Lay 

The  institutions  teaching  anesthesia  in  the 
state  were  contacted  and  their  programs  were 
discussed.  They  are:  the  department  of  anes- 
thesia, University  of  Kentucky  College  of 
Medicine;  department  of  anesthesia.  University 
of  Louisville  School  of  Medicine;  and  the 
Appalachian  Regional  Hospital  School  for 
Nurse  Anesthetists,  Harlan.  The  president  of 
the  Kentucky  Society  of  Nurse  Anesthetists  was 
contacted  and  a discussion  of  their  membership 
ensued.  The  membership  of  the  Kentucky 
Society  of  Anesthesiologists  as  listed  in  the 
American  Society  of  Anesthesiologists  1967 
Directory  was  studied.^ 

Results 

Of  the  133  questionnaires  mailed,  98,  or 
approximately  74  percent  were  returned.  This 
response  was  truly  gratifying. 

Nine  questionnaires  of  the  98  returned  in- 
dicated that  anesthesia  was  not  administered  in 
their  respective  institutions.  One  pointed  out, 
however,  that  it  was  a psychiatric  hospital  and 
that  anesthesia  was  given  for  shock  therapy 
but  not  for  surgical  or  obstetrical  procedures. 
Another  indicated  that  only  topical  anesthesia 
was  administered  in  the  hospital.  Consequently, 
the  results  of  this  survey  will  be  gathered  from 
the  information  obtained  from  89  hospitals. 

Physicians  administered  anesthesia  in  65 
hospitals.  They  practiced  either  on  a full  time 
or  part  time  basis,  by  themselves  or  in  associa- 
tion with  other  doctors,  nurses  and  dentists. 
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Twenty-three  hospitals  had  no  physician-ad- 
ministered anesthesia;  one  did  not  answer  this 
question. 

NUMBER  OF  HOSPITALS 

Yes  60  67.4  % 

No  26  29.2  % 

No  Answer  3 3.4  % 

FIGURE  1.  Hospital  Response  to  the  Question  “Is  a 
Physician,  Other  Than  the  Surgeon,  in  Attendance  During 
Surgical  Anesthesia?" 

The  question,  “Is  a physician,  other  than 
the  surgeon,  in  attendance  during  surgical 
anesthesia?”  was  probably  misleading.  Eighty- 
one  hospitals  repUed  “yes”  to  this  question  but 
20  indicated  that  the  surgical  anesthesia  was 
given  by  a nurse  anesthetist,  and  one  hospital 
used  a dentist.  I think  that  these  administrators 
felt  if  the  surgeon’s  assistant  was  a physician, 
that  a physician  other  than  the  surgeon  was  in 
attendance,  even  though  this  physician  was  not 
giving  the  anesthesia.  By  excluding  these  21 
hospitals,  a total  of  60  remain  in  which  a 
physician  other  than  the  surgeon  probably  ad- 
ministers surgical  anesthesia.  Twenty-six  hos- 
pitals answered  “No”  to  this  question  and  three 
eave  no  answer.  (Figure  1) 


NUMBER  OF  HOSPITALS 

Nurse  58  76.3  % 

Physician  15  19.7  % 

No  Answer  3 4.0  % 

FIGURE  2.  Hospital  Response  to  the  Question  "Is  a 
Physician,  Other  Than  the  Obstetrician,  in  Attendance 
During  Obstetrical  Anesthesia?" 


Only  15  of  the  76  hospitals  in  which 
obstetrics  is  practiced  indicated  that  a physician 
other  than  the  obstetrician  was  present  during 
obstetrical  anesthesia.  No  physician  other  than 
the  obstetrician  was  present  in  58  hospitals  and 
three  did  not  answer.  (Figure  2) 

Six  hospitals  in  which  surgical  anesthesia  was 
given  did  not  record  the  approximate  number. 
In  another,  the  figure  was  obviously  incorrect. 
In  the  remaining  82  hospitals  approximately 
93,105  surgical  anesthetics  were  given. 

Of  the  76  hospitals  which  had  an  obstetrical 
service  four  did  not  record  the  approximate 
number  of  obstetrical  anesthetics.  In  the  re- 
maining 72  hospitals  approximately  33,458 
obstetrical  anesthetics  were  given. 


NUMBER  OF  SURGICAL  PROCEDURES 


M.D. 

53731 

57.6  % 

M.D.-R.N. 

24102 

26.0  % 

R.N. 

13077 

1 4.04  % 

M.D.-R.N. -Dentist 

1800 

1 .94  % 

Dentist 

320 

0.34% 

M.D. -Dentist 

75 

0.08  % 

Lay 

0 

0% 

FIGURE  3.  Various  Combinations  of  Personnel  Administering 
Surgical  Anesthesia. 

An  amazing  assortment  represents  those 
giving  anesthesia  for  both  surgical  and 
obstetrical  cases.  (See  Figures  3 and  4) 


NUMBER  OF  OBSTETRICAL  PROCEDURES 


R.N. 

11978 

35.8  % 

* Other  M.D. 

9339 

28.0  % 

Other  M.D. -Obstetrician 

3865 

11.6  % 

Other  M.D. -R.N. -Obstetrician 

2460 

7.3  % 

Other  M.D.-R.N. 

2079 

6.2  % 

Obstetrician-R.N. 

1375 

4.1  % 

Obstetrician 

1374 

4.1  % 

Other  M.D. -R.N. -Dentist 
Other  M.D.-Lay-Obstetrician- 

800 

2.35  % 

R.N. 

110 

0.32% 

Lay 

78 

0.23  % 

FIGURE  4.  Various  Combinations  of  Personnel 
Obstetrical  Anesthesia. 

Administering 

* Any  physician  other  than  the 

obstetrician  who  gave  the 

anesthesia 


The  number  of  Certified  Registered  Nurse 
Anesthetists  in  the  Kentucky  Society  of  Nurse 
Anesthetists  is  115.  Of  this  number,  15  are 
inactive.  The  number  of  physicians  belonging 
to  the  Kentucky  Society  of  Anesthesiologists 
is  89. 

There  are  two  resident-training  programs  in 
anesthesiology,  one  at  the  University  of  Lxiuis- 
ville,  the  other  at  the  University  of  Kentucky. 
Each  has  an  approved  program  for  eight  resi- 
dents. At  the  present  time  13  of  these  16 
positions  are  filled. 

Only  one  school  for  nurse  anesthetists  is 
found  in  the  state  and  is  located  at  the  Harlan 
Appalachian  Regional  Hospital.  Its  capacity  is 
four  and  is  usually  filled. 

In  the  1967  Directory  of  the  American 
Society  of  Anesthesiologists  it  was  found  that 
there  are  in  Kentucky  41  Diplomates  of  the 
American  Board  of  Anesthesiology.  There  are 
29  Fellows  of  the  American  College  of 
Anesthesiology;  23  physicians  are  members  of 
both.  Thus,  a total  of  47  physicians  belong  to 
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either  the  American  Board  of  Anesthesiology 
or  the  American  College  of  Anesthesiology. 
This  represents  52.8  percent  of  the  members  of 
the  Kentucky  Society  of  Anesthesiology. 

Discussion 

Physician  anesthesia  is  well  represented  in 
the  surgical  field.  It  is  in  the  field  of  obstetrical 
anesthesia  that  physician  coverage  is  poor.  It 
should  be  noted  that  the  nurse  anesthetists  are 
solely  responsible  for  more  than  one-third  of 
the  obstetrical  anesthetics  given.  In  another 
one-fifth  of  the  obstetrical  procedures,  they 
work  in  various  combinations  with  physicians, 
obstetricians  and  dentists. 

Obstetrical  coverage  on  the  whole  leaves 
much  to  be  desired  throughout  the  state,  ex- 
cept in  the  larger  populated  areas.  Something 
is  amiss  when  the  obstetrical  service  of  a hos- 
pital must  depend  on  lay  personnel  to  give 
obstetrical  anesthesia.  (See  Figure  4)  A hos- 
pital administrator  added  this  comment,  “O.B. 
anesthesia,  24-hour  coverage,  a constant 
‘thorn’.” 

Our  medical  schools,  with  their  excellent 
resident-training  and  teaching  programs  for 
medical  students,  are  responsible  in  part  for  the 
increase  in  the  number  of  anesthesiologists  in 
the  state.  General  practitioners  who  are  at- 
tracted to  our  specialty  are  encouraged  to  seek 
further  training.  Some  train  for  a three-month 
period,  others  on  a part  time  basis.  They  may 
come  to  the  training  center  several  times  a 
week  for  a year  or  a year  and  a half.  It  is  their 
goal  to  qualify  as  a Fellow  in  the  American 
College  of  Anesthesiologists. 

One  school  has  a team  of  anesthesiologists 
who  go  directly  to  the  hospital  where  either 
the  physician  or  nurse  administers  anesthesia 
and  offers  ‘on  the  job  training’.  This  program 
has  been  used  more  frequently  by  the  nurse 
anesthetists.  The  teaching  team  usually  goes 
one  day  a week  for  six  consecutive  weeks. 

Since  the  school  for  nurse  anesthetists  opened 
in  1956,  some  19  students  have  graduated.  It 
is  to  the  school’s  credit  that  all  have  passed 
their  qualifying  examinations.  The  school  at- 


tempts, insofar  as  possible,  to  accept  applicants 
who  have  lived  in  the  Appalachian  area,  with 
the  hope  that  they  will  remain  there  when  their 
training  is  completed.  Six  are  still  working  in 
the  region  and  another  six  have  worked  for 
varying  periods  of  time.  Male  applicants  out- 
number the  female  applicants  considerably. 

Another  error  in  my  questionnaire  occurred 
when  I neglected  to  differentiate  between  an 
R.N.  given  anesthetic  and  one  given  by  a 
C.R.N.A.  Twelve  of  the  cards  were  changed 
to  read  ‘C.R.N.A.’  instead  of  ‘R.N.’.  One  card 
included  the  following  note,  “I  think  it  would 
have  been  more  interesting  to  have  known 
whether  ‘R.N.’  or  ‘C.R.N.A.’  Same  difference 
as  ‘granny  mid-wife’  or  ‘obstetrician’.” 

It  is  our  smaller  hospitals  that  suffer  from 
the  lack  of  trained  anesthetists  and  anesthesio- 
logists. The  inability  of  these  hospitals  to  at- 
tract better  people,  I feel,  is  due  to  the  fact 
that  the  total  number  of  surgical  and  obstetrical 
cases  done  yearly  in  these  institutions  is  not 
large  enough  to  compensate  adequately  those 
who  might  give  anesthesia  there.  To  illustrate 
this  point,  the  approximate  number  of  anesthe- 
tics given  per  year  in  some  of  our  smaller  hos- 
pitals ranges  from  10  to  100  surgical  anesthetics 
and  from  six  to  98  obstetrical  anesthetics.  As 
the  size  of  the  hospital  increases,  there  is  usual- 
ly an  increase  in  the  quality  of  anesthesia. 

Summary 

A survey  of  the  current  practice  of  anesthesia 
in  Kentucky  has  been  made.  The  various  types 
of  anesthesia  coverage  in  the  responding  hos- 
pitals have  been  presented.  The  efforts  of  our 
teaching  institutions  in  training  anesthesiologists 
and  nurse  anesthetists  have  been  discussed. 

Anesthesia  in  Kentucky  has  improved  both 
in  quality  and  quantity  since  the  advent  of  the 
twentieth  century.  Many  problems  are  still 
present,  but  anesthesia  will  continue  to  improve 
because  many  physicians  and  nurses  in  the 
state  are  interested  in  improving  their  skills 
and  attracting  new  members  to  anesthesia. 
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Six  of  23  pregnancies  with  anti-D  titers 
had  amniotic  fluid  ^ O.D.  over  0.2 
Three  resulted  in  stillbirth  and  three 
hydrops.  Immunodiffusion  studies  re- 
vealed IgG  bands  only  in  the  six  severely 
affected  infants. 

The  application  of  spectophotometry  to 
the  study  of  amniotic  fluid  from  normal 
and  Rh  sensitized  pregnancies  by  Bevis^ 
has  led  to  an  increased  interest  of  this  im- 
mediate compartment  to  the  newborn  for  nor- 
mal and  pathological  states.  The  optical  densi- 
ty peak  at  450  m/x,  as  proposed  by  Liley^  has 
afforded  excellent  prognostic  value  in  the 
hands  of  many  investigators  when  applied  prior 
to  the  35th  week  of  gestation''^-®.  The  use  of 
this  method  for  selection  of  time  of  delivery 
has  reduced  the  stillborn  and  neonatal  death 
rates  from  erythroblastosis  from  up  to  30  per 
cent  down  to  10  per  cent®.  Intraperitoneal 
transfusions  for  infants  of  earlier  gestational 
ages  have  further  reduced  mortality®  ®. 

Recently  conflicting  reports  regarding  total 
proteins  and  protein  electrophoretic  patterns 
from  amniotic  fluid  of  sensitized  mothers  be- 
came available'^'^^.  Mentasti'^  reported  elevat- 
ed globulins  in  two  severly  affected  infants.  It 
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is  generally  found  that  total  amniotic  fluid  pro- 
tein falls  as  pregnancy  reaches  term®  ®.  Little 
information  on  immunodiffusion  studies  of 
amniotic  fluid  is  available,  especially  in  regard 
to  erythroblastosis  fetalis^®. 

The  purpose  of  this  brief  article  is  to  report 
the  presence  of  immune  globulin  G (IgG)  in 
the  amniotic  fluid  of  severely  affected  Rh  sen- 
sitized pregnancies  (anti-D  titers and  to  en- 
courage other  investigators  to  initiate  similar 
studies. 

Material  and  Methods 

Twenty-three  mothers  with  anti-D  titers  had 
one  to  four  amniocenteses  for  evaluation  of 
severity  of  hemolytic  disease.  Optical  density 
at  450  mfi  were  determined  according  to  the 
method  of  Liley®.  Immunoelectrophoreses 
were  performed  on  the  first  unconcentrated 
amniotic  fluid  on  an  LKB  immunophor  appa- 
ratus with  a Veronal  Barbital  buffer  at  pH  8.6 
with  anti-human  serum,  -IgA,  -IgM,  and  IgG 
from  Highland  Laboratories  and  anti-human  Rh 
immune  globulin  provided  by  Ortho  Labora- 
tories. 

Results 

Six  of  23  mothers  had  amniotic  fluid  A 450 
mfjL  peaks  greater  than  0.2.  Three  of  six  had 
stillbirths  before  the  36th  week;  one  nine  days 
following  intrauterine  transfusion.  The  remain- 
ing three  were  born  with  hydrops  prior  to  36 
weeks  gestation,  and  expired. 

Ten  mothers  had  amniocentesis  values  in 
Liley’s  Zone  II.  All  infants  were  Coombs  posi- 
tive. Eight  required  early  exchange  transfusion 
by  currently  accepted  criteria.  One  was  ex- 
changed on  the  fifth  day  because  of  hyper- 
bilirubinemia without  severe  anemia. 
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Of  seven  mothers  with  amniocentesis  values 
in  Liley’s  Zone  I,  only  one  was  Coombs  posi- 
tive, but  did  not  exhibit  hyperbilirubinemia  or 
anemia.  Two  mothers  had  anti-D  (indirect 
Coombs)  titers  of  over  1:300  to  1:2000,  but 
delivered  Coombs  negative  infants. 

Immunodiffusion  studies  revealed  dense  im- 
mune globulin  G only  in  amniotic  specimens 
with  A 450  m/u.  peaks  of  0.2  or  greater.  Two 
bloody  specimens  in  Zone  II  and  one  in  Zone 
I exhibited  faint  traces  of  IgG.  Figure  I reveals 
the  immunodiffusion  patterns  of  amniotic  fluid 
and  anti-human  serum  as  follows:  A shows 
dense  albumin  bands  on  the  left  and  IgG  bands 
far  right  for  stillborns;  B shows  less  intense 
IgG  bands  for  hydrops;  C shows  only  traces 
of  IgG  from  bloody  specimens;  D shows  no 
IgG  from  two  sensitized  pregnancies.  Further 
studies  of  the  first  amniocentesis  specimen 
from  each  subject  with  anti-IgM,  -IgA  and 
anti-Rh  immune  sera  revealed  no  bands. 


Alb  Igg 


i i 


FIGURE  1.  Immunodiffusion  studies  of  amniotic  fluid  with 
anti-normal  human  serum  are  shown;  (a)  Amniotic  fluid 
from  stillborns,  (b)  from  hydrops  fetalis,  (c)  from  trau- 
matic amniocentesis  from  sensitized  pregnancies,  (d)  fluid 
from  sensitized  pregnancies.  Arrows  indicate  albumin  and 
immune  globulin  G (IgG). 


Discussion 

This  study  adds  further  confirmation  of  the 
significance  of  amniotic  fluid  spectrophotomet- 
ry in  management  of  Rh  sensitized  pregnan- 
cies^®. The  eventual  outcome  of  infants  with 
A O.D.  450  m/x  peaks  over  0.2  and  the  need 
for  intrauterine  transfusion  or  immediate  de- 
livery depending  upon  gestational  age  were 
demonstrated^®. 

Mentasti"  in  1959  reported  an  increase  in 
gamma  globulin  after  the  sixth  month  of  preg- 
nancy and  reported  elevated  total  protein  in 
two  subjects  with  hemolytic  disease.  Abbas 
and  Tovey®  in  1960  found  increases  of  gamma 
globulin  in  one  case  of  hydrops  fetalis.  StrebeF® 
in  1960  demonstrated  the  presence  of  up  to 
16  antigenically  different  proteins  in  amniotic 
fluid  obtained  from  10  weeks  to  term.  The 
present  report  is  the  first  to  demonstrate  the 
presence  of  IgG  in  unconcentrated  amniotic 
fluid  of  severely  affected  infants  with  hemoly- 
tic disease.  Only  faint  traces  of  IgG  were  de- 
tected in  three  bloody  specimens.  The  appear- 
ance of  IgG  in  non-bloody  specimens  would 
indicate  severe  disease  and  may  indicate  along 
with  spectrophotometric  values  immediate  in- 
trauterine transfusion  or  delivery  of  the  af- 
fected infant.  Also  the  observation  could  mean 
onset  of  hydrops  and  an  early  gestational  age 
would  contraindicate  intrauterine  transfusion. 
Our  single  intrauterine  transfusion  resulted  in 
stillbirth  approximately  one  week  following  the 
procedure.  Further  studies  for  gestational  age, 
quantitation  of  immune  globulins  and  compari- 
son with  protein  electrophesis  of  amniotic 
fluid  are  currently  underway.  We  urge  other 
investigators  to  initiate  similar  studies  to  de- 
termine whether  presence  of  IgG  always  indi- 
cates severe  disease  or  indicates  onset  of  hy- 
drops. 

Summary 

Six  of  23  pregnancies  with  anti-D  titers  had 
amniotic  fluid  A O.D.  450  m/x  peaks  over  0.2. 
Three  resulted  in  stillbirth  and  three  hydrops 
fetalis.  Immunodiffusion  studies  with  anti- 
human serum,  -IgA,  -IgM,  -IgG  and  -Rh 
immune  globulin  revealed  dense  IgG  bands 
only  in  the  six  severely  affected  infants.  The 
presence  of  IgG  in  non-bloody  amniotic  fluid 
specimens  may  indicate  onset  of  severe  disease 
or  hydrops  and  may  be  used  along  with 
spectrophotometry  as  an  indication  for  im- 
mediate intrauterine  transfusion  or  delivery,  or 
(Continued  on  Page  404) 
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let’s  be  specific  about  Campbell’s  Soups . . . 


and 


There  are  more  than  30  million  people  in  America  who  are  overweight. 
During  the  next  year,  you  probably  will  see  more  than  1,000  of  them  in 
your  own  practice. 

One  good  way  to  help  these  patients  is  to  give  them  a reducing  diet 
based  on  ordinary  eating  patterns. 

Campbell  has  prepared  a sensible  plan  for  weight  control  based  on 
ordinary  eating  patterns.  The  plan  consists  of  a patient  in- 
struction booklet  and  a set  of  menus  which  provide  approxi- 
mately 1,200  calories  daily.  The  menus  are  balanced  to 
provide  the  minimum  daily  requirements  of  nutrients. 

To  obtain  a supply  for  your  office  write  to: 

Campbell  Soup  Company,  Box  265,  Camden,  N.J.  08101 


Conventional  Radiography 

The  restless  duodenum  makes 
radiographic  diagnosis  diffi- 
cult, uncertain  and  often  un- 
productive: Is  this  duodenum 
abnormal? 


Hypotonic  Duodenography 

Pro-Banthme-induced  duode- 
nal calm  permits  full  anatomic 
appraisal:  Same  patient.  Duo- 
denal normality  is  now  evident. 


• in  diagnosis 

• in  treatment 


Pro-Banthine.„.., 

propantheline  bromide 


calms  the  gastrointestinal  tract 


»or  fifteen  years  Pro-Banthine  has  been  the 
Biiost  widely  used  anticholinergic  agent  in 
misorders  of  gastrointestinal  motility  and 
gastric  hypersecretion.  More  recently  Pro- 
lanthine  has  reestablished  its  pharmaco- 
ogic  effectiveness  in  diagnostic  procedures 
jsing  intragastric  fibroscopy  and  hypotonic 
roentgenography. 

-low  the  X-rays  were  taken 

n the  hypotonic  duodenograph^-2  repro- 
luced  above,  the  gastrointestinal  tract  was 
relaxed  with  Pro-Banthine.  The  duodenum 
vas  intubated.  Pro-Banthine  in  a dose  of  60 
ng.  intramuscularly  was  used  to  assure 
Drompt  aperistalsis  and  double-contrast  vis- 
lahzation  was  achieved  with  ordinary  bar- 
um  and  air. 

The  same  pharmacologic  efficiency  has 
)roved  of  pronounced  value  in  such  condi- 
ions  as:  peptic  ulcer,  pylorospasm,  biliary 
lyskinesia,  functional  hypermotility  and  ir- 
itable  colon. 

'■ontraindications:  Glaucoma  or  severe  cardiac 
isease. 

precautions:  Since  varying  degrees  of  urinary  hesi- 


tancy may  occur  in  elderly  males  with  prostatic 
hypertrophy,  this  should  be  watched  for  in  such 
patients  until  they  have  gained  some  experience 
with  the  drug.  Although  never  reported,  theoreti- 
cally a curare-like  action  may  occur  with  possible 
loss  of  voluntary  muscle  control.  Such  patients 
should  receive  prompt  and  continuing  artificial  res- 
piration until  the  drug  effect  has  been  exhausted. 

Side  Effects:  The  more  common  side  effects,  in  or- 
der of  incidence,  are  xerostomia,  mydriasis,  hesi- 
tancy of  urination  and  gastric  fullness. 

Dosage:  The  maximal  tolerated  dosage  is  usually 
the  most  effective.  For  most  adult  patients  this  will 
be  four  to  six  15-mg.  tablets  daily  in  divided  doses. 
In  severe  conditions  as  many  as  two  tablets  four  to 
six  times  daily  may  be  required.  Pro-Banthine  (brand 
of  propantheline  bromide)  is  supplied  as  tablets  of 
15  mg.,  as  prolonged-acting  tablets  of  30  mg.  and, for 
parenteral  use,  as  serum-type  vials  of  30  mg.  The 
parenteral  dose  should  be  adjusted  to  the  patient’s 
requirement  and  may  be  up  to  30  mg.  or  more  every 
six  hours,  intramuscularly  or  intravenously. 

(1)  Bilbao,  M.  K.;  Frische,  L.  H.;  Rosch,  J.,  and  Dotter, 
C.  T.:  Hypotonic  Duodenography,  Scientific  Exhibit, 
Radiological  Society  of  North  America,  Chicago, 
Nov.  27— Dec.  2,  1966. 

(2)  Bilbao,  M.  K.;  Frische,  L.  H.;  Dotter,  C.  T.,  and 
Rosch,  J.:  Hypotonic  Duodenography,  Radiology 
89:438-443  (Sept.)  1967. 
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‘‘Breathing’s 
a snap  again 
he  said 
gingerly. 

(COMPLI!VlE^TS  OF 
DIMETAPP) 


Help  clear  up  that  miserable  stuffed-up 
feeling  with  Dimetapp.  Each  hard-work- 
ing Extentab  brings  welcome  relief  from 
the  stuffiness,  drip  and  congestion  of  upper 
respiratory  conditions  for  up  to  10-12 
hours.  Yet,  patients  seldom  experience 
drowsiness  or  overstimulation.  The  key  to 
success  is  the  Dimetapp  formula:  Dime- 
tane  (brompheniramine  maleate)— along 
with  phenylephrine  and  phenylpropanola- 
mine, two  time-tested  decongestants.  They 
get  the  job  done ...  in  a hurry. 


Indications:  Dimetapp  is  indicated 
for  symptomatic  relief  of  the 
allergic  manifestations  of  respi- 
ratory illnesses,  such  as  the 
common  cold  and  bronchial  asthma, 
seasonal  allergies,  sinusitis, 
rhinitis,  conjunctivitis,  and  otitis. 
Contraindications : Hypersensitivity 
to  antihistamines.  Not  recommended 
for  use  during  pregnancy. 
Precautions:  Until  patient’s 
response  has  been  determined,  he 
should  be  cautioned  against 
engaging  in  operations  requiring 
alertness.  Administer  with  care 


in  sinusitis,  colds,  U.R.L 

DiiiietapirExteiitalis 

(Dimetane®  [brompheniramine  maleate],  12  mg.; 
phenylephrine  HCl,  15  mg.;  phenylpropanolamine  HCl,  15  mg.) 

up  to  10-12  hours  clear 
breathing  on  one  tablet 


to  patients  with  cardiac  or  periphen 
vascular  diseases  or  hypertension. 
Side  Effects:  Hypersensitivity 
reactions  including  skin  rashes, 
urticaria,  hypotension  and  thromb’ 
cytopenia,  have  been  reported  on 
rare  occasions.  Drowsiness,  lassitud 
nausea,  giddiness,  dryness  of 
the  mouth,  mydriasis,  increased 
irritability  or  excitement  may 
he  encountered. 

Dosage:  1 Extentab  morning  and 


evenina;. 


Supplied:  Bottles  of  100  and  500. 
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Significance  of  Protein  and  Bilirubin-protein  Ratio 
In  Amniotic  Fluid  from  Rh-lsoimmunized  Mothers 

A Preliminary  Reportt 

B.  F.  Andrews,  M.D.,* *  W,  M.  Wolfe,  Jr,,  M.D.,** 

J.  H.  Hoffman,  M.D.,***  and  P.P.  Thomas,  B.S.M.T.  (ASCP) 

Louisville,  Kentucky 


Amniotic  fluid  from  23  subjects  with 
anti-D  titers  was  studied  by  the  method 
of  Liley  and  also  for  total  proteins.  Total 
protein  values  alone  were  not  reliable. 
The  ratio  ^ O.D.  450  mu  to  total  protein 
was  demonstrated  to  afford  the  best  prog- 
nostic significance  irrespective  of  gesta- 
tional age. 

BEVIS^  in  1956  introduced  spectrophoto- 
metric  scanning  of  amniotic  fluid  from 
Rh-isoimmunized  pregnancies  and  sug- 
gested the  major  optical  density  (O.D.)  peak 
represented  bilirubin.  Later  Liley^  selected  the 
specific  O.D.  at  450  m/A  which  has  been 
shown  universally  to  afford  accurate  prognosis 
for  outcome  of  Rh-isoimmunized  pregnancies 
when  gestational  age  is  known  and  is  under 
35  weeks.^  ® Recently  Brazie  and  associates^ 
have  determined  the  major  pigment  is  indi- 
rect bilirubin.  Errors  in  spectrophotometric 
scanning  became  known®  and  other  investi- 
gators introduced  the  total  protein  determina- 
tion of  amniotic  fluid  as  a measure  of  de- 
creasing errors.®'^-  Several  investigators  report- 
ed elevated  amniotic  fluid  protein  in  severe 
hemolytic  disease®'^  ^ while  others  could  not 
substantiate  this  observation.^®  Studies  of  nor- 
mal amniotic  fluid  revealed  decreasing  pro- 
tein values  as  term  approaches.^®  Cherry  and 

fFrom  the  departments  of  pediatrics  and  obstetrics 
and  gynecology,  University  of  Louisville  School  of 
Medicine:  supported  by  General  Research  Support 
Grant  (FR5375);  presented  in  part  at  the  Southern  So- 
ciety for  Pediatric  Research,  Norman,  Okla.,  Novem- 
ber 11-12,  1966. 

* Associate  professor  of  pediatrics,  director  of  New- 
born Services 

** Assistant  professor  of  obstetrics  and  gynecology 

*** Resident  in  obstetrics  and  gynecology 


associates'^  found  total  protein  of  amniotic 
fluid  to  be  related  to  severity  of  erythroblasto- 
sis and  further  stated  that  the  O.D.  (450- 
600)  mfji  to  total  protein  in  Gm/100  ml.  ratio 
eliminates  the  problem  of  dilution  of  amniotic 
fluid  near  term  and  permits  an  estimate  from  a 
single  specimen  without  knowledge  of  the  exact 
gestational  age. 

Since  the  use  of  spectrophotometry  alone  en- 
ables selective  time  of  delivery  or  intrauterine 
transfusion  of  95  per  cent  of  affected  infants 
prior  to  35  weeks  gestation  when  gestation  is 
known,  any  method  which  eliminates  errors 
in  prognosis  due  to  gestational  age  or  hy- 
dramnios  would  be  of  great  importance.  The 
current  study  was  undertaken  to  evaluate  total 
protein  concentration  and  the  A O.D.  450  m^u.- 
protein  ratio  for  their  prognostic  value  in  de- 
termining outcome  of  Rh-isoimmunized  preg- 
nancies. 

Material  and  Methods 

Twenty-three  mothers  with  anti-D  titers  had 
from  one  to  four  amniocenteses.  Liley’s  meth- 
od® for  determining  A O.D.  450  m/u,  and  a 
microbiuret  method^®  for  total  protein  concen- 
tration were  used  on  the  first  amniotic  fluid 
specimen  obtained.  The  following  ratio  was 
determined;  A O.D.  450  mfi.  Three  bloody 
Total  protein  Gm/100  ml 
amniotic  fluids  were  not  studied  for  protein. 
Outcome  of  the  infants  was  divided  into  three 
categories : 

I.  Stillbirths  and  hydrops 

II.  Moderate,  requiring  exchange  transfu- 
sions 

III.  Mild  or  not  involved 

Results 

Total  protein  concentrations  are  plotted  ac- 
cording to  gestational  age  in  relation  to  the 
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TOTAL  PROTEIN  AS  AN  INDEX  OF 
SEVERITY  OF  ERYTHROBLASTOSIS  FETALIS 
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FIGURE  1.  Total  protein  concentration  of  20  amniotic  fluid 
specimens  from  Rh-sensitized  mothers  is  compared  to  gesta- 
tional age  and  outcome  of  their  infants. 


severity  of  hemolytic  disease  in  the  infants  in 
Figure  I.  Infants  in  category  I had  values  rang- 
ing from  0.2  to  2.4  with  a mean  of  0.8  Gm 
per  cent.  Infants  requiring  exchange  transfu- 
sion from  category  II  had  a range  of  0.1  to 
0.6  with  a mean  of  0.24  Gm  per  cent.  In  the 
mild,  or  nonaffected  group  III,  values  ranged 
from  0.1  to  0.3  with  a mean  of  0.24  Gm  per 
cent.  Values  over  0.4  Gm  per  cent  were  always 
associated  with  infants  requiring  exchange 
transfusions  by  currently  accepted  criteria. 
However,  infants  with  hydrops  and  moderately 
severe  disease  had  values  less  than  the  mild 
or  nonaffected  infants.  The  highest  values  were 
observed  in  stillborns.  It  is  possible  that  the 
value  2.4  Gm  was  for  ascitic  fluid. 

Figure  2 depicts  ratios  of  the  A O.D.  450 
mfx  to  total  protein  according  to  gestational 
age  in  relation  to  outcome  of  the  infants. 
Ratios  under  0.12  were  not  associated  with  af- 
fected infants.  Ratios  for  infants  requiring  ex- 
change transfusion,  category  II,  were  0.12  to 
0.6  with  a mean  of  0.34.  The  most  severe, 
with  hydrops  or  stillbirth,  category  I,  ranged 
from  0.36  to  0.83  with  a mean  of  0.52.  Two 
stillbirths  and  two  of  three  hydrops  had  ratios 
over  0.45.  No  fall  in  values  occurred  with  in- 
crease in  gestational  age. 


Comments 

Our  data  regarding  concentration  of  pro- 
tein was  not  in  complete  agreement  with  other 
investigators  who  reported  excellent  prognostic 
significance  of  protein  concentration  in  amnio- 
tic fluid  of  Rh-isoimmunized  pregnancies.** 
However,  our  values  were  compatible  with 
those  of  Walker  and  associates*-  and  were 
high  for  severely  affected  infants.  7'he  mean 


concentrations  of  protein  for  our  uninvolved  in- 
fants and  infants  requiring  exchange  trans- 
fusions without  hydrops  were  identical  at  0.24 
Gm/  100  ml.  Infants  with  hydrops  or  stillbirth 
had  values  from  0.2  to  2.4  with  a mean  of  0.86 
Gm/100  ml.  Mentasti,*®  and  Abbas  and  To- 
vey,®  using  protein  electrophoresis,  and  An- 
drews and  associates*'*  using  immunodiffusion 
techniques  reported  increased  gamma  globulin 
and  albumin  in  severely  affected  infants.  In 
normal  pregnancy  dilution  of  amniotic  fluid 
occurs  and  total  protein  decreases  toward  term, 
paralleling  the  fall  in  bilirubin  pigments.*** 

The  results  of  the  current  study  would  in- 
dicate that  correct  prognosis  or  outcome  of 
Rh-isoimmunized  pregnancies  can  best  be  de- 
termined by  the  ratio  A O.D.  450  m/x. 


Total  Protein  Gm/100  ml 
Values  were  not  dependent  upon  gestational 
age.  Ratios  of  less  than  0.12  were  found  in 
uninvolved  infants.  For  infants  requiring  one 
to  two  exchange  transfusions  ratios  ranged 
from  0.12  to  0.6  with  a mean  of  .34;  while 
two  stillbirths,  two  hydrops,  and  only  one  in- 
fant who  required  two  exchange  transfusions 
had  values  over  0.45.  Therefore,  correct  prog- 
nosis was  given  without  knowledge  of  hy- 
dramnios  or  gestational  age.  No  meconium 
stained  specimens  were  studied;  therefore,  no 
statement  can  be  made  regarding  errors  in- 
duced by  its  appearance.  The  A O.D.  450  m/x 
values  from  three  bloody  specimens  gave  a 
correct  prognosis.  Although  Cherry  and  associ- 
ates*^ used  A O.D.  (450  minus  600)  m/x,  they 
came  to  similar  conclusions.  Since  the  A O.D. 

RATIO  OF  AOD450m^AND  TOTAL  PROTEIN  AS  AN  INDEX 
OF  SEVERITY  OF  ERYTHROBLASTOSIS  FETALIS 
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FIGURE  2.  The  A 'T50  mu  to  total  protein  in  Gms  per 
cent  ratios  of  20  amniotic  fluid  specimens  are  compared  to 
gestational  age  and  outcome  of  the  infants. 
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450  m/A  of  Liley  is  now  being  accepted  as  in- 
direct bilirubin,  we  would  urge  its  use  because 
of  familiarity  in  calculating  the  ratio. 

Summary 

Liley’s  work  was  confirmed  by  spectropho- 
tometric  scanning  in  23  subjects.  The  value  of 
the  ratio  of  A O.D.  450  m^  to  total  protein 
in  Gm  per  cent  of  amniotic  fluid  from  Rh- 
isoimmunized  mothers  was  demonstrated  to  af- 
ford the  best  prognostic  value  irrespective  of 
gestational  age.  Total  protein  fell  with  gesta- 
tional age  and  was  not  a reliable  indication 
of  presence  of  hemolytic  disease  except  in  se- 
vere cases.  The  use  of  the  bilirubin  to  protein 
ratio  is  suggested,  especially  when  gestation  is 
unknown,  is  late,  or  when  hydramnios  is  pres- 
ent. 

Addendum 

Further  studies  in  over  50  subjects  have 
shown  lack  of  correlation  of  severity  of  disease 
with  total  protein,  but  have  substantiated  the 
value  of  the  AO.D.  450  mfx  in  predicting  out- 
come. Total  Protein 

IVe  thank  A.  W.  Liley,  M.D.  for  confirmatory 
studies  on  first  specimens;  and  our  obstetrical  col- 
leagues in  the  Greater  Louisville  area  for  their  co- 
operation and  provision  of  specimens. 
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The  Template  Technique  for  Cleft  Lip  Repaint 

Robert  C.  Kratz,  M.D.* * 

Neivport,  Kentucky 


The  Template  Technique  for  Cleft  Lip 
Repair  presents  a method  to  remove  the 
element  of  guess  work  from  certain  plas- 
tic surgery  procedures. 

IT  IS  not  unusual  to  see  cleft  lip  and  cleft 
palate  patients  who  have  had  from  10  to 
20  procedures  performed  for  their  defects. 
Because  of  the  extent  of  the  defect  these  nu- 
merous procedures  are  sometimes  necessary.  We 
should  however,  always  be  searching  for  the 
single  procedure  which  will  restore  function 
and  appearance  as  closely  to  normal  as  possi- 
ble. This  ambition  may  never  be  achieved,  but 
perhaps  the  number  of  operations  may  at  least 
be  reduced  by  more  careful  planning  of  the 
first  procedures. 

The  Template  Technique  can  be  of  value 
in  whatever  procedure  the  surgeon  may 
choose.  The  advantages  which  it  offers  may 
be  summarized  in  the  following  four  points: 

( 1 )  The  high  degree  of  “guess  work”  and 
“luck”  commonly  associated  with  repair  of 
dept  lip  are  appreciably  decreased. 

(2)  With  the  aid  of  a life-sized  photograph 
of  the  patient,  the  surgeon  is  able  to  plan  the 
operation  at  his  desk  well  in  advance  of  the 
actual  operation.  Each  line  of  incision  and  op- 
erative step  may  be  indicated  on  the  photo- 
graph and  later  transferred  by  the  template 
technique  to  the  anesthetized  patient. 

(3)  By  working  out  these  details  prior  to 
surgery,  both  the  operating  room  time  and  the 
duration  of  anesthesia  are  lessened. 

(4)  From  a teaching  standpoint,  the  resi- 
dent in  surgery  can  plan  his  version  of  the 
operation  on  a separate,  made-to-scale  photo- 
graph of  the  patient. 

A review  of  results  obtained  in  my  experi- 
ence with  operations  for  unilateral  cleft  lip  has 
revealed  a demonstrably  better  result  in  cases 

-^Presented  at  the  Kentucky  KENT  Society  Session, 
KM  A Annual  Meeting,  September  28,  1967 

* Otolaryngologist  and  facial  plastic  and  reconstructive 
surgeon,  practicing  in  Newport 


where  I had  used  Tennison’s  method  for  the 
repair  than  had  been  possible  where  I had 
followed  other  surgical  alternatives.^  For  the 
optimal  surgical  objective  in  repair  of  double 
cleft  lip,  I prefer  the  Veau  III  operation.^’  ^ 

Materials  and  Methods 

A full-faced,  lifesized,  exactly  to  scale  pho-  j 

tograph  is  taken  of  the  patient.  To  assure  in-  { 

tegrity  of  the  measurements,  a centimeter  ruler  ( 
should  be  included  in  this  picture.  There  is  a 
variety  of  photographic  equipment  avail- 
able which  may  be  used  (I  prefer  to  use  a 
Nikon  F camera  with  a 135-mm,  F3.5F/22 
lens  and  a No.  2 supplementary  lens  for  close- 
up  photography.  This  camera  is  equipped  with 
a Polaroid  attachment  and  a ring  flash  for 
shadowless  lighting.) 

The  photograph  is  taken  at  a distance  ap- 
proximately 17  inches  from  the  subject.  An  f 

F/22  setting,  Polaroid  3,000  speed,  and  type  j 

107  film  are  used.  | 

Development  of  the  Technique  I 

Measurements  and  drawings  are  carefully  | 

made  on  the  photograph,  using  a 1:1  scale.  | 

The  template  is  then  made,  utilizing  wire  or  f 

x-ray  film,  and  the  diagrammatic  presentation  | 

is  quickly  transferred  from  the  photograph  to 
the  scrubbed  skin  of  the  anesthetized  patient. 

Where  x-ray  film  is  used,  the  clear  film  is 
placed  over  the  life-sized  photograph  with  the 
drawn  lines  and  these  are  traced  onto  the 
film.  The  template  is  then  cut  from  the  film 
with  a scissors  and  this  pattern  is  sterilized 
in  benzalkonium  solution.  If  desired  No.  30 
wire  can  be  bent  with  a fine  needle  holder  to 
match  the  lines  on  the  photograph.  The  lines 
are  drawn  on  the  skin  with  methylene  blue. 

The  lengths  of  the  lines  are  checked  and  ad- 
justed with  a compass.  (Figure  1)  [ 

The  distance  from  the  apex  of  cupid’s  bow 
on  the  “normal  side”  of  the  lip  to  the  center 
of  the  philtrum  is  taken.  This  distance  must 
equal  the  distance  from  the  apex  of  cupid’s 
bow  to  the  center  of  the  philtrum  on  the  cleft 
side  of  the  lip.  All  these  measurements  usually 
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are  equal  to  this  measurement.  The  base  of  the 
columella  is  the  point  a’;  a is  at  the  inner- 
most base  of  the  ala;  b’  represents  the  apex  of 
cupid’s  bow  and  is  equally  distant  from  the 
midline  of  the  philtrum  as  the  apex  of  cupid’s 
bow  is  distant  on  the  uninvolved  side  of  the 
lip.  The  angle  a’  b’  c’  is  slightly  larger  than  a 
right  angle.  Making  c’  b’  equal  to  xx  (xx  being 
equal  to  xb),  d is  then  placed  at  the  region 
where  the  lip  begins  to  appear  thin.  Next,  ab 
is  made  to  equal  a’  b’,  be  to  equal  b’  c’,  and 
cd  to  equal  c’  b’.  (Generally,  these  measure- 


FIGURE 1.  Crosshatched  area  (bottom  left)  is  usually  dis- 
carded unless  needed  to  close  anterior  portion  of  cleft 
palate.  Distance  from  apex  of  cupid's  bow,  normal  side, 
to  center  of  philtrum  determines  distance  of  b’  from  center 
of  philtrum.  c’b'  equals  xx;  ab  is  approximately  equal  to  be. 
Angle  a’b’c'  is  slightly  greater  than  a right  angle. 

( Illustrations  reproduced  from  Archives  of  Otaryngology,  July 
1967,  Vol.  86,  p.  93.) 


ments  are  equal  to  one  another.)  The  line  ab 
and  a’  b’  may  vary  slightly  from  the  length 
of  the  other  lines,  but  this  is  rare.  The  length 
of  the  lip  on  the  cleft  side  equals  the  sum  of 
lines  ab  and  bd.  The  amount  of  undermining 
that  is  carried  out  on  the  cleft  side  of  the 
lip  is  variable.  For  repair  of  the  incomplete 
cleft  lip,  a triangle  of  tissue  between  the  ala 
and  the  columella  is  excised  and  discarded. 
Such  surplus  tissue,  however,  may  be  utilized 
for  reinforcement  of  the  floor  of  the  nose  in  a 
patient  with  complete  cleft  deformity. 


FIGURE  2.  Lines  are  sketched  on  photo  before  operation 
(top  left).  Line  abc  (bottom  left),  which  has  been  short- 
ened by  removing  wedge  beneath  the  ala,  is  sutured  to 
a’b’c’.  Mucous  membrane  and  muscle,  denuded  of  all  skin, 
from  each  side  are  brought  across  the  midline  and  sutured 
beneath  the  prolabium. 

( Illustrations  reprcxiuced  from  Archives  of  Otaryngology,  July 
1967,  Vol.  86,  p.  94.) 
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Bilateral  Cleft  Lip 

The  template  technique  may  also  be  ap- 
plied to  the  repair  of  bilateral  cleft  lip.  As 
mentioned  at  the  outset,  I prefer  the  Veau  III 
operation  for  the  better  result  in  the  repair 
of  this  type  deformity.--  •"*  (Figure  2) 

The  use  of  a simple  elastic  band  attached 
to  a cloth  cap  usually  is  sufficient  for  man- 
agement of  the  prominent  maxilla.  Occasional- 
ly, however,  a surgical  set-back  procedure  is 
necessary.  Should  this  be  the  case,  the  suture 
between  the  vomer  bone  and  the  prevomerine 
line  must  be  avoided.  Orthodontic  consultation 
is  strongly  urged  whenever  reconstruction  of 
bilateral  cleft  lip  is  planned. 

The  prolabium  is  always  freed  from  the 
premaxilla  and  utilized.  The  vermilion  border 
is  preserved  and  approximation  is  verified  at 
the  end  of  the  procedure  by  use  of  a micro- 
scope at  the  operating  table.  Both  muscle  and 
mucosa  are  brought  across  the  midline,  be- 
neath the  prolabium,  stretching  the  prolabium 
if  it  is  too  short,  and  a triangle  of  skin  is 


removed  from  beneath  the  ala,  bilaterally.  The 
inner  part  of  the  mucous  membrane  of  the 
prolabium  is  used  as  lining  for  the  upper  lip. 

Comment 

My  review  of  the  published  reports  on  re- 
pair of  cleft  lip  has  revealed  that  the  use  of  a 
life-sized  photograph  in  the  planning  of  this 
type  repair  has  not  been  done.  This  operative 
adjunct  to  cleft  lip  surgery,  therefore,  is 
brought  to  the  attention  of  the  otolaryngolo- 
gist. It  is  hoped  that,  by  presenting  this  simpli- 
fied version  of  cleft  lip  repair  by  use  of  the 
photograph  and  the  template  technique,  in- 
creasing numbers  of  surgeons  will  become  in- 
terested in  the  reconstruction  of  cleft  lip.  This 
technique  can  be  useful  to  the  senior  surgeon 
of  longstanding  experience  as  well  as  to  his 
younger  and  less  experienced  colleague. 
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bon, and  typed  with  double  spacing.  Maximum  length 
of  an  article  should  not  exceed  4500  words;  the  Board 
of  Consultants  on  Scientific  Articles  prefers  that  they 
be  briefer  than  this  when  possible. 

In  submitting  a manuscript,  the  author  is  requested 
to  include  a concise  summary,  not  to  exceed  35  words, 
to  be  used  as  a sub-title  when  the  article  is  published 
in  The  Journal.  The  purpose  of  the  summary  is  to 
create  additional  interest  and  encourage  greater 
leadership. 

Footnotes  and  bibliographies  should  conform  to  the 
style  of  the  Quarterly  Cumulative  Index  Medicus  pub- 
lished by  the  American  Medical  Association.  This  re- 
quires in  the  order  given:  name  of  author,  title  of  arti- 
cle, name  of  periodical,  with  volume,  page,  month — 
day  of  month  if  weekly — and  year.  The  Journal  of 
the  KMA  does  not  assume  responsibility  for  the 
accuracy  of  references  used  with  scientific  articles. 


All  scientific  material  appearing  in  The  Journal  is 
reviewed  by  the  Board  of  Consultants  on  Scientific 
Articles.  The  editors  may  use  up  to  six  illustrations, 
with  the  essayist  bearing  the  cost  of  all  over  three 
one-column  halftones. 

Arrangements  for  reprints  of  an  article  should  be 
made  directly  with  the  publisher  of  The  Journal, 
Gibbs-lnman  Printing  Company,  817  W.  Market  St., 
Louisville,  Ky. 

The  bylaws  of  the  Kentucky  Medical  Association 
provide  that  all  scientific  discussions  and  papers  read 
before  the  KMA  Annual  Meeting  shall  be  referred 
to  the  KMA  Journal  for  consideration  for  publication. 
The  bylaws  further  state  that  the  editor  or  the  as- 
sociate editor  may  accept  or  refect  these  papers  as  it 
appears  advisable  and  return  them  to  the  author  if  not 
considered  suitable  for  publication. 

Please  mail  your  scientific  articles  to  The  Journal 
of  the  Kentucky  Medical  Association,  3532  Janet 
Ave.,  Louisville,  Kentucky  40205. 
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Remarks  of  the  President 

Milford  O.  Rouse,  M.D.* 


Dsctor  Rouse  presented  this  stimulating  address  before  the  House  of  Delegates  of  the  American  Medical  Association 
during  the  AMA's  Annual  Clinical  Convention,  November  26-29,  1967.  In  order  to  give  the  physicians  of  Kentucky 
an  opportunity  to  share  its  contents,  the  editors  agreed  that  it  should  be  published  in  its  entirety. 


Mr.  Speaker,  fellow  officers,  members  of  the 
House  of  Delegates,  distinguished  guests,  my 
fellow  practitioners,  ladies  and  gentlemen: 

In  making  his  Clinical  Convention  report  to  the 
House  of  Delegates,  I believe  your  president  should  at- 
tempt a broad  view  of  the  future.  I believe  he  should 
look  ahead  not  only  from  the  viewpoint  of  our  pro- 
fession, but  from  a more  broadly  based  view  of  the 
nation  as  a whole. 

If  we  are  to  build  a better  tomorrow,  our  efforts 
and  those  of  all  citizens  must  be  to  build  the  nation. 
We  cannot  be  content  trying  to  build  only  our  corner 
of  it. 

The  future  of  the  individual  physician,  of  patient 
care  and  of  the  methods  by  which  it  will  be  made 
available  to  all  people  do  not  depend  on  our  efforts 
alone.  They  depend  also  on  the  future  attitude  of  the 
nation  toward  free  enterprise;  on  the  degree  of  future 
national  respect  for  individual  initiative;  and  on  the 
extent  of  future  over-all  acceptance  of  the  concept  that 
personal  satisfaction  and  personal  benefit  are  to  be 
gained  principally  through  personal  endeavor. 

To  state  it  briefly,  our  future  depends  on  the  pres- 
ervation and  strengthening  of  freedom  for  all  people 
of  our  nation. 

If  that  freedom  is  truly  in  danger  — and  I am 
among  those  who  fear  that  it  is  — the  danger  does  not 
come  substantially  from  the  few  persons  who  are  en- 
gaged actively  in  trying  to  undermine  it.  The  greater 
danger  stems  from  a lack  of  activity  by  millions  of 
citizens  whose  dedicated  efforts  are  needed  if  freedom 
is  to  be  preserved. 

Freedom  is  much  like  a great  bonfire.  The  more 
people  who  work  to  feed  it,  tend  it  and  protect  it,  the 
more  brightly  it  burns.  By  the  same  law  of  nature,  the 
more  brightly  it  burns,  the  more  people  are  required 
to  support  it  and  keep  it  flaming. 

It  is  my  earnest  prayer  that  the  emphasis  I place 
on  free  enterprise,  individual  initiative  and  personal 
benefit  through  personal  endeavor  will  not  be  inter- 
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preted  by  either  my  friends  or  otherwise  as  a denial 
of  the  rightful  and  vital  role  government  plays  in  the 
life  of  this  country  and  of  its  people. 

To  a society  as  large  and  diverse  as  this  one,  large 
government  is  a necessity.  To  a nation  as  strong  as  this 
one,  strong  government  is  indispensable.  There  are 
many  things  that  can  be  done  only  by  government 
and  best  by  government. 

There  are  other  things,  however,  that  can  be  done 
only  by  the  private  organizations  and  individual  citi- 
zens working  together  and  best  by  them. 

There  is  a feature  in  the  nature  of  government  that 
keeps  it  from  accomplishing  many  things  that  need  to 
be  done.  An  understanding  of  that  factor  both  inside 
and  outside  of  government  would  do  much  to  explain 
the  frequent  frustration  caused  when  well-intentioned 
programs  do  not  live  up  to  expectations. 

The  feature  is  that  no  matter  how  positive  a govern- 
ment wants  to  be  and  no  matter  how  positive 
the  statements  of  its  officials  are,  its  efforts  are  often 
negative  in  execution. 

Government  can  pass  laws  against  theft,  but  no  law 
can  make  a people  want  to  be  honest.  Government  can 
pass  laws  forbidding  the  abridgment  of  freedom  of  re- 
ligion, but  no  law  can  make  a people  want  to  wor- 
ship God.  Government  can  pass  laws  against  drunken- 
ness, but  no  law  can  make  a people  want  sobriety. 

Even  in  its  attempt  to  assure  basic  civil  rights  to  all 
citizens,  which  appears  positive,  government  can  only 
pass  laws  against  denying  a member  of  any  race  the 
right  to  live  wherever  he  wants  and  to  work  wherever 
he  qualifies.  No  law  can  make  families,  neighbor- 
hoods, employers  or  workers  want  to  share  what  they 
have  with  members  of  another  race. 

Government  can  and  does  try  to  stop  people  from 
doing  undesirable  things,  but  it  cannot  make  them 
want  to  do  desirable  things. 

The  real  danger  to  freedom  today,  as  well  as  the 
cause  of  much  frustration,  anger  and  bewilderment,  is 
that  too  many  people  are  looking  to  the  government  to 
grant  freedom,  assure  rights,  build  prosperity  and  cre- 
ate brotherhood  — things  no  government  in  history 
has  ever  been  equipped  to  do  alone.  Many  people  ex- 
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pect  the  government  to  do  what  only  they  can  do  for 
themselves. 

Our  nation  faces  an  apparent  widespread  deteri- 
oration in  personal  integrity,  seen  in  practically  every 
segment  and  level  of  society,  from  the  repairman  who 
does  shoddy  work  ...  to  the  factory  worker  who 
gives  no  thought  to  the  quality  of  the  product  he  is 
making  . . . the  clerk  who  takes  office  stamps  . . . the 
salesman  who  pads  his  expense  account  . . . the  man- 
ager who  cheats  on  his  taxes  . . . the  attorney  who 
recommends  an  unjustified  lawsuit  ...  to  the  physi- 
cian who  might  expand  a medical  report  to  inflate  the 
insurance  payment  to  himself  and  his  patient. 

It  also  is  seen  at  every  level  of  government,  from 
censure  proceedings  in  our  highest  legislative  bodies 
to  a city  where  national  guard  troops  are  mustered  to 
prevent  election  abuses. 

Government  alone  cannot  solve  this  problem.  There 
already  are  laws  against  all  of  these  things.  The  so- 
lution can  come  only  from  a heightened  desire  by  all 
people  to  be  honest  themselves  and  a willingness  to  in- 
sist on  integrity  in  their  neighbors,  associates  and  elect- 
ed officials. 

Government  alone  cannot  solve  the  problems  result- 
ing from  the  loss  of  respect  for  law  and  order,  as  evi- 
denced by  increasing  crimes  of  violence  . . . the  growth 
of  organized  crime  . . . and  the  riots  and  demon- 
strations that  have  rocked  our  cities.  Adding  more 
laws  to  those  being  shattered  is  not  a solution.  The 
solution  lies  in  rebuilding  national  respect  for  law  at 
the  personal  level. 

Government  alone  cannot  solve  the  long-range 
problems  of  poverty.  The  appropriation  and  distribu- 
tion of  dollars,  is,  at  best,  a stop-gap  measure.  The 
final  solution  lies  in  the  hearts  and  minds  of  all  citi- 
zens— those  directly  affected  and  those  who  are  not. 

Ways  must  be  found  to  motivate  coming  genera- 
tions of  today’s  poverty  groups  to  better  themselves 
— which  can  be  done  only  with  the  sincere  interest 
and  help  of  all  of  their  fellow  citizens  — through 
education,  training  and  decent  employment. 

All  of  these  things  come  only  from  motivation  and 
ambition,  and  ambition  cannot  be  appropriated  and 
distributed  by  any  legislative  body.  Nor  can  ambition 
be  instilled  into  any  young  person  until  he  knows 
without  question  that  throughout  his  life  he  and  his 
family  will  be  able  to  go  to  school,  work,  worship  and 
live  where  they  wish,  when  they  match  desire  with  ap- 
propriate effort. 

If  we  accept  this  interpretation  of  the  functions  and 
unavoidable  weakness  of  government,  then  we  must 
answer  an  obvious  question:  if  the  government  is  un- 
able to  do  certain  things,  who  will  do  them? 

The  answer  to  that  question  has  been  given  a num- 
ber of  times,  but  I shall  repeat  and  emphasize  it  here: 
we  citizens  must  do  them  in  order  to  protect  our  own 
freedom;  and  to  avoid  forcing  the  government  or  in- 
viting the  government  into  areas  where  the  people 
should  serve  themselves. 

Leaders  in  government  understandably  see  it  as 
their  duty  to  do  for  the  people  of  this  country  what- 
ever they  believe,  or  whatever  they  are  told  by  citizen 
groups,  is  not  already  being  done  equitably,  effective- 


ly and  efficiently  by  the  private  sectors  of  society. 

When  private  citizens  abdicate  their  responsibilities 
and  ask  the  government  to  do  a job,  government  re- 
sponds in  the  only  way  it  can:  it  passes  more  laws 
and  usually  appropriates  more  money.  And  every  time 
another  law  is  passed,  it  means  another  small  or  large 
restriction  on  somebody’s  freedom. 

As  citizens,  in  other  words,  we  have  this  choice 
when  facing  a situation  that  needs  correcting.  We  can 
do  it  ourselves;  or  we  can  ask  the  government  to 
pass  a law  that  says  we  must  not  fall  to  do  it  — and 
that  sets  up  an  administrative  mechanism  to  enforce 
the  prohibition. 

The  former  choice  is  by  far  the  best  way  to  meet  a 
situation,  at  least  from  the  standpoint  of  economy  and 
independence;  and  often  from  the  standpoint  of  speed 
efficiency  and  effectiveness,  depending  on  the  nature 
of  the  problem. 

The  government  will  be  called  on  to  help.  Its  re- 
sources and  responsibilities  certainly  cannot  and 
should  not  be  overlooked.  But  the  initiative,  leader- 
shop  and  work  should  remain  in  the  hands  of  the  citi- 
zens. 

Let’s  see  briefly  how  this  applies  in  just  two  areas  of 
our  professional  interests. 

One  is  the  rising  price  of  health  and  medical  care, 
a topic  to  which  I hope  you  will  give  your  most  seri- 
ous consideration  as  you  act  on  the  reports  on  this 
subject  from  your  Board  of  Trustees,  Councils  and 
Committees. 

The  major  content  of  these  reports  amplifies  and 
updates  the  action  of  the  House  of  Delegates  last  June 
in  stating  that  it  is  the  responsibility  of  every  physi- 
cian to  help  his  patients  get  the  most  out  of  their 
health  care  dollars;  and  to  make  himself  more  ef- 
ficient and  productive. 

An  appropriate  back-drop  for  the  rendition  of  high 
quality  medical  care,  available  to  all,  at  reasonable 
costs,  may  be  found  in  the  re-statement  of  the  pur- 
poses and  responsibilities  of  the  American  Medical 
Association,  as  outlined  in  eleven  simple  declarations 
to  be  considered  later  at  this  session.* 

No  element  of  the  total  picture  has  aroused  more 
interest  than  the  inevitable  escalation  of  health  care 
costs.  A great  many  things  are  being  said,  and  a great 
many  actions  are  being  proposed,  by  people  inside  and 
outside  of  the  health  care  field. 

For  example,  the  Department  of  Health,  Education 
and  Welfare’s  medical  price  study  ...  a statement  by 
the  director  of  the  Social  Security  Administration’s 
Bureau  of  Health  Insurance  expressing  concern  over 
rising  health  care  costs  and  warning  that  if  it  con- 
tinues, the  public  will  demand  a change  . . . the 
American  Public  Health  Association’s  resolution  that 
a congressional  report  on  health  costs  is  urgently 
needed  to  guide  both  the  public  and  private  sectors  of 
the  health  care  economy  . . . and  the  president  of  the 
AFL-ClO’s  denunciation  of  what  he  called  the  “relent- 
less escalation  of  doctors’  fees’’  and  his  call  for  federal 
controls  over  physician  charges  to  medicare  patients. 

The  widespread  concern  is  hardly  surprising.  Heath 
care  is  a major  budget  item.  In  1965  the  people  of  our 
(Continued  on  Page  374) 

* Published  in  the  February  issue  of  The  Journal  of 
KM  A,  page  180 
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"AW  Otolaryngologists  are  Alike'^ 


Just  look  at  them  and  you  can  see  how  much  they 
have  in  common.  Besides,  they  all  go  through  pretty 
much  the  same  training,  and  pass  the  same  kinds  of 
tests,  and  measure  up  to  the  same  sort  of  standards. 
Therefore,  all  otolaryngologists  are  alike.  Right? 

Wrong!  But  that's  no  more  preposterous  than  what 
some  people  say  about  aspirin.  Namely:  since  all  aspirin 
is  at  least  supposed  to  come  up  to  certain  required 
standards,  then  all  aspirin  tablets  must  be  alike. 

Bayer's  standards  are  far  more  exacting.  In  fact,  there 
are  at  least  nine  specific  differences  involving  moisture 
content,  purity,  potency  and  speed  of  tablet  disintegra- 


tion, which  make  the  manufacture  of  Bayer®  Aspirin  so 
different. 

These  Bayer  standards  result  in  significant  product 
benefits,  including  gentleness  to  the  stomach  and  prod- 
uct stability,  that  enable  Bayer  Aspirin  tablets  to  stay 
strong  and  gentle  until  they  are  taken. 

So  next  time  you  hear  someone  say  that  all  aspirin 
tablets  are  alike,  you  can  say,  with  confidence,  that  "it 
just  isn't  so." 

You  might  also  say  that  all  otolaryngologists  aren't 
alike,  either. 
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Grounds...for  Regrotoni 

chlorthalidone  50  mg. 
reserpine  0.25  mg. 


when  you  want  to  provide  the  combined 
benefits  of  two  accepted  agents 
in  the  treatment  of  miid  to  moderate 

hypertension  . (Contraindications:  history  of  mentai 
depression,  hypersensitivity,  and  most  cases  of  severe  renai  or 
hepatic  diseases.) 

when  you  want  to  prescribe  therapy 
that  is  generaiiy  weii  toierated. 

(However,  adverse  reactions  may  occur.  For  a complete  listing, 
please  refer  to  the  full  prescribing  information  which  is  sum- 
marized below.) 

when  your  patient  wants  an  easy-to- 

remember  and  reasonabiy  priced 

■ 

regimen.  (One  tablet  a day  usually  costs  about  a dime.) 


Indications:  Hypertension.  Contraindications:  History  of  mental 
depression,  hypersensitivity,  and  most  cases  of  severe  renal  or 
hepatic  diseases.  Warning:  With  the  administration  of  enteric- 
coated  potassium  supplements,  which  should  be  used  only  when 
adequate  dietary  supplementation  is  not  practical,  the  possibility 
of  small-bowel  lesions  (obstruction,  hemorrhage,  and  perforation) 
should  be  kept  in  mind.  Surgery  for  these  lesions  has  frequently 
been  required  and  deaths  have  occurred.  Discontinue  coated 
potassium-containing  formulations  immediately  if  abdominal  pain, 
distention,  nausea,  vomiting,  or  gastrointestinal  bleeding  occur. 
Discontinue  1 week  before  electroshock  therapy,  and  if  depression 
or  peptic  ulcer  occurs.  Use  in  pregnancy:  Regroton  should  be  used 
in  pregnant  patients  or  in  women  of  childbearing  potential  only 
when,  in  the  judgment  of  a physician,  its  use  is  deemed  essential  to 
the  welfare  of  the  patients;  adverse  reactions  (thrombocytopenia, 
hyperbilirubinemia,  altered  carbohydrate  metabolism,  etc.)  are  po- 
tential problems  in  the  newborn.  Precautions:  Antihypertensive 
therapy  with  Regroton  should  always  be  initiated  cautiously  in  post- 
sympathectomy patients  and  in  patients  receiving  ganglionic  block- 
ing agents,  other  potent  antihypertensive  drugs,  or  curare.  Reduce 
dosage  of  concomitant  antihypertensive  agents  by  at  least  one- 
half.  To  avoid  hypotension  during  surgery,  discontinue  Regroton 
therapy  two  weeks  prior  to  elective  surgical  procedures.  In  emer- 
gency surgery,  use,  if  needed,  anticholinergic  or  adrenergic  drugs 
or  other  supportive  measures  as  indicated.  Because  of  the  possibil- 
ity of  progression  of  renal  damage,  periodic  kidney  function  tests 
are  indicated.  Discontinue  if  the  BUN  rises  or  liver  dysfunction  is 
aggravated.  Hepatic  coma  may  be  precipitated.  Electrolyte 
imbalance,  sodium  and/or  potassium  depletion  may  occur.  If  po- 
tassium depletion  should  occur  during  therapy,  Regroton  should 
be  discontinued  and  potassium  supplements  given,  provided  the 
patient  does  not  have  marked  oliguria.  Take  particular  care  in  cir- 
rhosis or  severe  ischemic  heart  disease  and  in  patients  receiving 


corticosteroids,  ACTH,  or  digitalis.  Salt  restriction  is  not  recom- 
mended. Use  cautiously  in  patients  with  ulcerative  colitis  or  gall- 
stones (biliary  colic  may  be  precipitated).  Bronchial  asthma  may 
occur  in  susceptible  patients.  Adverse  Reactions:  The  drug  is  gen- 
erally well  tolerated.  The  most  frequent  side  effects  are  nausea, 
gastric  irritation,  vomiting,  diarrhea,  constipation,  muscle  cramps, 
headache,  dizziness  and  acute  gout.  Other  potential  side  effects 
include  angina  pectoris,  anxiety,  depression,  bradycardia  and  ec- 
topic cardiac  rhythms  (especially  when  used  with  digitalis),  drowsi- 
ness, dull  sensorium,  hyperglycemia  and  glycosuria,  hyperuricemia, 
iassitude,  restlessness,  transient  myopia,  impotence  ordysuria, 
orthostatic  hypotension  which  may  be  potentiated  when  chlorthali- 
done is  combined  with  alcohol,  barbiturates  or  narcotics,  leuko- 
penia, aplastic  anemia,  skin  rashes,  thrombocytopenia,  agranulo- 
cytosis, nasal  stuffiness,  increased  gastric  secretions,  nightmare, 
purpura,  urticaria,  ecchymosis,  weakness,  uveitis,  optic  atrophy 
and  glaucoma,  and  pruritus.  Eruptions  and/or  flushing  of  the  skin, 
a reversible  paralysis  agitans-like  syndrome,  blurred  vision,  con- 
junctival injection,  increased  susceptibility  to  colds,  dyspnea, 
weight  gain,  decreased  libido,  dryness  of  the  mouth,  deafness, 
anorexia,  and  pancreatitis  when  epigastric  pain  or  unexplained 
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nation  spent  more  than  $28  billion  for  it.  Adding  to 
that  the  tax  money  the  federal  government  spent  for 
its  programs  brings  the  total  above  $40  billion  for  the 
year.  It  likely  will  reach  $50  billion  this  year. 

The  AMA  Department  of  Survey  Research  has  de- 
termined that  from  1957  through  1966,  physicians’ 
fees  increased  33  per  cent;  hospital  daily  service 
charges  went  up  78  per  cent;  and  the  total  cost  of 
health  care  rose  34  per  cent  • — • all  during  a ten-year 
period. 

The  increase  in  physician  fees  was  greater  than  the 
percentage  increase  in  the  cost  of  food  and  housing, 
which  also  are  basic  needs  of  all  people. 

Of  course,  the  increasing  costs  of  health  care  have 
been  caused  by  a great  many  easily  recognizable 
factors,  such  as  over-all  inflation  . . . higher  salaries 
for  health  personnel,  particularly  in  hospitals  . . . 
government  payment  for  the  care  of  the  indigent 
and  elderly  which  physicians  once  furnished  free  or 
for  a reduced  charge  . . . and  tremendous  increases 
in  demand,  brought  about  by  the  success  of  health 
care  methods,  a rapidly  growing  population,  in- 
creasing national  affluence  and,  to  a large  extent,  by 
government  itself,  whose  programs  and  promised 
benefits  can  be  expected  to  continue  expanding. 

Whatever  the  causes,  however,  the  problem  is 
there.  The  existence  of  good  reasons  for  it  does  not 
justify  our  taking  no  action  about  it. 

And  the  existence  of  the  problem  poses  a real 
threat  of  restrictive  legislation  designed  to  control 
the  cost  of  health  care  services — at  least  to  govern- 
ment-sponsored patients,  and  possibly  to  all  patients. 

If  that  threat  is  to  be  averted,  it  is  mandatory  that 
hospitals,  the  drug  industry,  our  medical  profession 
and  all  others  involved  in  health  care  furnish  positive 
leadership  and  take  visible  action  to  promote  ef- 
ficiency and  minimize  costs. 

The  other  area  I wish  to  mention  does  not  pose 
exactly  the  same  type  of  problem,  but  is  an  important 
part  of  promoting  efficiency  and  minimizing  costs 
of  health  care.  It  also  is  a vital  part  of  unifying  all 
elements  of  health  care  and  of  giving  the  entire  field 
a single  voice  with  which  to  answer  criticism  and 
with  which  to  expound  the  plans  and  methods  for 
future  health  care  delivery  to  all  of  the  people  of  our 
country. 

The  area  is  our  relationships  with  other  health  pro- 
fessions and  with  all  allied  health  personnel. 

As  much  as  we  cherish  our  traditional  spirit  of 
independence,  the  time  has  long  since  passed  when 
the  physician  could  think  of  himself  as  working 
alone.  In  recent  years  we  have  said  that  every 
physician  involved  in  health  care  had  10  people 
working  with  him.  Right  now  it  is  probably  more 
accurate  to  say  he  has  13.  By  1972,  the  number  will 
be  approximately  17. 

If  you  count  all  the  people  in  the  field — including 
physicians,  other  professionals  and  technicians,  as 
well  as  administrators,  accountants,  aides,  custodians, 
maids  and  the  like — you  find  seven  and  a half 
million  workers  in  some  area  of  health. 

In  such  a field  of  our  economy,  that  employs  the 
skills  of  seven  and  a half  million  people;  that  accounts 
for  some  $50  billion  of  expenditure  every  year;  and 


that  includes  approximately  125  professional  and  sub- 
professional groups;  the  inter-relationships  among  the 
groups  and  personnel  are  of  tremendous  importance. 

We  accept  as  a matter  of  course — and  I believe  the 
public  and  other  elements  of  the  health  area  recognize 
— that  the  medical  profession  has  primary  responsibil- 
ity for  over-all  developments  in  medicine.  Conse- 
quently, it  is  urgent  that  careful,  continuing,  in-depth 
consideration  be  given  at  medicine’s  policy  and  staff 
levels,  to  the  many  problems  of  relationship  which 
the  profession  and  the  public  have  with  allied  health 
professions  and  services. 

Being  responsible  to  the  largest  degree  for  the 
quality  of  medical  care,  we  are  responsible  for  pre- 
senting our  thoughtful  opinions  as  to  the  manner 
in  which  all  health  services  are  rendered. 

At  the  same  time,  however,  we  must  look  carefully 
at  the  groups  working  with  medicine  in  order  to 
recognize  and  respect  the  various  degrees  of  maturity 
within  them.  Many  have  professional  status  of  their 
own  and  are  not  eager  to  be  considered  as  working 
under  physicians.  They  prefer  to  work  with  physicians. 

Dentists  continually  increase  their  professional 
competence  and  their  ability  to  serve.  Pharmacists 
make  up  one  such  group,  as  do  nurses.  Veterinarians 
have  a recognized  role  in  health  in  the  United  States. 
Others  we  must  see  from  this  viewpoint  are  chemists, 
psychologists,  biophysicists,  bacteriologists,  and  others, 
plus  the  many  different  kinds  of  technicians  and 
technologists. 

As  demand  for  health  care  and  pressures  on  health 
personnel  have  increased  in  recent  years,  the  health 
and  medical  specialty  groups  have  begun  to  appreciate 
that  they  are  part  of  something  greater  than  them- 
selves. In  a number  of  Instances,  they  have  turned 
to  the  American  Medical  Association  and  have  be- 
come more  closely  affiliated  with  its  activities. 

This  fortunate  tendency  can  be  ascribed  to  aware- 
ness of  the  necessity  for  interdependence  between  all 
specialty  groups  and  the  AMA;  an  interdependence 
that  is  important  to  them  and  to  us. 

The  same  tendency  is  true  in  the  research  and 
academic  communities.  Membership  of  academicians 
in  the  AMA  is  now  at  its  highest  level,  and  more 
of  these  excellent  people  are  working  as  members 
of  our  councils  and  committees. 

Cooperation  at  the  national  level  of  professional 
and  technical  associations,  however,  is  not  enough. 

I wish  to  emphasize  the  importance  of  cooperation 
between  the  individual  physician  and  his  allies, 
especially  those  upon  whom  he  depends  in  the  course 
of  his  daily  practice — including  nurses,  receptionists, 
secretaries,  medical  technicians,  x-ray  technicians, 
physical  and  occupational  therapists,  inhalation 
therapists,  all  medical  assistants,  as  well  as  members 
of  the  health  insurance  industry. 

All  of  these  co-workers  want  and  deserve  recogni- 
tion and  appreciation  as  full  members  of  the  health 
team. 

Perhaps  I should  emphasize,  too,  the  fact  that  they 
also  are  human  beings.  As  such,  they  want  to  know 
that  their  dedication  and  the  importance  of  their 
work  are  recognized  by  their  physician  employers 
and  allies. 

(Continued  on  Page  400) 

April  1968  • 


.374 


The  Journal 


whether  True  or  False— 

It  Seems  To  Make  No  Difference 


IN  THE  January  issue  of  the  KAGP  Journal 
is  published  the  full  text  of  an  address  by 
Bert  Seidman,  Director,  Department  of  So- 
cial Security,  AFL-CIO,  Washington,  D.C.  on 
the  subject  “Problems  In  Medical  Care  from  a 
Union  Viewpoint.”  This  was  the  annual  Arthur 
O.  Goodman  lecture  on  December  14,  1967 
and  was  well  attended  by  host  members  of 
the  Jefferson  County  Academy  Of  General 
Practice  and  their  guests.  Rarely,  if  ever,  has 
any  of  us  listened  to  so  unwarranted  a de- 
nunciation of  American  physicians  and  of  the 
AMA  in  particular.  We  have  heard  addresses 
by  Labor  leaders  and  HEW  officials  and  have 
sat  in  day-long  conferences  with  them.  They 
have  generally  been  courteous,  factual,  and 
friendly  and  tried  to  present  a viewpoint  with 
candor  and  accuracy.  Most  of  us  felt  different- 
ly about  Mr.  Seidman’s  talk. 

The  same  issue  of  the  KAGP  Journal  print- 
ed a comment  by  Donn  L.  Smith,  M.D.,  Dean 
of  the  U of  L School  of  Medicine,  calling  at- 
tention to  inaccuracy  and  unfair  implications 
in  the  address,  especially  as  it  related  to  con- 
trol of  and  information  regarding  drugs,  and 
the  charge  that  the  AMA  opposes  reform  in 
medical  care  and  practice.  There  were,  we  feel, 
many  other  gross  inaccuracies  and  insinuations 
in  the  address  which  merit  comment.  This  has 
been  postponed  until  inquiry  could  be  made  to 
verify  or  disprove  some  of  his  statements. 

Mr.  Seidman  believes  a prepayment  insur- 
ance is  much  better  than  fee-for-service  which 
is  generally  all  right,  with  some  reservations, 
but  he  supports  his  belief  with  this  statement, 
“When  a patient  does  become  ill,  the  physician 
is  free  to  outline  the  course  of  treatment  based 
on  his  professional  judgement  as  to  what  is  re- 
quired rather  than  on  what  the  patient  has 
in  the  way  of  insurance.”  What  an  insulting 


implication!  Another  statement  is,  “We  in  la- 
bor strongly  believe  that  no  one  should  be  de- 
nied the  right  to  necessary  and  available  medi- 
cal services  simply  because  of  lack  of  funds.” 
It  is  very  doubtful  if  any  one  of  the  150  or  so 
physicians  who  heard  him  or  anyone  who  reads 
this  ever  denied  his  service  to  any  patient 
“simply  because”  he  did  not  expect  to  be  paid. 

Speaking  before  a general  practice  group, 
the  guest  naturally  would  extoll  the  virtues  of 
and  the  necessity  for  G.P.’s  and  why  not — 
there  is  no  difference  of  opinion  here.  But 
where  does  he  get  the  idea  that,  “85  to  90 
percent  of  our  medical  students  are  in  train- 
ing for  a specialized  practice?”  Not  the  dean 
nor  any  faculty  members,  not  even  the  medical 
student’s  wife,  can  tell  what  training  he  will 
seek  nor  what  field  of  activity  he  will  enter. 
Today  approximately  30  percent  (over  66,000) 
of  physicians  are  in  general  practice.  Almost 
an  equal  number  (over  58,000)  are  in  the 
medical  specialties — internal  medicine,  cardi- 
ology, allergy,  gastroenterology — which  are  but 
extensions  of  general  practice.  It  can  fairly 
be  said  then  that  approximately  50  percent  of 
practicing  physicians  devote  themselves  to  the 
general,  daily  office-hospital-home  care  of  our 
people.  That  doesn’t  seem  to  be  so  outrageous- 
ly bad. 

Our  speaker  said,  “Only  this  year,  in  1967, 
has  the  AMA  suddenly  discovered  that  we  have 
a shortage  of  physicians  in  this  country.  Until 
now,  for  30  years  they  have  immediately 
pooh-poohed  the  idea  whenever  anyone  even 
mentioned  the  possibility.”  No  more  untrue  nor 
unfair  statement  could  be  made.  In  1951,  Doc- 
tors Anderson  and  Manlove  from  the  AMA 
Bureau  of  Education  came  to  Kentucky  at  the 
request  of  the  KMA  to  evaluate  the  need  for  a 
new  medical  school.  The  shortage  of  physicians 
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was  then  apparent  and  tabulated  by  this  Bu- 
reau of  the  AMA  and  has  been  declared  before 
and  constantly  since  then.  Our  new  medical 
school  in  Lexington  was  organized  in  1954 
with  the  approval  and  help  of  the  AMA.  In 
1952  there  were  79  medical  schools  in  this 
country;  in  1967  there  were  94,  an  increase 
of  15  in  15  years,  all  with  the  approval  and 
help  of  AMA.  Moreover,  there  has  been  an  in- 
crease in  the  enrollment  of  students  in  every 
existing  school  where  this  was  feasible.  Nine 
additional  medical  schools  are  scheduled  to 


open  within  the  next  four  years. 

Some  of  the  statistics  used  by  our  guest 
were  very  difficult  either  to  verify  or  to  dis- 
prove, but  if  they  were  as  inaccurate  and  as 
misleading  as  those  we  could  check,  we  as  an 
audience  were  grossly  misinformed.  He  was 
pleasant  enough  personally  and  a very  good 
speaker,  but  he  managed  to  convey  the  gen- 
eral idea  that  he,  and  labor  generally,  have  a 
dim — we  think  grossly  distorted — view  of 
American  medicine  and  the  AMA. 

Sam  a.  Overstreet,  M.D. 


The  Time  Has  Arrived 
for  the 

KMA  INTERIM  MEETING 


April  17-18 


White  House  Inn 


Covington 


(See  Page  378  for  details) 
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ORGANIZATION  SECTION 


High  Attendance  Anticipated 
At  KMA  Interim  Meeting 

The  attendance  of  a large  number  of  Kentucky 
physicians  is  expected  at  the  18th  annual  KMA  In- 
terim Meeting  April  17-18  at  the  White  House  Inn 
(formerly  the  Lamplighter-Statler  Hilton),  Coving- 
ton, according  to  advance  registration  reports. 

An  excellent  program  of  speakers  has  been  planned 
during  the  session  as  well  as  an  Orientation  Pro- 
gram for  new  members,  and  meetings  of  the  KMA 
Board  of  Trustees  and  the  Woman’s  Auxiliary. 

A panel  discussion  of  the  Ohio  Valley  Regional 
Medical  Program  will  highlight  the  opening  session 
dinner  meeting  April  17.  Participants  will  be  Robert 
Q.  Marston,  M.D.,  Bethesda,  Md.;  Louis  Wozar, 
Dayton,  Ohio;  Walter  I.  Hume,  Jr.,  M.D.,  Louisville; 
and  James  B.  Holloway,  Jr.,  M.D.,  Lexington,  mode- 
rator. 

Prominent  national  authorities  appearing  on  the 
program  the  following  morning  include  Francis  L. 
Land,  M.D.,  Washington,  D.C.;  Blair  J.  Hennings- 
gaard,  M.D.,  Astoria,  Ore.;  and  Richard  S.  Wilbur, 
M.D.,  San  Francisco,  Calif. 

The  meeting  will  close  with  a luncheon  session 
April  18  featuring  guest  speaker  Philip  R.  Lee,  M.D., 
Washington,  D.C.,  who  was  recently  appointed  to  a 
new  position  in  which  he  directs  all  of  the  federal 
health  programs  under  the  Department  of  Health, 
Education  and  Welfare. 

George  F.  Brockman,  M.D.,  KMA  president, 
urges  all  physicians  who  have  not  finalized  their 
plans  to  make  arrangements  to  participate  in  what 
promises  to  be  an  outstanding  meeting. 

CoEor  TV  and  Scientific  Programs 
To  Highlight  AMA  Convention 

Color  television  coverage  of  medical  events,  four 
general  scientific  programs  concerning  a variety  of 
topics,  scientific  and  industrial  exhibits  and  medical 
motion  pictures  will  be  a few  of  the  many  high- 
lights of  the  1968  Annual  Convention  of  the  Ameri- 
can Medical  Association  June  16-20  in  San  Francisco, 
Calif. 

The  Scientific  Awards  Dinner,  honoring  the  award 
winners,  has  been  planned  Wednesday,  June  19. 
Numerous  other  events  are  scheduled  during  the  con- 
vention, as  well  as  many  related  meetings  preceding 
or  following  the  five-day  session.  Further  details  will 
appear  in  the  May  and  June  issues  of  The  Journal. 

AMA  President  Milford  O.  Rouse,  M.D.,  invites 
all  physicians  to  attend  this  important  medical  meet- 


ing and  urges  that  you  make  your  hotel  reservations 
immediately. 

Third  KMA  Trustee  District 
Plans  April  23  Meeting 

The  annual  meeting  of  the  Third  KMA  Trustee 
District  will  be  at  6 p.m.,  April  23,  at  Ivory  Tower 
Inn,  Hopkinsville,  according  to  Gabe  A.  Payne, 
Jr.,  M.D.,  Hopkinsville,  trustee  for  the  district. 

KMA  President  George  F.  Brockman,  M.D., 
Greenville,  will  be  the  featured  speaker  at  the  meet- 
ing. He  will  share  the  program  with  Fred  C.  Rainey, 
M.D.,  Elizabethtown,  state  affairs  chairman  for  the 
Committee  on  Legislative  Activities. 

The  Christian  County  Medical  Society  will  host 
the  meeting.  The  Society’s  Auxiliary  will  also  meet 
at  the  time  of  the  trustee  district  meeting. 

Three  KMA  Trustee  Districts 
Schedule  May  Meetings 

The  Thirteenth,  Fourteenth  and  Fifteenth  KMA 
Trustee  Districts  have  scheduled  meetings  in  May  at 
which  KMA  President  George  F.  Brockman,  M.D., 
Greenville,  will  be  the  featured  speaker. 

The  Thirteenth  District  will  meet  May  14,  ac- 
cording to  Walter  L.  Cawood,  M.D.,  Ashland,  dis- 
trict trustee.  The  Fourteenth  District  has  planned  a 
meeting  May  22  at  Union  College,  Barbourville, 
which  will  include  a scientific  program  arranged  by 
Harold  Bushey,  M.D.,  Barbourville,  according  to  E.C. 
Seeley,  M.D.,  London,  district  trustee. 

Ballard  W.  Cassady,  M.D.,  Pikeville,  trustee,  has 
announced  that  the  Eifteenth  District  will  meet  May 
23.  Letters  containing  complete  details  on  these  meet- 
ings will  be  sent  to  physicians  in  the  three  districts 
as  soon  as  final  arrangements  have  been  made. 


To  the  Self  Employed 

Several  questions  have  been  asked  concerning  in- 
vestment mechanisms  by  which  the  Self-Employed 
Individuals  Tax  Retirement  Act  (Keough  Act)  can 
be  implemented. 

Contributions  can  be  invested  as  follows: 

1 ) A special  Government  retirement  bond. 

2)  An  insurance  annuity. 

3)  Through  a bank  acting  as  trustee. 

4)  Through  a custodian  account  with  a bank  if  in- 
vestments are  made  in  mutual  fund  shares. 
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KAGP  Annual  Assembly  To  Have 
Prominent  Guest  Speakers 

Two  prominent  guest  speakers  will  highlight  the 
rogram  of  the  opening  day  session  of  the  Seven- 
teenth Annual  Scientific 
Assembly  of  the  Ken- 
tucky Academy  of  Gen- 
eral Practice,  according 
to  Ben  F.  Roach,  M.D., 
Louisville,  convention 
chairman.  The  Assembly 
will  be  held  May  8-10 
at  Convention  Center. 
Louisville. 

Edmund  Klein,  M.D., 
Buffalo,  N.Y.,  who  has 
been  asked  to  deliver  the 
first  John  F.  Kennedy  Foundation  lecture  in  Bos- 
ton, will  deliver  two  addresses  on  the  morning  of 
May  8 to  the  KAGP  Assembly.  Recognized  as  one 
of  the  country’s  top  authorities  in  treating  malignant 
skin  lesions  with  local  chemotherapy.  Doctor  Klein 
will  discuss  “Immunotherapy  of  Superficial  Tumors" 
and  “Topical  Cytostatic  Therapy  in  Malignant  and 
Pre-Malignant  Skin  Lesions.” 

A humorous,  illustrated  talk  entitled  “The  Sur- 
gical Mystique”  will  entertain  KAGP  members  and 
their  wives  at  the  luncheon  session  May  8.  The 
speaker,  Leonard  L.  Lovshin,  M.D.,  Cleveland,  Ohio, 
describes  his  talk  as  “a  lighthearted  spoof  on  sur- 
geons.” The  luncheon  is  open  to  the  public. 

Doctor  Lovshin  is  head  of  the  department  of 
internal  medicine  at  the  Cleveland  Clinic  and  vice 


chairman  of  the  Board  of  Governors  of  the  Cleve- 
land Clinic  Foundation.  He  is  a graduate  of  the 
University  of  Wisconsin  Medical  School. 

A variety  of  medical  subjects  of  interest  to  the 
general  practitioner  will  be  presented  by  outstanding 
authorities  during  the  three-day  session.  The  Acade- 
my’s annual  banquet  will  be  at  7 p.m.  May  9. 
Thornton  E.  Bryan,  Jr.,  M.D.,  Cadiz,  is  the  KAGP 
president.  President-elect  Elmer  G.  Prewitt,  M.D., 
Corbin,  will  take  office  during  the  Assembly. 

Eleven-Member  Ky.  Delegation 
Attends  AMPAC  Workshop 

A Kentucky  delegation  of  1 1 KEMPAC  repre- 
sentatives attended  the  annual  Workshop  of  the 
American  Medical  Political  Action  Committee  March 
9-10  at  the  Sheraton  Park  Hotel,  Washington,  D.C. 
The  purpose  of  the  Workshop,  according  to  the 
AMPAC  office,  is  “to  help  physicians  and  their 
wives  become  increasingly  effective  at  the  congres- 
sional district  level.” 

Highlights  of  the  Workshop  included  presentations 
by  Senators  Daniel  K.  Inouye  of  Hawaii  and  George 
Murphy  of  California,  and  Rep.  Melvin  Laird  of 
Wisconsin.  Hoyt  D.  Gardner,  M.D.,  Louisville,  na- 
tional affairs  chairman  for  the  KMA  Committee 
on  Legislative  Activities,  served  as  a discussion  lead- 
er in  a portion  of  the  program  devoted  to  problem- 
solving Clinics. 

In  addition  to  Doctor  Gardner  and  Mrs.  Gardner, 
the  Kentucky  delegation,  led  by  John  C.  Quertermous. 
M.D.,  Murray,  chairman  of  the  KEMPAC  Board,  in- 
cluded Henry  B.  Asman,  M.D.,  Louisville,  KMA 


Doctor  Klein 


Senator  George  Murphy  of  California,  guest  speaker  at  a March  10  luncheon  during  the  annual  AMPAC  Workshop  at 
Sheraton  Park  Hotel,  Washington,  D.C.,  chats  with  the  Kentucky  delegation  and  others  who  attended  the  two-day  session. 
In  the  first  row  (from  left  to  right)  are  Henry  B.  Asman,  M.D.,  Louisville;  John  C.  Quertermous.  M.D.,  Murray;  Robert  G. 
Cox,  Louisville;  and  James  Imboden,  Columbus,  Ohio,  AMPAC  field  representative.  Pictured  in  the  second  row  (from  left 
to  right)  are  Harry  Hinton,  Washington,  D.C.,  assistant  director  of  AMPAC;  Cecil  Grumbles,  M.D.,  Louisville;  Carl  Cooper, 
M.D.,  Bedford;  Mrs.  Grumbles;  Senator  Murphy;  Mrs.  Fred  C.  Rainey,  Elizabethtown;  Doctor  Rainey;  Mrs.  Hoyt  D.  Gardner, 
Louisville;  Doctor  Gardner;  and  Mrs.  Fay  Miles,  Louisville. 
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president-elect;  Carl  Cooper,  M.D.,  Bedford,  vice- 
speaker of  the  KMA  House  of  Delegates;  Cecil 
Grumbles,  M.D.,  Louisville,  KEMPAC  Board  mem- 
ber, and  Mrs.  Grumbles;  Fred  C.  Rainey,  M.D.,  Eliza- 
bethtown, state  affairs  chairman  for  the  KMA 
Committee  on  Legislative  Activities,  and  Mrs.  Rainey; 
Robert  G.  Cox,  KMA  assistant  executive  secretary, 
and  Mrs.  Fay  Miles,  KEMPAC  office  secretary. 

Ky.  Div.,  American  Cancer  Society 
To  Support  Ob-Gyn  Meeting 

Through  the  financial  support  of  the  Kentucky 
Division  of  the  American  Cancer  Society,  four  dis- 
tinguished guest  lecturers  will  participate  in  the  an- 
nual meeting  of  the  Kentucky  Obstetrical  and  Gyne- 
cological Society  April  26-27  at  Stouffer’s  Inn,  Louis- 
ville, according  to  Laman  A.  Gray,  M.D.,  Louis- 
ville, president  of  both  societies.  The  meeting  is  open 
to  the  entire  medical  profession. 

Professor  John  Stallworthy  of  Oxford  University, 
England,  recognized  as  one  of  the  world’s  most  dis- 
tinguished speakers  on  the  subject  of  problems  of 
cancer  in  women,  the  program’s  theme,  will  come  to 
Kentucky  by  special  arrangement.  He  will  deliver  an 
address  entitled  “The  Alpha  and  Omega  of  Uterine 
Cancer’’  at  the  Society’s  dinner  meeting  April  26. 
Interested  citizens  are  invited  to  attend.  Doctor  Gray 
said. 

Three  prominent  American  physicians  will  also 
participate  in  the  two-day  meeting.  They  are  Howard 
W.  Jones,  M.D.,  Johns  Hopkins  School  of  Medicine, 
Baltimore,  Md.;  Felix  Rutledge,  M.D.,  Anderson 
Hospital,  Houston,  Texas;  and  Richard  Symmonds, 
M.D.,  Mayo  Clinic,  Rochester,  Minn. 

The  Kentucky  Obstetrical  and  Gynecological  So- 
ciety is  grateful  to  the  American  Cancer  Society 
through  the  Kentucky  Division  for  making  this  meet- 
ing possible. 

Visiting  Professor  of  Radiology 
To  Lecture  at  UK  Med.  Center 

David  H.  Baker,  M.D.,  New  York  City,  will  be  a 
visiting  professor  of  radiology  at  the  University  of 
Kentucky  Medical  Center  April  23-26,  according  to 
Harold  D.  Rosenbaum,  M.D.,  professor  and  chair- 
man of  the  Center’s  department  of  radiology.  Doctor 
Baker  is  director  of  radiology  at  Babies  Hospital  and 
associate  professor  of  radiology  at  Columbia-Pres- 
byterian  Medical  Center. 

“Hirschspring’s  Disease”  will  be  discussed  by 
Doctor  Baker  at  noon  on  April  23  and  “Bone  Dys- 
plasias in  Dwarfism”  will  be  his  topic  at  10:30  a.m. 
April  25.  Doctor  Baker  will  also  participate  in  three 
pediatric  conferences  during  his  visit  to  the  Center. 

As  reported  in  the  March  issue  of  The  Journal, 
Doctor  Baker  will  also  be  a guest  speaker  at  the  an- 
nual meetings  of  the  Kentucky  Chapters  of  the 
American  Academy  of  Pediatrics  and  the  American 
College  of  Radiology  April  24  and  26  respectively. 
His  topic  at  both  meetings  will  be  “Surgical  Emer- 
gencies in  the  Newborn  Mimicking  Medical  Respi- 
ratory Disease.” 


Ky.  Surgical  Program  To  Feature 
Speaker  from  Yale  University 

Mark  A.  Hayes,  M.D.,  New  Haven,  Conn.,  pro- 
fessor of  surgery  at  Yale  University,  will  be  the 

guest  speaker  at  the  an- 
nual meeting  of  the  Ken- 
tucky Surgical  Society, 
according  to  Blaine 
Lewis,  M.D.,  Louisville, 
secretary-treasurer.  The 
meeting  is  scheduled 
May  17  and  18  at  Park 
Mammoth  Resort,  Park 
City. 

Doctor  Hayes  will  dis- 
cuss “Congenital  Ano- 
Doctor  Hayes  malies  of  the  Bile  Duct 

Colon:  Hazards  and  Helps.”  A 1940  graduate  of  the 
University  of  Michigan  Medical  School,  Doctor 
Hayes  served  as  a member  of  its  faculty  from  1947 
to  1952  when  he  joined  the  faculty  of  Yale 
University. 

A diplomate  of  the  American  Board  of  Surgery 
and  a fellow  of  the  American  College  of  Surgeons, 
Doctor  Hayes  is  a member  of  numerous  surgical  so- 
cieties. 


May  5-11  Proclaimed  by  Governor 
As  State  Immunization  Week 

Immunization  Week  in  Kentucky  will  be  observed 
this  year  May  5-11,  according  to  Ralph  D.  Lynn, 
M.D.,  Elkton,  chairman  of  the  KMA  Community 
and  Rural  Health  Committee. 

The  purpose  of  the  program  is  to  achieve,  as 
nearly  as  possible,  complete  immunization  in  the 
state  against  polio,  diphtheria,  pertussis,  tetanus,  small- 
pox, typhoid  fever  and  measles. 

In  proclaiming  Immunization  Week,  Governor 
Louie  B.  Nunn  has  joined  the  Kentucky  Medical 
Association  and  other  state  organizations  in  urging 
all  Kentuckians  to  check  the  immunization  records 
of  their  families. 

Children  need  immunizaiton  most.  Doctor  Lynn 
points  out,  but  adults  should  keep  track  of  their 
own  records,  particularly  in  the  case  of  the  major 
communicable  diseases.  All  KMA  members  are 
urged  to  check  the  immunization  records  of  fami- 
lies under  their  care,  with  special  emphasis  on 
children.  The  success  of  the  program  depends  on 
physicians.  Doctor  Lynn  said. 


Physician  Pilots  Plan  Meeting 

Kentucky  Flying  Physicians  will  discuss  plans  for 
a state  “fly-in”  and  other  future  activities  at  4 p.m., 
April  17,  following  the  KMA  Interim  Meeting  at  the 
White  House  Inn,  Covington.  George  Gumbert,  Jr., 
M.D.,  Lexington,  president  of  the  national  Flying 
Physicians  Association,  urges  all  physician-pilots  to 
attend. 
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When  the  emotionally  impaired  patient  pays  an  office  call... 


e asks  tor  your  help, 
tjust  can't  seem 
follow  through 
our  advice. 


When  not  at  your  office, 
she’s  constantly 
on  the  phone:  can’t  sleep, 
headache,  G.l.  upset. 


She  often  seeks  a 
physical  explanation 
for  her  distressing 
emotional  state. 


She’s  excessively 
apprehensive; 
demands  much  more  of 
your  nurse’s  attention. 


nderate  to  severe  anxiety... 

flHIaril  helps  control  the  most  frequent  symptoms:  marked 
ion,  agitation,  apprehension,  restlessness,  hypermotility 
' llaril  often  alleviates  anxiety-induced  somatic  complaints 
'Haril  frequently  helps  strengthen  emotional  resources 
^‘llaril  helps  the  patient  maintain 
litic  contact  with  environment,  closer 
rony  with  family 

i)'aindications:  Severely  depressed  or 
■'  tose  states  from  any  cause,  and  in 
5 ;iation  with  or  following  MAO  inhibi- 
severe  hypertensive  or  hypotensive 
: disease. 

; utions:  Hypersensitivity  reactions 
J leukopenia,  agranulocytosis)  and 
"ilsive  seizures  are  infrequent.  Pig- 
^ 3ry  retinopathy  has  been  observed 
' ! doses  in  excess  of  those  recom- 
!ied  were  used  for  long  periods  of 


for  moderate  to  severe  anxiety 

Mellaril 

(thioridazine) 

25  mg.  t.Ld.A 


time.  May  potentiate  central  nervous  system  depressants,  atro- 
pine, and  phosphorus  insecticides.  Where  complete  mental  alert- 
ness is  required,  administer  the  drug  cautiously  and  increase 
dosage  gradually.  In  addition,  orthostatic  hypotension  (especial- 
ly in  female  patients)  has  been  observed. 
Epinephrine  should  be  avoided  in  treat- 
ment of  drug-induced  hypotension. 

Side  Effects:  Pseudoparkinsonism  and 
other  extrapyramidal  disorders  are  in- 
frequent; drowsiness,  especially  in  high 
doses  early  in  treatment,  may  occur; 
nocturnal  confusion,  dryness  of  the 
mouth,  nasal  stuffiness,  headache,  pe- 
ripheral edema,  lactation,  galactorrhea, 
and  inhibition  of  ejaculation  are  noted 
on  occasion;  photosensitivity  and  other 
allergic  skin  reactions  may  occur  but  are 
extremely  rare. 


Before  prescribing,  see  package  insert  for  full  product  information. 


Night  Leg  Cramps . . . Unwelcome  Bedfellow 
In  Diabetes)  Arthritis^  and  Peripheral  Vascular  Disorders^ 


now ...  specific  therapy  for  night  leg  cramps 


QUIIMAMM 


Consistently  effective,  QUINAMM  provided  com- 
plete relief  in  94%  of  200  patients  studied,  many  of 
whom  were  severe  cases  refractory  to  other  medica- 
tion.^ Your  prescription  for  one  tablet  at  bedtime 
often  controls  painful  night  cramps  with  the  initial 
dose  . . . helps  restore  restful  sleep. 

THE  NATIONAL  DRUG  COMPANY 

DIVISION  OF  RICHARDSON  MERRELL  INC 

PHILADELPHIA,  PENNSYLVANIA  19144 


Prescribing  Information;  Composition:  Each  white,  bev 
eled,  compressed  tablet  contains:  Quinine  Sulfate  260  mg. 
and  Aminophylline  195  mg.  Contraindication:  QUINAMM 
is  contraindicated  in  pregnancy  because  of  Its  quinine  con- 
tent. Precautions:  Aminophylline  may  produce  intestinal 
cramps  in  some  instances,  and  quinine  may  produce  symp- 
toms of  cinchonism,  such  as  tinnitus,  dizziness,  and  gastro- 
intestinal disturbance.  Discontinue  use  if  ringing  in  the  ears, 
deafness,  skin  rash,  or  visual  disturbances  occur.  Dosage: 
One  tablet  upon  retiring.  Where  necessary,  dosage  may  be 
increased  to  one  tablet  following  the  evening  meal  and  one 
tablet  upon  retiring.  Supplied:  Bottles  of  100  and  500  tablets. 
References:  1.  Shuman,  C.:  Am.  J.  Med.  Sci.,  225:54,  1953. 
2.  Perchuk,  E.,  et  al.:  Anqlology,  12:102,  1961.  3.  Rawls,  W., 
et  al.:  Med.  Times,  87:818,  1959.  6/67  Q-706A 


a puzzle 
of  antacid 
complaints 


“Will  this  one 
taste  O.K.?” 


it  help  “my 
gassy  stomach?” 


aluminum  and  magnesium  hydroxide  plus  simethicone 


Effective  neutralization— 

with  the  two  most  widely  prescribed  antacids; 
aluminum  and  magnesium  hydroxides. 

Concomitant  relief  of  G.l.  gas  distress— 

with  the  proven^  defoaming  action  of  simethicone 


a solution 
to  peptic  ulcer 
distress 


Prolonged  acceptance  confirmed- 

in  87.5%  of  104  patients  after  a total  of  20,459 
documented  days  of  therapy. ^ 

Composition:  Each  Mylanta  chewable  tablet  or  teaspoonful 
(5  ml.)  contains:  magnesium  hydroxide,  200  mg.; 
aluminum  hydroxide,  dried  gel,  200  mg.;  simethicone,  20  mg 
Dosage:  One  or  two  tablets  (well  chewed  or  allowed 
to  dissolve  in  the  mouth)  or  one  or  two  teaspoonfuls  to  be 
taken  between  meals  and  at  bedtime. 

References:  1.  Hoon,  J.R.:  Arch.  Surg.  93:467  (Sept.)  1966. 

2.  Danhof,  I.E.,  Personal  communication. 


Division/Pasadena,  Calif. 
ATLAS  CHEMICAL  INDUSTRIES.  INC. 


“The  inconvenience  of  a cold” 
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For  a cold,  nTz®  Nasal  Spray  provides  rapid  relief  of 
nasal  symptoms.  Relief  starts  with  the  first  spray  which 
opens  the  inferior  part  of  the  common  meatus.  A second 
spray,  a few  minutes  later,  will  shrink  the  turbinates  to 
help  provide  sinus  drainage  and  ventilation.  Dosage 
may  be  repeated  every  three  or  four  hours  as  needed, 
for  temporary  relief  of  symptoms.  nTz  is  well  tolerated 
but  overdosage  should  be  avoided. 

As  a sinusitis  deterrent,  NTz  Nasal  Spray  can  be  used  to 
keep  the  nasal  passages  open  during  a cold  to  help  pre- 
vent development  of  acute  sinusitis  — or  to  help  prevent 
the  acute  condition  from  becoming  chronic. 

Supplied:  NTz  Nasal  Spray,  plastic  squeeze  bottles  of 
20  ml.;  nTz  Nasal  Solution,  bottles  of  30  ml.  (1  fl.  oz.) 
with  dropper. 


nTz  is  more  than  a simple  vasoconstrictor.  It  contains 
Neo-Synephrine®  (brand  of  phenylephrine) 

HCI  0.5  per  cent,  the  major  component, 
virtually  synonymous  with  fast,  efficient 
but  gentle  nasal  vasoconstriction. 

Thenfadil®  (brand  of  thenyidiamine)  HCI 
0.1  per  cent,  topical  antihistamine  for 
reduction  of  rhinorrhea,  sneezing  or 
itching.  It  combats  the  allergic  reac- 
tions that  may  occur  in  colds  or  sinusitis. 
Zephiran®  (brand  of  benzalkonium,  as 
chloride,  refined)  1 :5000,  antiseptic 
preservative  and  wetting  agent  to 
promote  penetration  and  spread  of 
the  formula. 


Winthrop  Laboratories,  New  York,  N.Y.  10016  ' 
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Third  Children’s  Diabetes  Camp 
Set  August  4-17  in  Lexington 

The  Kentucky  Diabetes  Association  will  sponsor 
a third  annual  children’s  diabetes  camp  August  4 
through  17,  according  to  Robert  J.  Alberhasky,  M.D., 
a member  of  the  Association’s  camp  committee. 

The  Lexington  YMCA’s  Camp  Daniel  Boone  on 
the  Kentucky  River  has  again  been  chosen  as  the  site 
for  the  two-week  event.  Boys  and  girls  from  eight  to 
15  years  of  age  will  be  accepted.  Doctor  Alberhasky 
said. 

In  addition  to  usual  camp  activities,  a program 
of  instruction  on  diabetic  care  has  been  planned  this 
year.  Physicians  are  urged  to  make  this  information 
available  to  the  parents  of  all  of  their  eligible  di- 
abetic patients. 

Complete  details  about  the  plans  for  the  camp  may 
be  obtained  from  the  Kentucky  Diabetes  Camp  Head- 
quarters, Fincastle  Bldg.,  Louisville,  Ky.,  40202. 

Contribution  to  Scholarship  Fund 
Honors  Graduation  Centennial 

In  memory  of  her  father,  Garrett  D.  Smock,  M.D., 
who  received  his  medical  degree  from  the  University 
of  Louisville  100  years  ago,  Mrs.  F.  J.  Snider, 
Elizabethtown,  presented  the  Rural  Kentucky  Medi- 
cal Scholarship  Fund  with  a check  for  $2,500  recent- 
ly- 

included  with  Mrs.  Snider’s  contribution  were 
three  of  Doctor  Smock’s  documents — his  medical 
diploma  and  Louisville  Dispensary  diploma,  both 
dated  1868,  and  a copy  of  his  article  entitled 
“The  True  Relation  Between  the  Pharmacist  and 
the  Physician”,  published  August  15,  1898,  in 

American  Practitioner  and  News. 

According  to  Mrs.  Snider,  Doctor  Smock  first 
practiced  in  Loretto,  Ky.,  moved  to  Hodgensville 
in  1880,  and  opened  his  own  pharmacy  in  1895.  He 
continued  his  medical  practice  in  Hodgensville  until 
his  death  July  2,  1910. 

Twenty-three  Physicians  Become 
New  Members  of  Association 

The  Kentucky  Medical  Association  added  23 
physicians  to  its  membership  roster,  according  to  the 
report  of  the  membership  department  March  20. 

New  members  in  Lexington  are  G.  Nelson  Cope- 
land, Jr.,  M.D.;  Ronald  W.  Dunbar,  M.D.;  William 
R.  Elsea,  M.D.;  John  L.  Goiser,  M.D.;  Octavius  E. 
Iglesias,  M.D.;  Louis  M.  Muldrow,  Jr.,  M.D.;  Leon- 
ard 1.  Stein,  M.D.;  and  Leslie  Van  Nostrand,  M.D. 

New  members  in  Louisville  are  Cyrus  M.  Day, 
M.D.;  Laszlo  Makk,  M.D.;  Charles  B.  Mercer, 
M.D.;  Lynn  Ogden,  M.D.;  Robert  F.  Sexton,  M.D.; 
and  Theodore  Steffen,  M.D. 

Other  new  members  include  Lloyd  M.  Browning, 
M.D.,  Louisa;  F.  R.  Buckles,  M.D.,  Millwood;  Al- 
fredo Echiverri,  M.D.,  Paris;  Norman  E.  Edwards, 
M.D.,  Louisa;  Violetta  Hayden,  M.D.,  Barbourville; 


Wally  O.  Montgomery,  M.D.,  Paducah;  Donald  L. 
Peterson,  M.D.,  McKee;  Ray  P.  Seet,  M.D.,  Boone- 
ville;  and  Walden  R.  Smith,  M.D.,  Nicholasville. 

Medical  Assistants  Convention 
Set  May  18-19  in  Lexington 

The  sixth  annual  convention  of  the  Kentucky 
State  Association  of  Medical  Assistants  has  been 

planned  May  18  and  19 
at  the  Campbell  House 
Inn,  Lexington.  “Knowl- 
edge is  Education; 
Achievement  is  Success” 
will  be  the  theme  of  the 
meeting,  according  to 
Mrs.  Mabel  Veech,  con- 
vention chairman. 

Henry  B.  Asman, 
M.D.,  Louisville,  presi- 
dent-elect of  the  Ken- 
Doctor  Farnsley  tucky  Medical  Associa- 

tion, will  be  the  guest  speaker  at  the  Sunday  luncheon 
which  will  follow  the  business  meeting  and  election  of 
officers. 

Saturday’s  program  will  feature  a morning  session 
entitled  “RX  Office  Emergencies.”  Speakers  will  in- 
clude W.  A.  Litzenberger,  M.D.,  Elizabethtown,  and 
N.  I.  Waterman,  M.D.,  Henry  W.  Post,  M.D.,  and 
Charles  R.  Oberst,  M.D.,  Louisville. 

Following  a luncheon  honoring  KSAMA  President 
Mrs.  Virginia  Applegate,  Louisville,  the  afternoon 
program,  entitled  “Grand  Rounds”  will  feature  Wes- 
ley Farnsley,  M.D.,  Louisville,  who  will  present 
an  illustrated  lecture  entitled  “Myths  Regarding 
Radiation  Therapy”;  Condict  Moore,  M.D.,  and 
Daniel  E.  Leb,  M.D.,  Louisville;  and  Erling  Eng, 
Ph.D.,  Lexington.  The  Saturday  program  will  con- 
clude with  a banquet. 

U of  L Receives  Pediatrics  Grant 

A service  grant  of  $640,000  from  the  U.S.  Chil- 
dren’s Bureau  for  the  study  of  high-risk  pediatrics 
care  has  been  accepted  by  the  University  of  Louis- 
ville Board  of  Trustees,  according  to  a recent  press 
report.  Billy  F.  Andrews,  M.D.  will  conduct  the 
study. 

Other  grants  received  by  the  University  recently 
include  $32,500  to  Donn  L.  Smith,  M.D.,  dean  of 
the  School  of  Medicine,  to  aid  the  establishment  of 
a new  department  of  comprehensive  medicine,  and 
miscellaneous  amounts  totaling  $249,108  for  research 
in  medicine  and  related  areas. 

Symposium  on  Dextrans  Planned 

The  first  international  Symposium  on  Dextrans, 
emphasizing  their  use  in  the  cardiovascular  field,  will 
be  held  at  the  Flagship  Hotel,  Galveston  Island,  Texas, 
May  19  and  20.  Further  information  may  be  ob- 
tained from  the  Texas  Heart  Association,  P.O.  Box 
25041,  Houston,  Texas  77005. 
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3n  jHemoriam 


TofightTB- 
find  it  first! 


LESLIE  A.  TATE,  M.D. 

Hopkinsville 

1885-1968 

Leslie  A.  Tate,  M.D.,  82,  a Hopkinsville  physician 
from  1909  to  1915,  died  February  7 at  Jennie  Stuart 
Hospital.  Doctor  Tate  graduated  from  Vanderbilt 
University  Medical  School  in  1909. 


H.  P.  MOSBY,  M.D. 

Formerly  of  Bardwell 
1889-1968 

H.  P.  Mosby,  M.D.,  77,  a Rockford,  111.  physician 
for  45  years,  died  February  9 in  Rockford.  A native 
of  Bardwell,  Doctor  Mosby  graduated  from  the  Uni- 
versity of  Louisville  School  of  Medicine  in  1910. 


JOHN  R.  CORUM,  M.D. 

Madisonville 

1879-1968 

John  R.  Corum,  M.D.,  89,  a Hopkins  County  physi- 
cian for  more  than  60  years,  died  February  1 1 at  the 
Hopkins  County  Hospital.  He  had  been  ill  for  some 
time  before  his  death. 

Doctor  Corum  graduated  from  the  Louisville  Hos- 
pital College  of  Medicine  in  1904.  During  the  past 
several  years  he  had  operated  a clinic  with  his  grand- 
son, William  G.  West,  M.D. 


Make  tuberculin  testing  routine 
with  every  physical  examination. 


TUBERCULIN,TINETEST 

7 (Rosenthal) 

Side  effects  are  possible  but  rare:  vesiculation.  ulceration,  or  necrosis 
at  test  site.  Contraindications:  none,  but  use  with  caution  in  active 
tuberculosis.  Available  in  5's  and  25's. 


JOHN  S.  CISCO,  M.D. 

Salyersville 

1879-1968 

John  S.  Cisco,  M.D.,  89,  a retired  physician,  died 
at  Central  Baptist  Hospital,  Lexington,  February  15 
after  a long  illness.  Doctor  Cisco,  a 1907  graduate 
of  the  Kentucky  School  of  Medicine,  practiced  for 
over  50  years  in  Salyersville. 


JOHN  R.  PETERS,  M.D. 

Formerly  of  Louisville 
1896-1968 

John  R.  Peters,  M.D.,  71  a former  Louisville 
psychiatrist,  died  February  20  at  his  home  in  Glen- 
dale, Calif.,  where  he  had  practiced  from  1950  until 
his  retirement  last  year.  Doctor  Peters  graduated 
from  the  University  of  Cincinnati  College  of  Medi- 
cine in  1928  and  practiced  in  Pewee  Valley  and 
Louisville  from  1934  to  1950. 
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OPTICAL  ILLUSION? 


Height  and  width  of  this  hat  are 
equal,  but  the  unbroken  height 
of  the  crown  appears  greater 
than  the  interrupted  width  of 
the  brim.  Don’t  play  games  with 
your  eyes.  Some  glasses  are 
poorly  crafted.  Rely  on  Southern 
Optical  accuracy. 


Charge  accounts 


invited 


SMTHEIN  OPTICU  IL06..  $40  S 4th^ 
OMmtf  hctveea  lrM#wty  & Chcstavt) 
MCIICAI  Ain  IL06  . iMttn 
$T  hUmiEWS.  VsiUct  Ctittr 
MCeiCU  TOWERS  IL06  . Fltyd  I Kray  ^ 
CONTACT  LENSES.  MO  S.  4m 


Louisville 


Bowling  Green 


on 

the^^udget... 

on 

the^J[^other 

GAGATablets  Elixir 
^^por  ^ron  ^p)eficiency  Q/dnemia 


FAMOUS 


BREON  LABORATORIES  INC. 

Subsidiary  of  Sterling  Drug  Inc. 

90  Park  Avenue,  New  York,  N.Y.  10016 


brand  of  PERROUS 


on 

GLUCONATE 
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Synirin  provides  prompt  barbiturate  potentia- 
tion of  aspirin  without  limiting  the  therapeutic 
usage  of  aspirin.  Both  pentobarbital  and  aspirin 
begin  their  action  together  promptly  and  last 
4 or  5 hours.  There  is  no  accumulation. 


GRIFFIN  C.  KELLY,  M.D. 

Louisville 

1881-1968 

Griffin  C.  Kelly,  M.D.,  87,  a retired  Louisville 
physician,  died  February  26  at  Methodist  Evangelical 
Hospital.  Doctor  Kelly  graduated  from  the  University 
of  Louisville  School  of  Medicine  in  1904.  He  was  an 
assistant  Jefferson  County  Health  officer  from  1909 
to  1917. 

VICTOR  J.  JENKINS,  M.D. 
Hopkinsville 
1920-1968 

Victor  J.  Jenkins,  M.D.,  47,  a psychiatrist,  died 
March  7 at  his  home.  Before  becoming  ill,  Doctor 
Jenkins  was  on  the  staff  of  the  Veterans  Administra- 
tion Hospital  in  Louisville.  A 1958  graduate  of  the 
University  of  Louisville  School  of  Medicine,  he 
was  formerly  clinical  director  at  the  Frankfort  State 
Hospital  and  Training  School. 

Dr.  Keeler  Honored  by  Jaycees 

Richard  Keeler,  M.D.,  Whitesburg,  was  one  of 
three  recipients  of  the  Kentucky  Jaycees’  “Outstand- 
ing Young  Man  of  the  Year”  awards  presented  dur- 
ing the  group’s  annual  convention  in  Louisville  re- 
cently. The  awards  are  presented  annually  to  young 
men  who  have  made  significant  contributions  to 
their  professions  and  to  the  public. 

Doctor  Keeler  was  cited  for  his  accomplishments 
as  a member  of  the  Regional  Health  Council 
through  which  he  has  been  instrumental  in  estab- 
lishing a number  of  health-care  clinics,  for  his  aid  in 
the  organization  of  a local  Association  for  the  Re- 
tarded, and  for  his  work  with  the  Mennonite  Church. 


COUNTY  SOCIETY  REPORTS 


McCracken 

The  regular  monthly  meeting  of  the  McCracken 
County  Medical  Society  was  held  at  Boswell’s 
Restaurant  in  Paducah,  February  28. 

Eugene  Sloan,  M.D.,  Society  president,  urged  all 
members  to  pay  their  KEMPAC  dues  for  the  coming 
year.  Walter  Johnson,  M.D.,  legislative  keyman, 
recommended  that  each  member  contact  his  con- 
gressmen urging  them  to  vote  against  HB  48  and  in 
support  of  HB  147. 

Chester  Blanton,  M.D.,  a member  of  the  Public 
Health  Committee,  stated  that  Judge  Pelham  Mc- 
Murray  had  requested  that  it  be  possible  for  indigent 
patients  to  receive  free  Pap  smears  at  the  County 
Health  Department.  A motion  to  implement  this  re- 
quest was  carried. 

Preceding  the  business  meeting,  a scientific  dis- 
cussion was  presented  by  Richard  Aach,  M.D.,  as- 
sociate professor  of  gastroenterology  at  Washington 
University,  St.  Louis.  Doctor  Aach  discussed  epidemi- 
ology of  infectious  hepatitis  and  homologous  serum 
jaundice. 
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Former  KAGP  Staff  Member  Dies 

Miss  Cantey  V.  DeVane,  46,  Louisville,  former 
executive  secretary  of  the  Kentucky  Academy  of 
General  Practice,  died  February  22  at  Louisville 
General  Hospital  of  injuries  she  received  in  a traffic 
accident  February  13.  Miss  DeVane  had  been  with 
the  Academy  for  five  years  before  her  resignation 
several  months  ago. 


KMA  Committee  Reports 


Communication  and  Health 
Education  Committee 

N.  Lewis  Bosworth,  M.D.,  Lexington,  Chairman 
KMA  Headquarters  Office  January  11,  1968 

Meeting  for  the  first  time  during  this  Associational 
year,  members  of  the  Communication  and  Health  Ed- 
ucation Committee  finalized  plans  for  KMA’s  Sixth 
Orientation  Course  scheduled  in  Covington,  April  17 
and  took  preliminary  steps  toward  the  implementa- 
tion of  the  Seventh  Orientation  Program  to  be  held 
in  conjunction  with  the  KMA  Annual  Session  in 
Louisville  in  September. 

Action  taken  by  the  committee  included  a recom- 
mendation that  KMA  present  an  exhibit  at  the  1969 
KMA  Annual  Meeting  but  for  various  reasons  not  to 
exhibit  at  the  Kentucky  State  Fair. 

Hospital  Committee 

James  B.  Holloway,  M.D.,  Lexington,  Chairman 
KMA  Headquarters  Office  January  18,  1968 

A main  item  for  consideration  at  a recent  meeting 
of  the  Hospital  Committee  was  a review  and  clarifica- 
tion of  inspections  of  representatives  of  the  State 
Health  Department  relative  to  hospitals  fulfilling 
their  obligations  as  set  forth  in  hospital  licensure 
regulations.  A number  of  recommendations  on  this 
subject  were  approved  for  submission  to  the  KMA 
Board  of  Trustees. 

The  committee  members  also  discussed  hospital 
accreditation  “Dry  Run”  team  visits,  a recent  survey 
relating  to  radiologists’  billing  procedures  and  other 
related  matters  after  reviewing  their  activities  for  the 
previous  year. 

Committee  on  Legislative  Activities 

Hoyt  D.  Gardner,  M.D.,  Louisville 
Chairman  for  National  Affairs 
Fred  C.  Rainey,  M.D.,  Elizabethtown 
Chairman  for  State  Affairs 

Country  Club,  Frankfort  March  5,  1968 

The  Committee  on  Legislative  Activities  met  on 
March  5 to  discuss  matters  of  legislation  presently 
before  the  Kentucky  General  Assembly. 

In  attendance  at  this  meeting  were  the  members 
of  KMA  Board  of  Trustees  Special  Committee  on 
Legislative  Activities,  George  F.  Brockman,  M.D., 
president;  Henry  B.  Asman,  M.D.,  president-elect;  and 
Walter  L.  Cawood,  M.D.,  chairman  of  the  Board.  Of- 
ficial action  was  taken  on  a number  of  legislative 
matters. 


removes  the  mental  blur 


that  clouds  vision 


SOlFOrON 

© 

Each  tablet  or  capsule  contains 

PHEXOBARBITAL 16  mg. 

(Warning:  may  be  habit  forming) 

BENSULFOID®  (See  P D R) 65  mg. 

Precaution:  same  as  16  mg.  of  phenobarbital 


Constructive  Therapy 
A Solfoton  tablet  or  capsule  at  6 hour  intervals 
maintains  sedation  at  the  threshold  of  calmness, 
sustaining  a mental  climate  for  purposeful  living. 

Literature  and  clinical  samples  sent  upon  request. 

FEDER.XL  LAW  PROHIBITS  DISPENSING 
WITHOUT  PRESCRIPTION 

AVAIL.ABLE  

Solfoton  (yellow,  uncoated  tablets  “P”) 

100s,  500s,  5000s 

Solfoton  Capsules  (yellow  and  brown) 

100s,  500s,  1000s 

Solfoton  S/C  (sugar-coated  beige  tablets) 

100s,  500s,  4000s 


WM.  P.  POYTHRESS  & CO.,  INC. 

RICHMOND,  VIRGINIA  23217 
Manufacturers  oj  ethical  pharmaceuticals  sirKe  1856 
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Chances  are  she’ll  be  fever-free 
in  less  than  48  hours... 


with 

Erythrocin- Sulfas 

ERYTHROMYCIN- 

TRISULFAPYRIMIDINES, 

ABBOTT 

FOR  RAPID  CLINICAL  RESPONSE 

In  a recent  series  of  clinical  studies,  Erythrocin-Sulfas 
was  used  to  treat  516  febrile  cases  of  suspected 
bacterial  infection.  Of  these,  85.5%  were  completely 
afebrile  within  hours. 

FOR  WIDE  BACTERIAL  COVERAGE 

Among  the  total  of  661  patients  (febrile 
and  afebrile)  who  could  be  evaluated,  the 
clinical  cure  rate*  was  92.2% 

FOR  OPTIMAL  PATIENT  ACCEPTANCE 

Three  forms  were  used  in  the  studies,  prescribed 
according  to  the  age  and  personal  preferences  of 
individual  patients: 

Erythrocin®  ethyl  succinate-Sulfas  Granules 
erythromycin  ethyl  succinate-trisulfapyrimidines 
for  oral  suspension 

Erythrocin®  ethyl  succinate-Sulfas  Chewable 
erythromycin  ethyl  succinate-trisulfapyrimidines 
chewable  tablets 

Erythrocin®  stearate -Sulfas  Filmtab® 

erythromycin  stearate-trisulfapyrimidines  tablets 

*Clinically  cured  included  patients  with  complete 
symptomatic  relief  and  those  who  had  partial 
symptomatic  relief  within  72  hours  with  subsequent 
clinical  cure.  803446 


Please  see 
Brief  Summary 
on  next  page. 
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BRIEF  SUMMARY  FOR 

Erythrocin-Sulfas 

Indications  For  mixed  infections  which  are 
more  susceptible  to  the  combination  than  to 
either  agent  alone.  These  may  include  sus- 
ceptible gram-positive  and /or  gram-negative 
mixed  infections.  Not  recommended  in  the 
treatment  of  infections  expected  to  respond 
to  full  therapeutic  doses  of  the  antibiotic  or 
sulfonamide  alone. 

Contraindications  Known  hypersensitivity  to 
erythromycin  or  sulfonamides.  Because  of  the 
possibility  of  kernicterus  with  sulfonamides, 
do  not  use  in  pregnancy  at  term,  in  premature 
or  in  newborn  infants  during  first  week  of  life. 

Warnings  As  with  other  forms  of  sulfonamide 
therapy,  use  only  after  critical  appraisal  in 
patients  with  liver  or  kidney  damage,  urinary 
obstruction,  or  blood  dyscrasias.  Deaths  have 
been  reported  from  hypersensitivity  reactions 
and  blood  dyscrasias  following  use  of  sulfon- 
amides. Perform  blood  counts  and  liver  and 
kidney  function  tests  when  used  inter- 
mittently or  for  long  periods. 

Precautions,  Side  Effects  Use  sulfonamides 
with  caution  in  patients  with  a history  of 
allergy,  including  asthma.  Mild  allergic  reac- 
tions (such  as  urticaria  and  other  skin  rashes) 
may  occur.  Serious  allergic  reactions  have 
been  extremely  infrequent;  if  encountered 
appropriate  countermeasures  (e.g.  epine- 
phrine, steroids,  etc.)  should  be  administered 
and  the  drug  withdrawn.  Assure  adequate 
fluid  intake  to  prevent  crystalluria  and 
institute  alkali  therapy  if  indicated.  In  pro- 
longed therapy,  or  when  high  dosage  is  used, 
maintain  an  alkaline  urine.  If  oliguria  occurs, 
discontinue  therapy.  Occasionally  mild 
abdominal  discomfort,  nausea  or  vomiting 
may  occur  with  erythromycin;  generally 
improved  by  reduction  of  dosage. 

If  overgrowth  of  nonsusceptible  organism 
occurs,  withdraw  the  drug  and  institute 
appropriate  treatment. 

Adverse  Reactions  Sulfonamide  therapy  may 
be  associated  with  headache,  nausea,  vomit- 
ing, diarrhea,  hepatitis,  pancreatitis,  blood 
dyscrasias,  neuropathy,  drug  fever,  skin  rash, 
urticaria,  injection  of  the  conjunc- 
tiva and  sclera,  petechiae,  purpura, 
hematuria  and  crystalluria.  803446 


anticostive^ 

hematinic 


PERITINIC 

Hematinic  with  Vitamins  and  Fecal  Softener 


A tablet-a-day  provides: 

• Elemental  Iron  (as  Ferrous  Fumarate) . 100  mg 

• Dioctyl  Sodium  Sulfosuccinate  (to 

counteract  constipating  effect  of  iron)  1(X)  mg 

Vitamin  Bi 7.5  mg 

Vitamin  B2 7.5  mg 

Vitamin  Be 7.5  mg 

Vitamin  B12 50  mcgm 

Vitamin  C 200  mg 

Niacinamide 30  mg 

Folic  Acid 0.05  mg 

Pantothenic  Acid 15  mg 

■ Bottles  of  60 


anticostive,  adj.  {anti  opposed  to 
4-  costive  causing  constipation.) 
Against  constipation.  (Now  isn’t 
that  a good  idea  in  an  iron-contain- 
ing hematinic?  We’ll  send  you 
samples  if  you’ll  send  a request  on 
your  Rx  blank,  addressed  to 
Department  150.) 


LEDERLE  LABORATORIES 


A Division  of  American  Cyanamid  Company 
Pearl  River,  New  York  10965 


488.7-6062 
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When  the  talk  turns  to 
oral  contraceptives,  it  makes 
medical  sense  to  remember 
low-dose  Norinyl-1. 

(norethindrone  Img.  c mestranol  O.Obmg.) 

Turn  page  for  contraindications,  precautions  and  side  effects. 


Reduction  of  oral  contraceptive 
dosage  to  the  lowest  effective  levels  is 
a well-accepted  principle  of  conserva- 
tive medical  practice.  In  keeping  with 
this  view,  Norinyl  is  now  also  avail- 
able as  Norinyl-1,  containing  exactly 
one  half  the  previous  dosage  of 
norethindrone  and  mestranol.  Clinical 
experience  has  established  that  effec- 
tive fertility  control  can  be  achieved 
with  the  same  degree  of  reliability 
and  safety  with  new  Norinyl-1  when 
taken  as  directed. 

What  about  switching  patients  from 
higher  dosage  forms? 

In  transferring  patients  to  low-dose 
Norinyl-1  from  higher-dosage  oral 
contraceptives,  some  breakthrough 
bleeding  may  occur  in  the  early 
cycles.  In  the  majority  of  cases  the 
bleeding  episode  is  mild  and  self- 
limited. The  long-term  advantages  of 
the  lower  dosage  form  should  be 
weighed  against  the  inconvenience  of 
possible  breakthrough  bleeding  in 
the  individual  patient. 


Contraindications;  1.  Patients  with 
thrombophlebitis  or  with  a history  of 
thrombophlebitis  or  pulmonary  embo- 
lism. 2.  Liver  dysfunction  or  disease. 

3.  Patients  with  known  or  suspected 
carcinoma  of  the  breast  or  genital  or- 
gans. 4.  Undiagnosed  vaginal  bleeding. 
Warnings:  1.  Discontinue  medica- 
tion pending  examination  if  there  is 
sudden  partial  or  complete  loss  of 
vision  or  if  there  is  a sudden  onset 
of  proptosis,  diplopia  or  migraine. 

If  examination  reveals  papilledema 
or  retinal  vascular  lesions,  medica- 
tion should  be  withdrawn.  2.  Since 
the  safety  of  NORINYL-1  (norethin- 
drone 1 mg.  with  mestranol  0.05 
mg.)  in  pregnancy  has  not  been 
demonstrated,  it  is  recommended 
that  for  any  patient  who  has  missed 
two  consecutive  periods,  pregnancy 
should  be  ruled  out  before  con- 
tinuing the  contraceptive  regimen. 

If  the  patient  has  not  adhered  to  the 
prescribed  schedule,  the  possibility 
of  pregnancy  should  be  considered  at 
the  time  of  the  first  missed  period. 

3.  Detectable  amounts  of  the  active 
ingredients  in  oral  contraceptives 
have  been  identified  in  the  milk  of 
mothers  receiving  these  drugs.  The 
significance  of  this  dose  to  the 
infant  has  not  been  determined. 

Precautions:  1.  The  pretreatment 
physical  examination  should  include 
special  reference  to  breast  and  pelvic 
organs,  as  well  as  a Papanicolaou 
smear.  2.  Endocrine  and  possibly 
liver  function  tests  may  be  affected 
by  treatment  with  NORINYL-1. 
Therefore,  if  such  tests  are  abnormal 
in  a patient  taking  NORINYL-1  it  is 
recommended  that  they  be  repeated 
after  the  drug  has  been  withdrawn 
for  two  months.  3.  Under  the  in- 
fluence of  estrogen-progestogen 
preparations,  preexisting  uterine 
fibromyomata  may  increase  in  size. 

4.  Because  these  agents  may  cause 
some  degree  of  fluid  retention,  con- 
ditions that  may  be  influenced  by 
this  factor,  such  as  epilepsy, 
migraine,  asthma,  cardiac  or  renal 
dysfunction,  require  careful  observa- 
tion. 5.  NORlNYL-1  should  be 

used  with  caution  in  patients  with  a 
history  of  cerebrovascular  accident. 

6.  In  relation  to  breakthrough  bleed- 
ing, and  as  in  all  cases  of  irregular 
bleeding  per  vaginam,  nonfunctional 
causes  should  be  borne  in  mind.  In 
cases  of  undiagnosed  vaginal  bleed- 
ing, adequate  diagnostic  measures 
are  indicated.  7.  Patients  with  a 
history  of  psychic  depression  should 
be  carefully  observed  and  the  drug 
discontinued  if  the  depression  recurs 
to  a serious  degree.  8.  Any  possible 
influence  of  prolonged  NORINYL-1 
therapy  on  pituitary,  ovarian, 
adrenal,  hepatic  or  uterine  function 
awaits  further  study.  9.  A decrease 
in  glucose  tolerance  has  been  ob- 
served in  a small  percentage  of 
patients  on  oral  contraceptives.  The 
mechanism  of  this  decrease  is  ob- 
scure. For  this  reason,  diabetic 
patients  should  be  carefully  observed 
while  receiving  NORINYL-1  therapy. 


10.  Because  of  the  occasional  occur 
rence  of  thrombophlebitis  and 
pulmonary  embolism  in  patients 
taking  oral  contraceptives,  the 
physician  should  be  alert  to  the 
earliest  manifestations  of  the  dis- 
ease. 11.  Because  of  the  effects  of 
estrogens  on  epiphyseal  closure, 
NORINYL-1  should  be  used  judi- 
ciously in  young  patients  in  whom 
bone  growth  is  not  complete.  12.  T 
age  of  the  patient  constitutes  no 
absolute  limiting  factor,  although 
treatment  with  NORINYL-1  may 
mask  the  onset  of  the  climacteric. 
13.  The  pathologist  should  be  ad- 
vised of  NORINYL-1  therapy  whe. 
relevant  specimens  are  submitted. 

Side  effects  observed  in  patients 
receiving  oral  contraceptives:  The 
following  adverse  reactions  have 
been  observed  in  patients  receivin 
oral  contraceptives:  nausea,  vomit 
ing,  gastrointestinal  symptoms  (si 
as  abdominal  cramps  and  bloating 
breakthrough  bleeding,  spotting, 
change  in  menstrual  flow,  amenor 
rhea,  edema,  chloasma  or  melasmr 
breast  changes  (tenderness,  enlarj 
ment  and  secretion),  change  in  wi 
(increase  or  decrease),  changes  in 
cervical  erosion  and  cervical  secre 
suppression  of  lactation  when  gi\ 
immediately  postpartum,  cholestc 
jaundice,  migraine,  rash  (allergic 
rise  in  blood  pressure  in  susceptil 
individuals,  mental  depression. 
Although  the  following  side  effect 
have  been  reported  in  users  of  ora 
contraceptives,  no  cause  and  effec 
relationship  has  been  established 
anovulation  post-treatment, 
premenstrual-like  syndrome,  chai 
in  libido,  changes  in  appetite,  cyst 
like  syndrome,  headache,  nervous 
dizziness,  fatigue,  backache, 
hirsutism,  loss  of  scalp  hair, 
erythema  multiforme,  erythema  n 
sum,  hemorrhagic  eruption,  itch 
The  following  occurrences  have  b 
observed  in  users  of  oral  contrace 
tives  (a  cause  and  effect  relations 
has  been  neither  established  nor 
proved):  thrombophlebitis,  pulmi 
embolism,  neuro-ocular  lesions. 
The  following  laboratory  results 
may  be  altered  by  the  use  of  oral 
contraceptives:  increased  sulfo- 
bromophthalein  and  other  hepati 
function  tests,  coagulation  tests 
(increase  in  prothrombin.  Factor: 
VII,  VIII,  IX  and  X),  thyroid  func 
tion  (increase  in  FBI  and  butanol 
extractable  protein-bound  iodine 
decrease  in  T^  values),  metyrapoi 
test,  pregnanediol  determination 
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Here's  why 

Norinyl-1  makes 
medical  sense. 


The  effectiveness  of  Norinyl-1  as  a 
low-dose  oral  contraceptive  may  be 
explained  by  its  possible  multiple 
action.  In  addition  to  its  primary 
action  of  suppression  of  ovulation, 
Norinyl-1  may  offer  additional  pro- 
tective mechanisms ...  (1)  creation  of 
a cervical  mucus  that  may  be  hostile 
to  sperm  penetration,  and  (2)  devel- 
opment of  an  endometrium  that  may 
be  out  of  phase  with  nidation. 

These  effects  are  illustrated  below. 


Cervical  mucus  at  midcycle  is  usually  thin  and  watery,  with  Cervical  mucus  at  midcycle  is  scanty,  viscous  — with  Spinn- 

Spinnbarkeit  (stretchability)  of  15  to  20  cm.  barkeit  of  1 cm.  or  less. 


Spermatozoa  appear  healthy,  active,  freemoving. 


Immobile  spermatozoa  as  they  appear  in  cervical  mucus 
taken  from  patient  treated  with  Norinyl-1. 


Untreated  Patient 


Norinyl-1  Patient 


Endometrium  of  untreated  patient  is  receptive  to  the  fertil- 
ized ovum  during  secretory  phase. 


Norethindrone  in  Norinyl-1  accelerates  secretory  phase,  sup- 
presses glandular  and  vascular  development. 


new  low  dose  of  time-proved  ingredients 
established  norethindrone/mestranol  ratio 
I lower  patient  cost 


Indications:  Hypertension  and  many 
types  of  edema  involving  retention 
of  salt  and  water. 

Contraindications:  Hypersensitivity 
and  most  cases  of  severe  renal  or 
hepatic  disease. 

Warning:  With  the  administration  of 
enteric-coated  potassium  supple- 
ments, which  should  be  used  only 
when  adequate  dietary  supplemen- 
tation is  not  practical,  the  possi- 
bility of  small  bowel  lesions 
(obstruction,  hemorrhage,  and  per- 


foration) should  be  kept  in  mind. 
Surgery  for  these  lesions  has  fre- 
quently been  required  and  deaths 
have  occurred.  Discontinue  enteric- 
coated  potassium  supplements 
immediately  if  abdominal  pain, 
distention,  nausea,  vomiting,  or 
gastrointestinal  bleeding  occur. 

Use  with  caution  in  pregnant  pa- 
tients, since  the  drug  may  cross  the 
placental  barrier  and  adverse  reac- 
tions which  may  occur  in  the  adult 
(thrombocytopenia,  hyperbilirubine- 


mia, altered  carbohydrate  metabo- 
lism, etc.)  are  potential  problems 
in  the  newborn. 

Precautions:  Antihypertensive  ther- 
apy with  Hygroton  should  always  be 
initiated  cautiously  in  postsympa- 
thectomy patients  and  in  patients 
receiving  ganglionic  blocking 
agents  or  other  potent  antihyper- 
tensive drugs,  or  curare.  Reduce 
dosage  of  concomitant  antihyper- 
tensive agents  by  at  least  one-half. 
Barbiturates,  narcotics  or  alcohol 


may  potentiate  hypotension  I 
cause  of  the  possibility  of  f i 
Sion  of  renal  damage,  peric  I 
determination  of  the  BUN  is  I 
cated.  Discontinue  if  the  Bl  ► 
or  liver  dysfunction  is  aggr.  t 
Hepatic  coma  may  be  prec  ► 
Electrolyte  imbalance,  sod 
or  potassium  depletion  ma;  t 
If  potassium  depletion  shoi  t 
cur  during  therapy,  Hygrotc  s 
be  discontinued  and  potas:  ' . 
supplements  given,  providi  r - 


Did 

Dorothy  Larson 
show  you 
her  ankles  in 
private? 

Now  she 
shows  them 
in  public. 


Hygroton’  Geigy 

chlorthalidone 


Your  office  examination 
confirmed  Mrs.  Larson’s 
ankle  edema. 

You  prescribed 
Hygroton— to  get  rid  of 
the  edema. 

And  you  found  that 
Hygroton  is  not  only 
effective;  it  frequently 
costs  less  than  other 
equivalent  therapy. 

A nice  way  to  treat  the 
Mrs.  Larsons  in  your 
practice. 

Hygroton  therapy  may 
mean  troublesome  side 
effects  for  some  patients. 
A summary  of  the  pre- 
scribing information  is 
shown  below. 


P|)6S  not  have  marked  oli- 

>|  :ial  care  in  cirrhosis  or 
» j;hemic  heart  disease  and 
a(3  receiving  corticoste- 
/iTH,  or  digitalis.  Salt  re- 
^s  not  recommended. 
■^:eactions:  Nausea,  gastric 
h vomiting,  anorexia,  con- 
cimd  cramping,  dizziness, 
restlessness,  hypergly- 
. iDeruricemia,  headache, 
Mamps,  orthostatic  hypo- 


tension, aplastic  anemia,  leuko- 
penia, thrombocytopenia,  agranu- 
locytosis, impotence,  dysuria, 
transient  myopia,  skin  rashes,  urti- 
caria, purpura,  necrotizing  angiitis, 
acute  gout,  and  pancreatitis  when 
epigastric  pain  or  unexplained  G.l. 
symptoms  develop  after  prolonged 
administration.  Other  reactions  re- 
ported with  this  class  of  compounds 
include:  jaundice,  xanthopsia, 
paresthesia,  and  photosensitization. 
Average  Dosage:  50  or  100  mg.  with 


breakfast  daily  or  100  mg.  every 
other  day. 

Availability:  White,  single-scored 
tablets  of  100  mg.  and  aqua  tablets 
of  50  mg.,  in  bottles  of  100  and  1000. 
(B)R46-230-D 

For  full  details,  please  see  the  com^ 
plete  prescribing  Information. 

Geigy  Pharmaceuticals 
Division  of 

Geigy  Chemical  Corporation 
Ardsley,  New  York  10502 


HY-5576R 


Some  U.R.I.  patients  are  more 
miserable  than  others. 

That's  why  we  make  Novahistine® 
tablets  in  two  different  formulations. 

And  let  you  control  the  dosage. 

Each  Novahistine  LP  tablet  contains  ohen- 
ylephrine  hydrochloride,  25  mg.;  and  chlor- 
pheniramine maleate,  4 mg. 

Each  Novahistine  Singlet  tablet  contains 
phenylephrine  hydrochloride.  40  mg.;  chlor- 
pheniramine maleate,  8 mg.;  and  acetamin- 
ophen. 500  mg. 

panied  by  pain,  aches  and  fever. 

Whether  you  prescribe  Novahistine  LP  or  Nova- 
histine Singlet,  a total  daily  dose  of  3 or  4 tablets 
will  usually  provide  effective,  continuous  relief. 

Use  cautiously  in  patients  with  severe  hypertension, 
diabetes  mellitus,  hyperthyroidism  or  urinary  re- 
tention. Caution  ambulatory  patients  that  drowsi- 
ness may  result. 

PITMAN-MOORE  DIVISION  OF  THE  DOW  CHEMICAL  COMPANY.  INDIANAPOLIS 


With  Novahistine  LP  tablets  and  Novahistine 
Singled"  tablets  you  have  the  range  and  flexibility 
of  decongestant  dosage  that  lets  you  prescribe  for 
the  needs  of  the  individual  patient. 

Novahistine  LP  tablets  are  most  useful  for  relief  of 
nasal  congestion  in  patients  without  pain  or  fever. 
Novahistine  Singlettablets,  which  provideanalgesic- 
antipyretic  effect,  as  well  as  decongestant  action, 
are  indicated  for  upper  respiratory  infections  accom- 


Nothing else  Fve  tried  seems  to  work,  so  I decided  to  give  you  a crack  at  it.” 


USE  ‘POLYSPORIN’. 

POLYMYXIN  B-BACITRACIN 

OINTMENT 


for  topical  antibiotic  therapy  with  minimum 
risk  of  sensitization 

Caution:  As  with  other  antibiotic  products,  prolonged  use  may 
result  In  overgrowth  of  nonsusceptible  organisms,  including 
fungi.  Appropriate  measures  should  be  taken  if  this  occurs. 

Supplied  in  V2  oz.  and  1 oz.  tubes. 

Complete  literature  available  on  request  from  Professional 
Services  Dept.  PML. 


BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC. 
Tuckahoe,  N.Y. 


brand 


POLYSPORrj 

POLYMYXIN  B-BACITRACI 

OINTMENT 

i 

|Wp  prevent  infection 
'^«rns,and  abrosion^r^ 
aid  in  haling* 


HIGHLAND  HOSPITAL 

Asheville,  North  Carolina 

Founded  1 904 

A DIVISION  OF  THE  DEPARTMENT  OF  PSYCHIATRY 
OF  DUKE  UNIVERSITY 

Accredited  by  the  Joint  Commission  on  Accreditation  and  Certified  for  Medicare 

Complete  facilities  for  evaluation  of  and  intensive  treatment  of  psychiatric  patients,  in- 
cluding individual  psychotherapy,  group  therapy,  psychodrama,  electro-convulsive 
therapy,  Indoklon  convulsive  therapy,  drugs,  social  service  work  with  families,  family 
therapy  and  an  extensive  and  well  organized  activities  program,  including  occupational 
therapy,  art  therapy,  athletic  activities  and  games,  recreational  activities  and  outings. 
The  treatment  program  of  each  patient  is  carefully  supervised  in  order  that  the  thera- 
peutic needs  of  each  patient  may  be  realized. 

Complete  modern  facilities  with  85  acres  of  landscaped  and  wooded  grounds  in  the 
City  of  Asheville. 

Brochures  and  information  on  financial  arrangements  available 
Contact:  Mrs.  Elizabeth  Harkins,  ACSW,  Coordinator  of  Admissions 

or 

Charles  W.  Neville,  Jr.,  M.D. 

Assistant  Professor  of  Psychiatry  and  Medical  Director 
Area  Code  704  - 253-2761 
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Annual  L.  E.  Smith  Lecture  Set 

Sol  Katz.  M.D.,  chief  of  medical  service  for  the 
Veterans  Administration,  Washington,  D.C.,  will  de- 
liver the  third  annual  L.  E.  Smith  Memorial  Lecture 
May  9 at  Rankin  Ampitheatre,  Louisville  General 
Hospital,  according  to  a release  from  the  Kentucky 
Tuberculosis  and  Respiratory  Disease  Association. 
Doctor  Katz’s  lecture  on  pulmonary  disease  will  be 
entitled  “Fallacies.  Foibles  and  Foolishness  in  the 
Film.” 

The  annual  lectures  at  Kentucky’s  two  medical 
schools  are  given  in  honor  of  the  late  Doctor  Smith, 
a pioneer  in  tuberculosis  work  in  this  state.  The 
University  of  Kentucky  lecture  will  be  announced  at 
a later  date. 


SPECIAL  ARTICLE 

(Continued  from  Page  374) 

The  medical  assistant,  in  particular,  is  one  upon 
whom  the  practicing  physician  depends  to  a great 
extent  for  the  efficient  running  of  his  office.  I 
believe  every  physician  should  encourage  his  assistants 
to  become  active  members  of  the  American  Associa- 
tion of  Medical  Assistants  and  to  participate  in  its 
efforts  to  upgrade  the  standards  of  its  members. 

Furthermore.  I believe  it  is  in  the  best  interests 
of  the  physician  to  reimburse  any  and  all  of  his 
employees  for  membership  dues  in  their  allied  pro- 
fessional or  technical  societies,  and  to  be  under- 
standing about  the  time  involved  in  their  assumption 
of  leadership  roles  in  worthwhile  professional  and 
associational  endeavors. 

I want  to  give  tribute  to  and  assure  our  greatest 
cooperation  with,  our  most  wonderful  partners — the 
lovely  dedicated  wives  of  our  Woman’s  Auxiliary. 
Again,  may  I call  on  my  fellow  physicians  to  aid 
these  fine  women  in  increasing  their  membership 
within  a year  by  10,000  to  a total  of  100,000. 
Especially  valuable  is  their  cooperation  in  promoting 
health  career  activity  and  lay  health  education — and 
countless  other  areas  of  community  health  service. 

I believe  sincerely  that  we  have  reached  a point 
in  the  development  of  our  nation,  and  in  our  develop- 
ment of  our  society,  when  we  can  no  longer  just 
cling  to  all  of  the  traditions  of  our  distinguished  past. 
I believe  the  time  has  come  for  orderly,  planned, 
meaningful  change — not  in  the  fundamentals  of  ethics 
or  devotion  or  excellence;  but  in  the  more  material 
features  of  efficiency,  cost  and  methods  of  delivery 
of  the  services  we  render  to  people. 

The  time  is  for  RE-VALUATION — when  each  of 
us  shall  sincerely  recognize  and  inventory  his  own 
resources,  capabilities,  responsibilities  and  opportuni- 
ties— and  then  proceed  to  utilize  and  develop  them 
to  the  optimum! 

Ours  is  a profession  of  ever-continuing  education — 
by  clinical  experience,  carefully  selected  but  regular 
scientific  reading,  attendance  at  medical  meetings  and 
exhibits,  and  friendly  interchange  of  knowledge  with 
our  colleagues.  The  physician  welcomes  review  of  his 
competence  and  service  and  ethics  by  his  peers. 
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Tlie  physician  of  today  and  of  tomorrow  is  an 
active,  participating  citizen  of  his  community, 
carrying  his  share  of  civic  responsibility.  And  “re- 
sponsibility” includes  leadership  in  surveying  health 
facilities  and  potential  health  needs  in  his  own  com- 
munity, followed  by  leadership  in  proper  implementa- 
tion. Medical  citizenship  calls  for  active  participation 
in  AMPAC  and  local  and  state  political  action  groups. 

If  we  should  fail  to  recognize  the  present  as  an 
opportunity  for  positive  action,  and  see  it  only  as  a 
time  for  resolutions  of  opposition,  I believe  we 
would  fail  not  only  ourselves,  but  the  people  of 
this  country,  more  and  more  of  whom  need  and 
want  more  and  more  of  the  services  we  are  uniquely 
able  to  render. 

Let  us  not  make  it  necessary  for  anybody  else  to 
direct  the  furnishing  of  those  services. 

It  is  my  sincere  conviction  that  health  care  can 
and  will  be  provided,  at  the  highest  level  of  quality 
and  at  a reasonable  price,  to  an  ever-increasing 
population  in  a context  of  competitive  enterprise. 
Ultimately,  in  the  continuing  inter-play  between 
government  and  market-oriented  approaches  to  the 
organization  and  delivery  of  health  care,  the  con- 
sumer will  have  to  decide  whether  he  wants  to  retain 
the  right  to  purchase  his  own  health  care,  or  prefers 
to  yield  this  right  to  government. 

Freedom  is  never  free.  The  price  of  freedom  is 
continuing  vigilance,  wisdom,  courage  and  dedicated 
effort. 

I have  unbounding  faith  in  the  only  source  of 
freedom — the  people  of  this  wonderful  country! 


TofightTB- 
find  it  first! 

Make  tuberculin  testing  routine 
with  every  physical  examination. 


TUBERCULIN, TINE  TEST 

• (Rosenthal) 

Side  effects  are  possible  but  rare:  vesiculatlon,  ulceration,  or  necrosis 
at  test  site.  Contraindications:  none,  but  use  with  caution  in  active 
tuberculosis.  Available  in  5's  and  25's. 


330-8/6135 


TTuCdAone' 

-fOT  / 

' • EMPHYSEMA 

• ASTHMA 

• CHRONIC  BRONCHITIS 

• BRONCHIECTASIS 


Each  tablet  contains: 


Each  tablet  contains: 

Potassium  Iodide 195  mg. 

.Aminophylline 130  mg. 

Phenoharhltal,  Caution:  May  be  habil  forming.  . . 21  mg, 

Ephedrine  HCl 16  mg. 

FEDER.\L  L.AW  PROHIBITS 
DISPENSING  WITHOUT  PRESCRIPTION 


Precautions:  Usual  for  aminophylline-ephedrine- 

phenobarbital.  Iodides  may  cause  nausea,  long  use 
may  cause  goiter.  Discontinue  if  symptoms  of 
iodism  develop. 

Iodide  contraindications:  tuberculosis,  pregnancy. 
DOSAGE 

One  tablet,  w'ith  full  glass  of 
water,  3 or  4 times  daily. 

Dispensed  in  bottles  of  100  and  1000  tablets. 

MUDR.-\NE  GG — Formula,  dosage  and  package  identi- 
cal to  Mudrane — except — 100  mg.  glyceryl  guaiacolate 
replaces  the  potassium  iodide.  The  value  of  Mudrane 
cannot  be  enjoyed  by  a small  group  in  which  K.I.  is 
contraindicated.  Mudrane  GG  is  prepared  for  this  group. 

MUDRANE  GG  ELIXIR— Four  5 cc  teaspoonfuls  is 
equivalent  to  one  Mudrane  GG  tablet.  Dosage  adjusted 
to  age  and  weight  of  child.  Mudrane  GG  Elixir  is  for 
pediatric  patients  and  those  who  think  they  cannot  swal- 
low tablets.  Dispensed  in  pint  and  half  gallon  bottles. 

WM.  P.  POYTHRESS  & CO.,  INC. 

RICHMOND,  VIRGINI.X  23217 
Manufacturers  of  ethicat  pharmaceulicats  since  1856 
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Tissue's  healing  nicely. 
M anxiety  slews 
his  steps  towapd  recovery. 

By  helping  overcome  anxiety  and  tension  which  can 
thwart  the  convalescent's  progress,  Equanil®  often 
may  play  an  important  role  in  medical  and 
surgical  aftercare. 


ications:  For  use  in  management  of  anxiety  and  tension  occurring 
le  or  as  accompanying  symptom  complex  to  medical  and  surgical 
rders  and  procedures.  Though  not  a hypnotic,  fosters  normal 
I through  antianxiety  and  related  muscle-relaxant  properties, 
mtraindications:  History  of  sensitivity  to  meprobamate, 
mportant  Precautions;  Carefully  supervise  dose  and  amounts 
prescribed,  especially  for  patients  prone  to  overdose  themselves. 
Excessive  prolonged  use  has  been  reported  to  result  in  dependence 
or  habituation  in  susceptible  persons,  as  alcoholics,  ex-addicts, 
and  other  severe  psychoneurotics.  Alter  prolonged  excessive 
dosage,  reduce  dosage  gradually  to  avoid  possibly  severe  with- 
drawal reactions.  Abrupt  discontinuance  of  excessive  doses 
has  sometimes  resulted  in  epileptiform  seizures. 

Warn  patients  of  possible  reduced  alcohol  tolerance,  with 
resultant  slowing  of  reaction  time  and  impairment  of  judgment 
and  coordination. 

Reduce  dose  if  drowsiness,  ataxia  or  visual  disturbance  occurs; 
if  persistent,  patients  should  not  operate  vehicles  or  danger- 
ous machinery. 

Side  Effects  include  drowsiness,  usually  transient;  if 
persistent  and  associated  with  ataxia,  usually  responds 
to  dose  reduction;  occasionally  concomitant  CNS 
stimulants  (amphetamine,  mephentermine  sulfate) 
are  desirable.  Allergic  or  idiosyncratic  reactions 
are  rare,  but  such  reactions,  sometimes  severe, 
can  develop  in  patients  receiving  only  1 to  4 doses 
who  have  had  no  previous  contact  with  meproba- 
mate. Previous  history  of  allergy  may  or  may  not 
be  related  to  incidence  of  reactions.  Mild  reactions 
are  characterized  by  itchy  urticarial  or  erythema- 
tous maculopapular  rash,  generalized  or 
confined  to  groin.  Acute  nonthrombo- 
cytopenic purpura  with  cutaneous 
petechiae,  ecchymoses,  peripheral 
edema  and  fever  have  been  reported. 


One  fatal  case  of  bullous  dermatitis  following  intermittent  use  of 
meprobamate  with  prednisolone  has  been  reported.  If  allergic  reaction 
occurs,  meprobamate  should  be  stopped  and  not  reinstituted.  Severe 
reactions,  observed  very  rarely,  include  angioneurotic  edema,  bronchial 
spasms,  fever,  fainting  spells,  hypotensive  crises  (1  fatal  case),  anaphy- 
laxis, stomatitis  and  proctitis  (1  case)  and  hyperthermia.  Treat  sympto- 
matically aswith  epinephrine,  antihistamineand  possibly  hydrocortisone. 
Aplastic  anemia  (1  fatal  case),  thrombocytopenic  purpura,  agranulo- 
cytosis and  hemolytic  anemia  have  occurred  rarely,  almost  always  in 
presence  of  known  toxic  agents.  A few  cases  of  leukopenia,  usually 
transient,  have  been  reported  on  continuous  administration. 
Meprobamate  may  sometimes  precipitate  grand  mal  attacks  in  patients 
susceptible  to  both  grand  and  petit  mal.  Extremely  large  doses  can 
produce  rhythmic  fast  activity  in  the  cortical  pattern.  Impairment 
of  accommodation  and  visual  acuity  has  been  reported  rarely. 
After  excessive  dosage  for  weeks  or  months,  withdraw  gradually 
(1  or  2 weeks)  to  avoid  recurrence  of  pretreatment  symptoms  (in- 
somnia, severe  anxiety,  anorexia).  Abrupt  discontinuance  of  excessive 
doses  has  sometimes  resulted  in  vomiting,  ataxia,  tremors,  muscle 
twitching  and  epileptiform  seizures.  Prescribe  very  cautiously  and 
in  small  amounts  for  patients  with  suicidal  tendencies.  Suicidal  attempts 
have  resulted  in  coma,  shock,  vasomotor  and  respiratory  collapse 
and  anuria.  Excessive  doses  have  resulted  in  prompt  sleep;  reduction 
of  blood  pressure,  pulse  and  respiratory  rates  to  basal  levels;  and 
occasionally  hyperventilation.  Treat  with  immediate  gastric  lavage 
and  appropriate  symptomatic  therapy.  (CNS  stimulants  and  pressor 
amines  as  indicated.)  Doses  above  2400  mg., /day 
are  not  recommended. 

Composition:  Tablets,  200  mg.  and  400  mg. 
meprobamate.  Coated  Tablets,  Wyseals® 

Equanil  (meprobamate)  400  mg.  (All  tablets 
also  available  in  Redipak®  [strip  pack],  Wyeth.) 

Continuous-Release  Capsules,  Equanil  L-A 
(meprobamate)  400  mg. 

Wyeth  Laboratories  Philadelphia,  Pa. 
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Professionally  posed. 


DOCTOR- 

You  are  "Spedal” 


AT 


GENERAL 

LEASING 


Because  doctors  hove  the  highest 
credit  rating,  take  better  core  of 
their  cars,  and  ore  our  best  custo- 
mers we  extend  to  you 

^ SPECIAL  RATES 
★ SPECIAL  TERMS 


LEASING 

LEASING 

ANY  MAKE 

MEDICAL  OR 

OR  MODEL 

SURGICAL 

NEW  '68  CAR 

EQUIPMENT 

Leasing  is  often  better  than 
owning  a car.  You  have  no 
capital  investment  and  certain 
tax  advantages.  But  the  main 
thing  is  you  always  have  a 
dependable  car  at  your  com- 
mand— a brand  new  car  every 
two  years,  or  oftener,  if  you 
wish.  See  us  for  particulars  of 
our  special  plan  for  doctors. 


Young  doctors  just  beginning 
practice  who  need  complete  of- 
fice furnishings  and  medical  or 
surgical  equipment  will  find  our 
leasing  plan  is  specially  de- 
signed for  them.  Established 
doctors  planning  enlarged  facil- 
ities and  new  equipment  will 
also  find  our  leasing  plan  eco- 
nomical and  convenient.  Call  us 
for  details. 


PHONES:  897-1641-895-2451 

General  Leasing  Corporation 
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LOUISVILLE,  KY.  40207 


Immune  Globulin 

(Continued  from  Page  358) 

if  early  in  gestation  as  a contraindication  for 
intrauterine  transfusion  should  our  findings  be 
substantiated  by  other  investigators. 

Addendum 

Further  studies  in  over  50  subjects  have 
revealed  that  prior  to  34  weeks  gestation  IgG 
bands  are  not  usually  present  for  mild  or  non- 
affected  infants;  however,  such  bands  were 
present  for  moderate  to  severely  involved  in- 
fants, but  dense  bands  were  seen  only  in  still- 
births or  hydrops.  Quantitative  studies  for  IgG 
are  now  underway. 

We  wish  to  acknowledge  the  assistance  of  A.  W. 
Liley,  M.D.  for  checking  on  first  spectrophotometric 
values  and  the  obstetricians  of  the  Greater  Louisville 
area  for  submitting  specimens. 
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■ \ SAN  FRANCISCO,  CALIFORNIA  JUNE  16-20,1968 

AMERICAN  MEDICAL  ASSOCIATION’S  117th  ANNUAL  CONVENTION  • BROOKS  HALL 
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The  excitement  of  San  Francisco’s  famous  sites  is  waiting 
for  you.  Chinatown,  the  Golden  Gate  Bridge,  Fisherman’s  Wharf, 
Telegraph  Hill,  will  add  to  five  memorable  and  stimulating  con- 
vention days.  Plan  to  attend  now  and  look  forward  to  an  excel- 
lent convention  in  a city  of  unlimited  charm. 

Continue  your  postgraduate  education  with  a varied  program 
of  • four  General  Scientific  Meetings  on  Auto  Accidents,  Health 
Care  Planning,  Infectious  Diseases,  Treatment  of  Advanced 
Malignant  Disease  • 23  Section  Programs  • Color  Television 
• Medical  Motion  Pictures  • and  over  600  scientific  and  indus- 
trial exhibits.  All  are  designed  to  bring  you  up-to-date  on  what 
is  making  medical  news  today.  You  will  attend  lectures  by  the 
nation’s  outstanding  medical  authorities  and  discuss  with  them 
the  significant  advances  in  medicine. 

In  addition  the  AMA  TV  network  will  present  more  than  40 
hours  of  convention  news. 

Reserve  now  for  the  Scientific  Awards  Dinner  in  honor  of 
the  Scientific  Award  Winners — Wednesday,  June  19,  1968. 
Since  space  is  limited,  we  suggest  you  make  your  reservations 
before  June  3,  1968.  Tickets  are  $10.00  each,  payable  in 
advance. 

The  complete  scientific  program,  plus  forms  for  advance 
registration  and  hotel  accommodations,  will  be  featured  in 
JAMA,  May  6,  1968. 
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Weariness 
“without  cause” 

Psychic  tension  with 
depressive  symptomatology? 

"For  weeks  I’ve  done  practically  nothing  and  I’m  aU 
ways  tired.  I wake  up  tired  and  / go  to  bed  tired.  It’s 
absurd.  It’s  really  absurd.’’ 

When  the  patient  complains  of  fatigue,  and  you  can 
find  no  organic  cause,  you  recognize  that  it  may  serve 
her  as  a means  of  avoiding  responsibilities  or  facing 
an  emotional  problem.  It  is,  in  effect,  a psychological 
retreat  behind  a somatic  cover  of  continuous  fatigue 
—one  of  the  many  depressive  symptoms  often  asso- 
ciated with  psychic  tension. 

She  needs  counsel  and  reassurance,  and  perhaps  a 
tranquilizer  to  attenuate  excessive  tension  and  help 
restore  the  capacity  to  cope.  As  an  aid  to  successful 
management,  consider  the  value  of  Valium®  (diaze- 
pam). As  psychic  tension  is  eased  by  Valium  therapy, 
secondary  depressive  symptoms  too  may  subside. 
The  patient  feels  more  capable,  therefore  more  hope- 
ful; better  able  to  handle  situations  of  intense  stress. 


Before  prescribing  Valium  (diazepam),  consult  com- 
plete product  information;  a summary  follows: 
Indications : Tension  and  anxiety  states;  somatic  com- 
plaints which  are  concomitants  of  emotional  factors; 
psychoneurotic  states  manifested  by  tension,  anxiety, 
apprehension,  fatigue,  depressive  symptoms  or  agita- 
tion; acute  agitation,  tremor,  delirium  tremens  and 
hallucinosis  due  to  acute  alcohol  withdrawal;  adjunc- 
tively  in:  skeletal  muscle  spasm  due  to  reflex  spasm  to 
local  pathology,  spasticity  caused  by  upper  motor  neu- 
ron disorders;  athetosis,  stiff-man  syndrome,  convulsive 
disorders  (not  for  sole  therapy). 

Contraindications : Known  hypersensitivity  to  drug; 
children  under  6 months  of  age;  acute  narrow  angle 
glaucoma;  may  be  used  in  patients  with  open  angle 
glaucoma  who  are  receiving  appropriate  therapy. 
Warnings  :Not  of  value  in  treatment  of  psychotic  pa- 
tients, and  should  not  be  employed  in  lieu  of  appropri- 
ate treatment.  As  with  most  CNS-acting  drugs,  caution 
patients  against  hazardous  occupations  requiring  com- 
plete mental  alertness  (e.g.,  operating  machinery,  driv- 
ing). When  used  adjunctively  in  convulsive  disorders, 
possibility  of  increase  in  frequency  and/or  severity  of 
grand  mal  seizures  may  require  increase  in  dosage  of 
standard  anticonvulsant  medication;  abrupt  withdrawal 
in  such  cases  may  also  be  associated  with  temporary 
increase  in  frequency  and/or  severity  of  seizures.  Advise 
patients  against  simultaneous  ingestion  of  alcohol  and 
other  CNS  depressants.  Withdrawal  symptoms  (similar 
to  those  with  barbiturates  and  alcohol)  have  occurred 
following  abrupt  discontinuance.  Keep  addiction-prone 
individuals  (such  as  drug  addicts  or  alcoholics)  under 
careful  surveillance  because  of  their  predisposition  to 
habituation  and  dependence.  Use  of  any  drug  in  preg- 
nancy, lactation  or  in  women  of  childbearing  age  re- 
quires that  potential  benefit  be  weighed  against  possible 
hazard. 

Precautions ; If  combined  with  other  psychotropics  or 
anticonvulsants,  carefully  consider  individual  pharma- 
cologic effects  — particularly  with  known  compounds 
which  may  potentiate  action  of  Valium,  such  as  pheno- 


thiazines,  narcotics,  barbiturates,  MAO  inhibitors  and 
other  antidepressants.  Employ  usual  precautions  in  the 
severely  depressed  or  in  those  with  latent  depression; 
suicidal  tendencies  may  be  present  and  protective  mea- 
sures necessary.  Observe  usual  precautions  in  impaired 
renal  or  hepatic  function.  Limit  dosage  to  smallest  effec- 
tive amount  in  elderly  and  debilitated  to  preclude 
ataxia  or  oversedation  (initially  2 to  2!4  mg  once  or 
twice  daily,  increasing  gradually  as  needed  or  tolerated) . 
Adverse  Reactions : Side  effects  most  commonly  re- 
ported: drowsiness,  fatigue  and  ataxia.  Infrequently 
encountered:  confusion,  constipation,  depression,  diplo- 
pia, dysarthria,  headache,  hypotension,  incontinence, 
jaundice,  changes  in  libido,  nausea,  changes  in  saliva- 
tion, skin  rash,  slurred  speech,  tremor,  urinary  reten- 
tion, vertigo  and  blurred  vision.  Paradoxical  reactions 
such  as  acute  hyperexcited  states,  anxiety,  hallucina- 
tions, increased  muscle  spasticity,  insomnia,  rage,  sleep 
disturbances  and  stimulation  have  been  reported;  should 
these  occur,  use  of  the  drug  should  be  discontinued.  Be- 
cause of  isolated  reports  of  neutropenia  and  jaundice, 
periodic  blood  counts  and  liver  function  tests  are  ad- 
visable during  long-term  therapy.  Minor  changes  in 
EEG  patterns  (low-voltage  fast  activity)  observed  dur- 
ing and  after  therapy  and  are  of  no  known  significance. 
Dosage:  Individualize  for  maximum  beneficial  effect. 
Adults:  Tension,  anxiety  and  psychoneurotic  states,  2 
to  10  mg  b.i.d.  to  q.i.d.;  alcoholism,  10  mg  t.i.d.  or  q.i.d. 
in  first  24  hours,  then  5 mg  t.i.d.  or  q.i.d.  as  needed; 
adjunctively  in  skeletal  muscle  spasm,  2 to  10  mg  t.i.d. 
or  q.i.d.;  adjunctively  in  convulsive  disorders,  2 to  10 
mg  b.i.d.  to  q.i.d.  Geriatric  or  debilitated  patients:  2 to 
2Vi  mg,  1 or 2 times  daily  initially,  increasing  as  needed 
and  tolerated. ( See  Precautions.)  C/n'Wr^n.-  1 to  2)4  mg 
t.i.d.  or  q.i.d.  initially,  increasing  as  needed  and  toler- 
ated (not  for  use  under 

Roche 

LABORATORIES 
3 mg,  and  lU  mg,  bottles  Division  of  HoHmann-La  Roche  Inc. 
of  50,  100  and  SOO.  Nutley.  New  Jersey  07110 


6 months). 

Supplied : Valium®  (di- 
azepam) Tablets,  2 mg. 


Valium®  (diazepam) 

helps  relieve  psychic  tension  with  associated  depressive  symptoms 
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Dilantin 

(diphenylhydantoin) 

PARKE-DAVIS 


In  untold  thousands  of 
epileptic  patients... 
Dilantin  has  been,  and 
continues  to  he,  the 
bedrock  of  therapy. 


DILANTIN  is  useful  in  the  treatment  of  grand  mal 
epilepsy  and  certain  other  convulsive  states.  Its 
use  will  prevent  or  greatly  reduce  the  incidence 
and  severity  of  convulsive  seizures  in  a substan- 
tial percentage  of  epileptic  patients,  without  the 
hypnotic  and  narcotizing  effects  of  many  anti- 
convulsant drugs. 

PRECAUTIONS:  Periodic  examination  of  the  blood 
is  advisable.  Nystagmus  in  combination  with  diplo- 
pia and  ataxia  indicates  dosage  should  be  re- 
duced. The  possibility  of  toxic  effects  during 
pregnancy  has  not  been  explored.  ADVERSE 
REACTIONS:  Allergic  phenomena  such  as  poly- 
arthropathy, fever,  skin  eruptions,  and  acute  gen- 
eralized morbilliform  eruptions  with  or  without 
fever.  Rarely,  dermatitis  goes  on  to  exfoliation  with 
hepatitis,  and  further  dosage  is  contraindicated. 

Gingival  hypertrophy,  hirsutism,  and  excessive 
motor  activity  are  occasionally  encountered.  Dur- 
ing initial  treatment,  side  effects  may  include  gas- 
tric distress,  nausea,  weight  loss,  nervousness, 
sleeplessness,  feeling  of  unsteadiness.  Macrocy- 
tosis,  megaloblastic  anemia,  leukopenia,  granulo- 
cytopenia, thrombocytopenia,  pancytopenia, 
agranulocytosis,  and  aplastic  anemia  have  been 
reported.  Nystagmus,  lymphadenopathy,  lupus 
erythematosus,  erythema  multiforme  (Stevens- 
Johnson  syndrome),  and  a syndrome  resembling 
infectious  mononucleosis  with  jaundice  have  occurred. 
DILANTIN  is  supplied  in  several  forms  including 
Kapseals®  containing  0.1  Gm.  and  0.03  Gm. 
diphenylhydantoin  sodium. 

Parke,  Davis  & Company,  Detroit,  Michigan  48232 

The  color  combinations  of  the  banded  capsules  are 
Parke-Davis  trademarks.  The  orange-banded  white  capsule 
identifies  Parke-Davis  0.1  Gm.  diphenylhydantoin  sodium; 
the  pink-banded  white  capsule  0.03  Gm.  diphenylhydantoin  sodium. 
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HmO  BRAND  OFLUTUTRIN 

3000  UNIT  TABLETS 

IN  THE  TREATMENT  OF  FUNCTIONAL  DYSMENORRHEA  AND  SELECTED  CASES  OF 
PREMATURE  LABOR  AND  2ND  AND  3RD  TRIMESTER  THREATENED  ABORTION 


■ LUTREXIN,  the  non-steroid  “uterine 
relaxing  factor’’  has  been  found  to  be  useful 
by  many  clinicians  in  controlling  abnormal 
uterine  activity. 

■ Literature  on  indications  and  dosage  avail- 
able on  request. 


fl  No  side  effects  have  been  reported,  even 
when  massive  doses  (25  tablets  per  day) 
were  administered. 

E Supplied  in  bottles  of  twenty-five  3,000 
unit  tablets. 


(In  vivo  measurement  of  Lutrexin  on  contracting 
uterine  muscle  of  the  guinea  pig.) 
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b.i.d. 

If  your  objective  in  the  use  of  a broad-spectrum  antibiotic 
is  prolonged  action,  with  high  blood  levels,  consider 
DECLOMYCIN  300  mg  b.i.d. 

The  maintenance  dosage  of  DECLOMYCIN 
300  mg  can  be  kept  at  this  convenient  schedule 
because  of  its  unusually  high  effective  blood 
and  tissue  levels. 

In  clinical  practice,  blood  levels  produced  by  a 
therapeutic  dose  of  DECLOMYCIN  are  high, 
prolonged,  and  effective,  because  of  high  serum 
binding  and  slow  renal  clearance. 

®ECLOMYCI]V 

DEMETHYLCHinKTErRACYCLINE 


Prescribing  information  on  next  }>age. 


13KCI.OMYCIN 

DEMET11YI£11L0RTETRACYCLINE 


b.i.d. 


DECLOMYCIN  Demethylchlortetracycline  should  be 
equally  or  more  effective  therapeutically  than  other 
tetracyclines  when  the  offending  organisms  are 
tetracycline-sensitive. 

Contraindication:  History  of  hypersensitivity  to 
demethylchlortetracycline. 

W arning— In  renal  imi)airment,  usual  doses  may  lead 
to  excessive  accumulation  and  liver  toxicity.  Under  such 
conditions,  lower  than  usual  doses  are  indicated,  and,  if 
therapy  is  prolonged,  serum  level  determinations  maybe 
advisable.  A photodynamic  reaction  to  natural  or  artifi- 
cial sunlight  has  been  observed.  Small  amounts  of  drug 
and  short  exposure  may  produce  an  exaggerated  sun- 
burn reaction  which  may  range  from  erythema  to  severe 
skin  manifestations.  In  a smaller  proportion,  photo- 
allergic  reactions  have  been  reported.  Patients  should 
avoid  direct  exposure  to  sunlight  and  discontinue  drug 
at  the  first  evidence  of  skin  discomfort.  Necessary  subse- 
(juent  courses  of  treatment  with  tetracyclines  should  be 
carefully  observed. 

Precautions— Overgrowth  of  nonsusceptible  organisms 
may  occur.  Constant  observation  is  essential.  If  new  in- 
fections appear,  apj)ropriate  measures  should  be  taken. 
In  infants,  increased  intracranial  j)ressure  with  bulging 
fontanels  has  been  observed.  All  signs  and  symptoms 
have  disaj)peared  rapidly  upon  cessation  of  treatment. 
Side  Effects  — Gastrointestinal  system— anorexia, 
nausea,  vomiting,  diarrhea,  stomatitis,  glossitis,  entero- 
colitis, pruritus  ani.  Skin— maculopapular  and  erythema- 
tous rashes;  a rare  case  of  exfoliative  dermatitis  has 
been  reported.  Photosensitivity;  onycholysis  and  dis- 
coloration of  the  nails  (rare).  Kidney— rise  in  BUN, 
apparently  dose  related.  Transient  increase  in  urinary 
output,  sometimes  accompanied  by  thirst  (rare).  Hyper- 
sensitivity reactions— urticaria,  angioneurotic  edema, 
anaphylaxis.  Teeth— dental  staining  (yellow-brown)  in 
children  of  mothers  given  this  drug  during  the  latter 
half  of  pregnancy,  and  in  children  given  the  drug  during 
the  neonatal  period,  infancy  and  early  childhood. 
Enamel  hypoplasia  has  been  seen  in  a few  children.  If 
adverse  reaction  or  idiosyncrasy  occurs,  discontinue 
medication  and  institute  aj)propriate  therapy. 

Average  Adult  Daily  Dosage:  150  mg  q.i.d.  or  300 
mg  b.i.d.  Should  be  given  1 hour  before  or  2 hours  after 
meals,  since  absorption  is  impaired  by  the  concomitant 
administration  of  high  calcium  content  drugs,  foods  and 
some  dairy  products.  Treatment  of  streptococcal  infec- 
tions should  continue  for  10  days,  even  though  symp- 
toms have  subsided. 


In  the  treatment  of  syphilis  a dosage  schedule  of  a total  of  12  to  18 
Gni  given  in  e<iually  divideil  doses  over  a period  of  10  to  15  days 
should  be  bdlowed.  Close  follow-up  observation  of  the  patient  is 
recommended,  including  appropriate  laboratory  tests,  since  demethyl- 
chlortetracycline has  not  had  adequate  evaluation  in  all  stages  of 
syphilis.  Spinal  fluid  examination  should  be  included  as  part  of  this 
follow-up. 

Acute  gonococcal  anterior  urethritis  in  males  has  been  treated  ef- 
fectively with  a single  dose  of  600-900  mg  of  DECLO.MYCI.N  De- 
methylchlortetracycline. Individuals  unable  to  tolerate  large  single 
doses  due  to  gastrointestinal  side  effects  may  be  treated  with  150  mg 
every  6 hours  for  a minimum  of  4 doses  or  300  mg  every  12  hours  for 
a minimum  of  2 doses.  Females  should  be  treated  with  a dosage  of 
150  mg  every  6 hours  or  300  mg  every  12  hours  until  a cure  is  effected. 
Primary  Atypical  Pneumonia  (Eaton  -Agent);  The  average  adult  daily 
dosage  is  900  mg  in  3 divided  doses  for  six  days. 


LEDERLE  LABORATORIES,  A Division  of 
American  Cyanamid  Company,  Pearl  River,  N.Y. 


379-8 


The  muscle  relaxant 
that  works 

before  you  write  a prescription 

Relieve  painful  skeletal  muscle  spasm  in  your  office 
in  minutes  with  a single  2 cc.  injection  of  NORFLEX. 

Then,  for  sustained  relief,  write  a prescription 

I for  NORFLEX  tablets,  1 tablet  b.i.d. 

! 

CONTRAINDICATIONS;  Due  to  its  anticholinergic 
action,  NORFLEX  should  not  be  used  in  patients 
with  glaucoma,  pyloric  or  duodenal  obstruction, 
stenosing  peptic  ulcer,  prostatic  hypertrophy  or 
obstruction  at  the  bladder  neck,  cardiospasm 
(megaesophagus)  and  myasthenia  gravis.  Use  with 
caution  in  patients  with  tachycardia.  Do  not  use 
propoxyphene  (Darvon®)  concurrently. 


DOSAGE;  INJECTABLE  — Average  adult  dose 
one  ampul,  2 cc.  (60  mg.  orphenadrine  citrate) 
I.M.  or  I.V.  May  be  repeated  every  12  hours. 
Relief  may  be  maintained  with  one 
NORFLEX  tablet  b.i.d.  TABLETS -Two 
tablets  per  day  for  adults,  one  in  the 
morning,  one  in  the  evening.  Each  tablet 
contains  100  mg.  orphenadrine  citrate. 

For  full  information,  see  Package  Insert 
or  P.D.R. 

Riker  Laboratories 
Northridge,  California  91324 


Norflex 

(orphenadrine  citrate) 


WARNING;  Transient  lightheadedness  or  dizziness 
following  NORFLEX-INJECTABLE  may  occur. 


SIDE  EFFECTS;  Due  mainly  to  anticholinergic 
action  and  usually  at  high  dosage.  They  may 
include  dryness  of  the  mouth,  tachycardia, 
palpitation,  urinary  hesitancy  or  retention,  blurred 
vision,  dilatation  of  the  pupil,  increased  ocular 
tension,  weakness,  nausea,  vomiting,  headache, 
dizziness,  constipation,  and  drowsiness. 
Infrequently,  mental  confusion  in  the  elderly, 
urticaria  or  other  dermatoses.  Side  effects  are 
usually  eliminated  by  reduction  in  dosage.  Two 
cases  of  aplastic  anemia,  with  no  established 
causal  relationship,  have  been  reported. 
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Undoubtedly,  medicine  in  the  small  community  is  destined  for  great 
change.  One  could  argue  that  medicine  in  small  town  areas  is  out  of  step 
with  the  times,  that  patients  are  deprived  of  some  of  the  wonders  of 
modern  medicine.  The  computer  age  is  breathing  down  the  doctor’s  neck.  His 
marvelously  anachronistic  fairyland  will  soon  disappear  and  the  loss  will  be 
grievous.  Will  his  future  patients  fare  better? 

A recent  president  of  the  British  Medical  Association  said,  “The  ethos  of 
medicine  is  of  no  less  significance  than  the  science.”  A late  dean  of  medicine 
often  said,  “Listen  to  what  your  patient  has  to  say  and  he  will  tell  you  the 
diagnosis.  Then  tell  the  patient  in  words  that  he  can  understand,  that  you  under- 
stood what  he  said.”  In  such  manner  are  desirable  rapport  and  ethos  of  medicine 
developed. 

In  recent  weeks  one  educator  stated  that  professional  training  includes  two  im- 
portant attributes,  flexibility  and  dedication  to  purpose  and  that  the  latter  is  not 
a subject  of  formal  training.  He  further  stated  that  dedication  comes  from  observa- 
tion and  emulation  and  is  to  be  included  in  education  by  careful  selection  of 
medical  students  and  faculty. 

In  former  years  educators  concerned  themselves  primarily  with  core  content, 
later  with  research  and  more  recently  with  comprehensive  medical  care.  Less 
than  a decade  ago  certain  educators  welcomed  a KMA  statement  advising  that  the 
primary  function  of  medical  centers  is  the  teaching  of  students.  Now  their  proposed 
plan  of  comprehensive  medical  care  would  control  distribution  and  quality  of 
medical  practice  and  include  the  actual  practice  of  medicine  beyond  the  confines 
of  the  institution. 

Medicare  has  brought  many  changes  and  the  proposed  amendments  would 
bring  more.  The  Commission  on  Health  Manpower  report  reveals  numerical  need 
as  well  as  quality  and  distribution  needs.  It  recommends  direct  funding  to  educa- 
tion rather  than  through  research,  licensure  changes  and  consideration  of  new 
health  professionals.  The  report  of  the  National  Conference  on  Group  Practice 
and  AMA’s  recent  meeting  on  socio-economics  in  Chicago  also  confirm  the  trend 
of  increased  changes  of  concept  in  medical  practice. 

In  view  of  these  anticipated  changes  we  predict  that  the  future  patient  will 
know  how  he  feels  but  won’t  know  what  he’s  got  while  his  doctor  will  know  what 
he’s  got,  but  will  have  no  conception  of  his  feeling.  Fascination  with  diseases  will 
bring  us  to  forget  the  bearer  of  that  disease.  The  milk  of  human  kindness  will  be 
curdled  by  molecular  biology.  No  longer  will  the  ethos  of  medicine  have  equal 
significance  with  the  science. 

J.  Sankey  Williams,  M.D. 

KMA  Vice-President,  Eastern  District 

*This  is  the  third  of  a series  of  articles  written  at  the  request  of  KMA  President  George  F. 
Brockman,  M.D.,  by  the  three  KMA  vice-presidents  and  the  president  of  the  Woman’s 
Auxiliary  to  KMA.  The  two  previous  articles  appeared  in  the  January  and  March  issues  of 
The  Journal. 


When  toddler 
ai^etites  rebel, 

new 

Gerber  Toddler  Meals 
assure  nutrition. 


Developed  especially  These  new  products  were  specifically  developed  to  meet  the  needs 
for  toddlers  children  graduating  from  baby  foods.  Combining  convenience, 
texture  and  grown-up  taste  appeal  with  sound  nutrition,  Gerber 
research  has  created  Toddler  Meals  in  ten  tasty  varieties. 


Superior  nutrient/ 
caiorie  ratios 


The  nutritional  characteristics  of  these  casserole  meals  are  ex- 
cellent. High  in  critical  nutrients,  Gerber  Toddler  Meals  are  the 
answer  to  the  problem  of  empty  calories. 


Excellent  protein  value 


Gerber  Toddler  Meals  contain  IV2  to  3 times  the  high  quality  protein 
per  calorie  specified  by  the  NRC  Recommended  Daily  Dietary 
Allowance.  Iron,  thiamine,  riboflavin,  niacin  and  ascorbic  acid 
also  rate  well  above  the  Recommended  Allowance  per  calorie 
for  these  nutrients. 


New  chewing 
satisfaction 


Made  with  tender,  bite-size  morsels  of  meat,  prepared  by  an  ex- 
clusive Gerber  process,  they  offer  chewing  satisfaction,  yet  are 
easily  ingested  and  digested  with  light  mastication. 


Now  when  mothers  ask  your  advice,  consider 
this  new  step  from  baby  foods  to  adult  foods  for 
assured  nutrition. 

Gerber  Products  Company.  Fremont.  Michigan  49412 
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The  Kentucky  Medical  Laboratory  Acff* 


Russell  E.  Teague,  M.D.,  M.P.H. 

Commissioner  of  Health 
Commonwealth  of  Kentucky 


The  1968  General  Assembly  enacted  legislation 
which  becomes  effective  January  1,  1969,  regu- 
lating the  operation  of  medical  laboratories. 
The  Kentucky  Medical  Laboratory  Act  applies  to  all 
medical  laboratories  within  the  state  of  Kentucky  ex- 
cept: 

1.  Medical  laboratories  operated  by  the  United 
States  Government 

2.  Medical  laboratories  operated  by  a licensed 
physician  or  a group  of  licensed  physicians 
solely  and  exclusively  in  connection  with  the 
diagnosis  and  treatment  of  their  own  patients 

3.  Medical  laboratories  operated  by  hospitals  li- 
censed by  the  State  Board  of  Health 

4.  Medical  laboratories  operated  and  maintained 
exclusively  for  research  purposes  involving  no 
patient  or  public  health  service  whatsoever 
The  State  Board  of  Health  is  empowered  to  adopt 
rules  and  regulations  to  effectuate  the  purposes  and 
provisions  of  the  Act.  Separate  licensure  of  labora- 
tory personnel  is  not  required,  but  Board  of  Health 
regulations  relating  to  qualifications  of  medical  lab- 
oratory personnel  will  be  adopted.  The  Board  of 
Health  will  also  promulgate  regulations  relating  to 
the  standards  of  performance  in  the  examination  of 
specimens,  standards  of  constructions  of  medical  lab- 
oratories and  standards  of  medical  laboratory  equip- 
ment. 

The  license  to  operate  a medical  laboratory  will 
be  issued  to  the  director  of  the  laboratory.  In  order 
to  qualify  as  a medical  laboratory  director,  a person 
must  be  either:  (1)  a physician  licensed  to  practice 
medicine  in  Kentucky,  or  (2)  the  holder  of  an  earned 
doctoral  degree  with  a chemical,  physical  or  biologi- 
cal science  as  his  major  subject,  who  subsequent  to 
graduation  has  had  at  least  two  (2)  years  of  experi- 
ence in  the  medical  laboratory  specialty  for  which 
he  was  trained.  Tests  performed  in  a laboratory  di- 
rected by  a non-physician  must  be  limited  to  the 
specialties  or  sub-specialties  of  medical  laboratory 
procedure  for  which  the  director  is  personally  quali- 


fTlii.s  article  was  prepared  by  B.  F.  Brown,  M.D.. 
M.P.H. . Director,  Division  of  Laboratory  Services, 
Kentucky  State  Department  of  Health,  275  East 
Main  Street,  Frankfort,  Kentucky  40601 


fied,  and  no  medical  interpretation  of  test  results, 
diagnosis,  prognosis  or  suggested  treatment  can  be 
made. 

A performance  evaluation  testing  program  will  be 
developed  in  which  specimens  for  serologic,  bacteri- 
ologic,  biochemical,  hematologic,  and  other  examina- 
tions will  be  shipped  periodically  to  participating 
laboratories.  This  type  of  program  should  promote 
greater  standardization  of  laboratory  procedures.  Par- 
ticipation in  the  performance  evaluation  program  will 
be  a requirement  for  those  medical  laboratories  cov- 
ered by  the  Act,  and  it  is  expected  that  the  perform- 
ance evaluation  program  will  be  made  available  on  a 
voluntary  basis  to  physicians’  laboratories  not  covered 
by  the  Act. 

The  Act  also  requires  the  approval  from  the  De- 
partment of  Health  for  the  operation  of  a school  for 
training  medical  laboratory  personnel  and/or  medical 
laboratory  trainees.  Approval  will  be  contingent  upon 
presentation  of  satisfactory  evidence  that  the  curricu- 
lum, personnel  and  equipment  of  such  school  is  ade- 
quate to  provide  quality  training  in  medical  labora- 
tory techniques. 

The  Act  provides  for  the  appointment  by  the  Com- 
missioner of  Health  of  an  Advisory  Committee  to 
advise  the  Department  in  the  fulfillment  of  its  re- 
sponsibilities under  the  Act.  This  Advisory  Commit- 
tee will  be  composed  of  nine  (9)  appointed  members. 
The  Commissioner  of  Health  or  his  designated  repre- 
sentative will  be  an  ex  officio  member.  The  appointed 
members  of  the  Committee  will  consist  of  five  (5) 
members  nominated  by  the  Kentucky  Medical  As- 
sociation. At  least  three  (3)  of  these  positions  will 
be  filled  by  pathologists  who  are  directors  of  medical 
laboratories.  Two  (2)  members  will  be  nominated 
by  the  Kentucky  State  Society  of  Medical  Tech- 
nologists. One  ( 1 ) member  will  be  nominated  by  the 
Kentucky  Hospital  Association  and  one  (1)  member 
will  be  nominated  by  the  Kentucky  State  Society  of 
American  Medical  Technologists. 

The  development  of  the  Kentucky  Medical  Labora- 
tory Act  was  the  result  of  the  cooperative  efforts 
of  several  individuals  and  professional  organizations. 
Professional  organizations  contributing  to  the  de- 
velopment of  the  Act  and  actively  supporting  the 
{Continued  on  Page  493) 
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Abbott 

Antihypertensive 
Building  Blocka 


A simplified  approach 
to  the  practice  management 
of  hypertension 
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Enduron:  (methyclothiazide)  A basic 
building  block  for  mild  hypertensives 


Excellent  day-long  Na^  output, 
yet  easy  on  the  K* 


Enduron  provides  an  excellent  starting  therapy.  Your  patier 
sodium  excretion  is  greatly  enhanced.  Yet  potassium  loss  is  Ic 
The  therapeutic  action  is  smooth,  and  persists  for  a full  24  hou 
With  Enduron  you  can  prescribe  convenient  once-a-day  dos£ 
without  skimping  your  patients  on  day-long  thiazide  effectivem 
Of  course,  as  with  all  thiazides,  supplemental  dietary  potassi 
should  also  be  considered. 


Use  Enduron  as  a basic  therapy  in  patients  with  mild  to  m 
erate  hypertension.  A single  5-mg.  tablet  each  day  is  ample 
most  cases. 


Once  a day,  every  day 

ENDURON 


MEIHyCL01HIAZID[ 


linduronyl:  Its  deserpidine  component 
idds  response  in  moderate  hypertension 


Less  frequent  rauwolfia  side 
effects  than  with  reserpine 

When  you  wish  to  build  further  response,  consider  shifting  to 
Enduronyl. 

Enduronyl  adds  a building  block  of  deserpidine.  This  is  a puri- 
fied rauwolfia  alkaloid  available  only  from  Abbott.  It  adds  good 
antihypertensive  and  tranquilizing  activity.  Yet  its  incidence  of 
untoward  effects,  particularly  lethargy  and  depression,  is  lower 
than  with  reserpine. 

Enduronyl  is  available  plain  or  Forte.  The  latter  provides  its 
variation  where  most  helpful,  by  doubling  the  deserpidine. 

Use  Enduronyl  for  patients  throughout  the  broad  range  of  mild 
to  moderately  severe  hypertension. 


a day,  every  day 

:IDUR0NYl 


F/CimtllUZIOESiiig.witli 
s WINE  11.25  mg.  or  (PORIE)  0.5  mg. 


MILD 


TO  MODERATE  TO  SEVERE 


See  Brief  Summary  on  final  page  of  advertisement 
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EUTRON* 


Eutron:  A unique  combination  for  handling 
moderate  to  severe  cases 

)lM(Gnxmd)  No.RM 
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Affords  almost  uniform  diastolic 
reduction  in  all  body  positions 


Eutron  lowers  diastolic  pressures  nearly  equally,  whether  yo 
patient  is  standing  up  or  lying  down. 

Thus,  in  clinical  trials,  average  standing  diastolic  readings  we 
reduced  from  112  pre-treatment  to  90  post-treatment;  sitting  frc 
115  to  95;  and  recumbent  from  1 12  to  94. 

Note  that  following  Eutron,  the  diastolic  reductions  were  neai 
alike  in  all  three  body  positions. 

Use  Eutron  for  managing  your  moderate  to  severe  cases, 
building  blocks  enhance  each  other;  hence  lesser  doses  often  suffn 


Once  a day,  every  day 

EUTRON 


PMGVLINEHyDl!0CHL0SID[25nig. 

wiUiMEMCLOIHIMSmg. 


MILD  TO  MODERATE  TO  SEVE 


See  Brief  Summary  on  final  page  of  advertisement 
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ENDURONYi: 

Each  tablet  contains 
Methyclothiazide  5 mg.  with 
Deserpidine  0.25  mg.  or  0.5  mg. 


Indications:  Edema  and  mild  to  moderate  hypertension 
(Enduron),  and  mild  to  moderately  severe  hypertension 
(Enduronyl).  More  potent  agents,  if  added,  can  be  given 
at  reduced  dosage. 

Contraindications:  Sensitivity  to  thiazides;  severe  renal 
disease  (except  nephrosis)  or  shutdown;  severe  hepatic 
disease  or  impending  hepatic  coma  (hepatic  coma  due  to 
hypokalernia  has  been  reported  in  patients  on  thiazides). 
Do  not  use  Enduronyl  in  severe  mental  depression,  sui- 
cidal tendencies,  active  peptic  ulcer,  or  ulcerative  colitis. 

Warnings:  Consider  possible  sensitivity  where  there  is 
history  of  allergy  or  asthma.  If  added  potassium  is  indi- 
cated, dietary  supplementation  is  recommended.  Reserve 
enteric-coated  potassium  tablets  for  cautious  use  only 
when  necessary,  as  they  may  induce  serious  or  fatal 
small  bowel  lesions  (stenosis  with  or  without  ulceration), 
cause  obstruction,  hemorrhage,  and  perforation  often 
requiring  surgery;  discontinue  them  immediately  if  ab- 
dominal pain,  distention,  nausea,  vomiting,  or  g.i.  bleed- 
ing occurs.  Neither  Enduron  nor  Enduronyl  contains 
added  potassium. 

Precautions:  Use  thiazides  cautiously  in  severe  renal 
dysfunction,  impaired  hepatic  function  or  progressive 
liver  disease;  also  in  pregnancy  (bone  marrow  depres- 
sion, thrombocytopenia,  and  altered  carbohydrate  me- 
tabolism have  been  reported  in  certain  newborn).  In 
surgery,  thiazides  may  reduce  response  to  vasopressors, 
and  increase  response  to  tubocurarine.  Antihypertensive 
response  may  be  enhanced  following  sympathectomy. 
Watch  for  electrolyte  imbalance  (e.g.,  hyponatremia)  in 
all  patients.  In  hypokalemia  (especially  in  digitalized  pa- 
tients) give  supplemental  potassium.  In  hypochloremic 
alkalosis,  give  supplemental  chloride. 

Use  rauwolfias  with  caution  in  patients  with  history  of 
peptic  ulcer.  Rauwolfias  with  anesthetics  may  produce 
hypotension  and  bradycardia.  Discontinue  Enduronyl  two 
weeks  before  elective  surgery.  Consider  vagal  blocking 
agents  during  emergency  surgery.  In  epilepsy,  adjust 
anticonvulsant  dosage.  In  electroshock,  shorten  stimulus 
strength  and  duration.  In  occasional  patients  with  de- 
pressive tendencies,  rauwolfias  may  precipitate  severe 
mental  depression  that  usually  disappears  when  drug  is 
stopped. 

Adverse  Reactions:  Thiazide  reaction  include  blood  dys- 
crasias  (thrombocytopenia  with  purpura,  agranulocytosis, 
aplastic  anemia);  elevation  of  BUN,  serum  uric  acid  or 
blood  sugar;  anorexia,  nausea,  vomiting,  diarrhea,  head- 
ache, dizziness,  paresthesia,  weakness,  skin  rash,  photo- 
sensitivity, jaundice,  symtomatic  gout,  and  pancreatitis. 
Cutaneous  vasculitis  in  the  elderly  has  been  reported 
with  other  thiazides.  Adverse  effects  with  deserpidine  are 
qualitatively  similar  to  those  with  reserpine,  but  their  in- 
cidence is  lower.  These  include  nasal  stuffiness,  ab- 
dominal cramps  or  diarrhea,  nausea,  headache,  weight 
gain,  reduced  libido  and  potency,  peptic  ulcer  aggrava- 
tion, epistaxis,  skin  eruption,  asthma  in  susceptible  pa- 
tients, electrolyte  imbalance,  excessive  salivation,  and  a 
reversible  Parkinson’s  syndrome.  Excessive  drowsiness, 
fatigue,  weakness,  and  nightmares  may  signal  mental  de- 
pression. Thrombocytopenia,  purpura,  and  a symptom 
manifested  by  dull  sensorium,  deafness,  uveitis,  glaucoma, 
and  optic  atrophy  are  rare  allergic  reactions  to  other 
rauwolfias.  Hypotension  from  antihypertensive  agents 
may  precipitate  angina  attacks  in  susceptible  individuals. 
Usually  adverse  reactions  disappear  when  drug  is  with- 
drawn. 


EUTRON™ 


Each  tablet  contains 
Pargyline  Hydrochloride  25  mg. 
with  Methyclothiazide  5 mg. 


/nd/caf/ons— Moderate  to  severe  hypertension. 
Con/ra/nd/caf/ons— Pheochromocytoma,  paranoid  schizo- 
phrenia, hyperthyroidism  and  advanced  renal  failure.  Not 
recommended  in  malignant  hypertension,  children  under 
12,  pregnant  patients. 

Do  not  use  with:  centrally  or  peripherally  acting  sym- 
pathomimetic drugs;  foods  high  in  tyramine  (e.g.,  aged 
and  natural  cheeses);  parenteral  reserpine  or  guanethi- 
dine;  imipramine,  amitriptyline,  desipramine,  nortripty- 
line or  their  analogues;  other  monoamine  oxidase  inhib- 
TM-TRADEMARK 


Itors;  methyidopa  or  dopamine;  separate  Eutron  and 
these  agents  by  two  weeks. 

Sensitivity  to  thiazides;  severe  renal  disease  (except 
nephrosis)  or  shutdown;  severe  hepatic  disease;  impend- 
ing hepatic  coma  from  thiazide-induced  hypokalemia. 

IVarn/ngs— Patients:  1.  No  other  drugs  (particularly  “cold 
preparations”  and  antihistamines),  cheese  or  alcohol 
without  physician’s  consent.  2.  Promptly  report  ortho- 
static symptoms,  severe  headache,  other  unusual  symp- 
toms. 3.  Angina  pectoris  or  coronary  artery  disease 
patients  must  not  increase  physical  activity  with  improved 
anginal  symptoms  or  well-being. 

Physicians:  1.  Use  antihistamines,  hypnotics,  sedatives, 
tranquilizers  and  narcotics  (meperidine  contraindicated) 
cautiously  in  reduced  doses.  2.  Stop  Eutron  two  or  more 
weeks  before  elective  surgery;  in  emergency  surgery  re- 
duce premedication  (narcotics,  sedatives,  analgesics, 
etc.)  to  1/4  to  1/5;  carefully  adjust  anesthetic  dosage  to 
patient  response.  3.  Use  cautiously  in  advanced  renal 
failure.  4.  Pargyline  may  induce  hypoglycemia.  5.  Con- 
sider possible  sensitivity  reactions  when  a history  of 
allergy  or  asthma  is  present.  6.  If  potassium  is  indicated, 
dietary  supplement  is  recommended;  enteric-coated  po- 
tassium tablets  may  induce  serious  or  fatal  small  bowel 
lesions  (stenosis  with  or  without  ulceration),  cause  ob- 
struction, hemorrhage,  and  perforation  frequently  re- 
quiring surgery;  discontinue  medication  immediately  if 
abdominal  pain,  distention,  nausea,  vomiting  or  gastro- 
intestinal bleeding  occurs;  Eutron  does  not  contain 
added  potassium.  7.  Possible  systemic  lupus  erythema- 
tosus has  been  reported  for  thiazides. 

Precauf/ons— Pargyline:  Use  cautiously  at  reduced  dosage: 
caffeine,  alcohol,  antihistamines,  barbiturates,  chloral 
hydrate,  other  hypnotics,  sedatives,  tranquilizers,  nar- 
cotics. Periodically  do  urinalyses,  blood  counts,  liver 
function  tests,  etc.  Use  with  caution  in  liver  disease. 
Watch  for  orthostatic  hypotension,  especially  in  impaired 
circulation  (e.g.,  angina  pectoris,  coronary  artery  dis- 
ease, cerebral  arteriosclerosis);  also,  augmented  hypo- 
tension in  concomitant  febrile  illnesses.  Reduce  or  dis- 
continue if  hypotension  is  severe.  In  impaired  renal 
function  watch  for  cumulative  drug  effects,  elevated  BUN 
and  other  evidence  of  progressive  renal  failure;  withdraw 
drug  if  these  persist.  In  surgery  increased  central  de- 
pressant response  (hypotension  and  increased  sedative 
effect)  can  be  controlled  by  (1)  discontinuing  at  least  two 
weeks  prior;  (2)  in  emergency  surgery  lowering  dose  of 
premedication;  (3)  when  necessary,  administering  a vaso- 
pressor. Do  not  use  in  hyperactive  and  hyperexcitable 
patients.  Pargyline  may  unmask  severe  psychotic  symp- 
toms where  emotional  problems  pre-exist.  Use  cautiously 
in  Parkinsonism,  especially  with  antiparkinsonian  agents. 
In  prolonged  therapy,  examine  for  change  in  color  per- 
ception, visual  fields,  fundi  and  visual  acuity.  Also,  pro- 
longed therapy  has  made  certain  patients  refractory  to 
nerve  blocking  effects  of  local  anesthetics. 

Methyclothiazide:  Use  cautiously  in  severe  renal  dys- 
function, impaired  hepatic  function  or  progressive  liver 
disease;  also  in  pregnancy  (bone  marrow  depression, 
thrombocytopenia,  and  altered  carbohydrate  metabolism 
have  been  reported  in  certain  newborn).  In  surgery  thia- 
zide may  reduce  vasopressor  response  and  increase  tu- 
bocurarine response.  Antihypertensive  response  may  be 
enhanced  following  sympathectomy.  Watch  for  electro- 
lyte imbalance  (e.g.,  hyponatremia).  Give  supplemental 
chloride  if  hypochloremic  alkalosis  occurs  and  supple- 
mental potassium  if  hypokalemia  occurs  (especially  in 
digitalized  patients).  Thiazides  may  decrease  serum 
P.B.I.  without  signs  of  thyroid  disturbance. 

Adverse  Reactions  — PargyWne:  Orthostatic  hypotension 
and  associated  symptoms,  mild  constipation,  fluid  reten- 
tion, edema,  dry  mouth,  sweating,  increased  appetite, 
arthralgia,  nausea,  vomiting,  headache,  insomnia,  diffi- 
cult in  micturition,  nightmares,  impotence,  delayed  ejac- 
ulation, rash,  purpura,  weight  gain,  hyperexcitability, 
increased  neuromuscular  activity  and  other  extrapy- 
ramidal  symptoms.  Drug  fever  is  extremely  rare.  Reduc- 
tion in  blood  sugar  and  hypoglycemic  effects  are  pos- 
sible. Congestive  heart  failure  has  been  reported  in  a 
few  patients  with  reduced  cardiac  reserve. 

Methyclothiazide:  Blood  dyscrasias  (thrombocytopenia 
with  purpura,  agranulocytosis,  aplastic  anemia);  eleva- 
tion of  BUN,  blood  sugar  or  serum  uric  acid  (gout  may 
be  induced);  anorexia,  nausea,  vomiting,  diarrhea,  head- 
ache, dizziness,  paresthesia,  weakness,  skin  rash,  photo- 
sensitivity, jaundice  and  pancreatitis.  Cu- 
taneous vasculitis  in  elderly  patients  has 
been  reported  with  other  thiazides. 

If  side  effects  are  severe  or  persist,  re- 
duce dosage  or  withdraw  drug.  804438R 
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Blue  Shield  Answers  Your  Questions  About 
"CHAMPUS" 

O.  What  does  CHAMPUS  stand  for? 

A.  CHAMPUS  is  an  abbreviation  for  the  Civilian  Health  And  Medical  Program  of  the  Uni- 
formed Services. 

0.  Who  is  eligible  for  CHAMPUS  benefits? 

.A.  1.  The  wife  of  an  active  duty,  retired  or  deceased  service-member  of  the  uniformed  services. 

2.  Unmarried  dependent  children,  including  adopted  or  stepchildren  of  active  duty,  retired  or 
deceased  members  of  the  uniformed  services,  who  have  not  passed  their  twenty-first  birth- 
day. 

3.  Children  who  have  passed  their  twenty-first  birthday  but  who  are  incapable  of  self-sup- 
port because  of  mental  or  physical  incapacity  that  existed  before  their  twenty-first  birth- 
date;  or  children  who  have  not  passed  their  twenty-third  birthdate  and  are  enrolled  in  an 
institution  of  higher  learning. 

4.  Retired  service  members. 

Q.  Who  is  responsible  for  issuing  identification  cards  to  CHAMPUS  beneficiaries;  for  advising 
them  of  ( 1 ) the  benefits  for  which  they  are  eligible  and  (2)  the  necessity  of  properly 
identifying  themselves  on  the  initial  visit  to  any  physician?  ^ 

A.  The  government  or  appropriate  military  facility. 

Q.  Is  there  a special  claim  form  which  physicians  should  use  to  report  authorized  services 
rendered  CHAMPUS  beneficiaries? 

.4.  Yes.  The  huff  (yellow)  colored  DA  Form  1863-2,  revised  June  1967  should  now  be  used 
by  all  physicians.  (DA  Form  1863-2,  revised  September  1 , 1961  is  now  obsolete  and  should 
be  discarded.)  For  a supply  of  new  forms  contact:  CHAMPUS  FISCAL  AGENT,  Kentucky 
Physicians  Mutual,  Inc.,  3101  Bardstown  Road,  Louisville,  Kentucky  40205. 

O.  What  are  some  authorized  benefits  under  the  CHAMPUS  Program? 

.4.  1.  In-patient  and  out-patient  treatment  for  medical  and  surgical  conditions,  mental  disorders, 

chronic  conditions  and  contagious  diseases 

2.  RX  drugs 

3.  Complete  obstetrical  care 

4.  Rental  of  durable  equipment 

5.  Ambulance  service 

0.  Will  all  authorized  physician’s  services  be  paid  in  full  by  the  government? 

.4 . No.  Payment  is  made  on  a cost  sharing  basis  by  the  patient  and  the  government.  Detailed  in- 
formation is  provided  on  the  reverse  side  of  the  Revised  DA  Form  1863-2  regarding  the 
patient’s  and  the  government’s  liabilities.  The  sum  of  the  patient’s  liability  and  the  govern-  ii. 
ment’s  allowance  constitutes  payment  in  full.  ‘ ^ 

May  1968  • The  Journal 
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Some  U.R.I.  patients  are  more 
miserable  than  others. 

That's  why  we  make  Novahistine® 
tablets  in  two  different  formulations. 

And  let  you  control  the  dosage. 


Each  Novahistine  LP  tablet  contains  phen* 
ylephrine  hydrochloride,  25  mg,;  and  chlor- 
pheniramine maleate,  4 mg. 

Each  Novahistine  Singlet  tablet  contains 
phenylephrine  hydrochloride.  40  mg.;  chlor- 
pheniramine maleate,  8 mg.;  and  acetamin- 
ophen, 500  mg. 


With  Novahistine  LP  tablets  and  Novahistine 
Singler”  tablets  you  have  the  range  and  flexibility 
of  decongestant  dosage  that  lets  you  prescribe  for 
the  needs  of  the  individual  patient. 

Novahistine  LP  tablets  are  most  useful  for  relief  of 
nasal  congestion  in  patients  without  pain  or  fever. 
Novahistine  Singlettablets,  which  provideanalgesic- 
antipyretic  effect,  as  well  as  decongestant  action, 
are  indicated  for  upper  respiratory  infections  accom- 


panied by  pain,  aches  and  fever. 

Whether  you  prescribe  Novahistine  LP  or  Nova- 
histine Singlet,  a total  daily  dose  of  3 or  4 tablets 
will  usually  provide  effective,  continuous  relief. 

Use  cautiously  in  patients  with  severe  hypertension, 
diabetes  mellitus,  hyperthyroidism  or  urinary  re- 
tention. Caution  ambulatory  patients  that  drowsi- 
ness may  result. 

PITMAN-MOORE  DIVISION  OF  THE  DOW  CHEMICAL  COMPANY,  INDIANAPOLIS 


^‘Nothing  else  F ve  tried  seems  to  work,  so  I decided  to  give  you  a crack  at  itF 


k\  Medical  Association 

I 
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From  the  files  of  the 

COMMITTEE  FOR  THE 


STUDY  OF  MATERNAL  MORTALITY 


CASE  11-66.  A 42  year  old,  married,  white 
gravida  7,  para  6 was  under  the  care  of  a 
private  physician.  Her  expected  date  of  de- 
livery as  calculated  from  her  menstrual  history  was 
February,  1966.  She  was  seen  initially  in  the  sixth 
month  of  the  current  pregnancy.  The  findings  at  five 
prenatal  visits  were  as  follows: 


Month  of 
Pregnoncy 

6 

7 8 

9 

1 

Blood  pressure 

132/80 

136/80  132/76 

140/80 

Weight 

127 

132  134 

137 

137 

Urine 

Neg 

Neg  2-f 

1-f 

l-b 

alb. 

alb. 

alb. 

Hematocrit  78%  VDRL  Non-Reactive 


She  was  admitted  to  the  hospital  at  11:20  A.M. 
on  February  6,  1966  having  uterine  contractions  at 
10  to  15  minute  intervals.  She  weighed  141  pounds, 
and  her  blood  pressure  was  128/90.  The  fetal  heart 
beat  was  of  good  quality.  The  cervix  was  soft,  and 
4 cm  dilated.  Soon  after  admission,  the  contractions 
became  stronger,  and  the  patient  was  sedated  with 
100  mg  Demerol  and  given  1/150  gr  of  scopolamine 
at  2:50  P.M.,  when  the  cervix  was  5 cm  dilated. 
At  3:45  P.M.  she  was  having  hard  contractions 
and  the  cervix  had  dilated  to  8 cm.  At  4:04  P.M., 
under  Trilene  analgesia  she  was  delivered  spontane- 
ously from  ROA  position  of  a female  infant  who 
weighed  7 pounds.  The  placenta  was  expressed  in- 
tact after  spontaneous  separation.  There  was  no 
episiotomy  or  laceration.  She  received  1 cc  of  me- 
thergine  intramuscularly.  Her  blood  pressure  was 
150/90  at  4:00  P.M. 

Approximately  30  minutes  postpartum,  after  the 
patient  had  been  returned  to  her  room,  she  had  a 
moderately  severe  vaginal  hemorrhage.  Methergine 
was  given  intravenously  immediately  and  a dilute 
intravenous  pitocin  infusion  was  started.  Blood  was 
requested  for  transfusion.  The  blood  pressure  was 
now  80/60;  nevertheless  she  was  described  as  ap- 
pearing to  be  in  satisfactory  condition. 

Her  physician  was  in  the  hospital  and  was  called 
to  the  bedside.  He  found  the  uterus  to  be  somewhat 
distended,  soft  and  boggy,  and  thought  that  this 
uterine  atony  was  the  cause  of  the  bleeding.  During 
the  next  one  hour  and  a half  a blood  transfusion 
was  started,  and  uterine  massage  was  continued.  It 
was  noted  that  the  uterus  did  not  contract  normally, 
and  that  each  time  the  massage  was  stopped  the  uterus 
became  flabby,  atonic  and  distended  with  blood. 


Surgical  consultation  was  obtained  at  6:00  P.M.. 
by  which  time  a second  pitocin  infusion  had  been 
started  and  the  patient  was  receiving  her  third  pint 
of  blood.  Manual  compression  of  the  uterus  by 
bimanual  pressure  within  the  vagina  was  attempted 
together  with  external  pressure  over  the  abdomen. 
Despite  these  measures  the  bleeding  could  not  be 
controlled.  Further  vaginal  examination  showed  a 
small  tear  in  the  left  side  of  the  lower  uterine  seg- 
ment approximately  two  inches  above  the  cervical  os. 
The  blood  pressure  was  now  90/50. 

The  consultant  recommended  immediate  transfer  to 
the  operating  room.  By  now,  the  patient  was  dis- 
oriented and  restless,  and  showed  air  hunger.  Her 
condition  was  so  precarious  she  was  not  moved  onto 
the  operating  table,  but  was  operated  on  on  the  cart 
without  anesthesia  at  7:20  P.M.  Cutdowns  were  made 
in  the  legs  and  blood  was  pumped  in.  The  abdomen 
was  hurriedly  opened  and  the  broad  ligaments  were 
clamped  and  severed.  Clamps  were  then  placed  on 
the  uterine  arteries  and  the  cardinal  ligaments  down 
to  the  cervix.  Some  blood  was  seen  in  the  left  parame- 
trium from  the  tear  in  the  left  side  of  the  lower  uter- 
ine segment.  Pressure  on  the  aorta  was  used  to  control 
the  bleeding.  The  patient  had  no  vital  signs  in  spite 
of  copious  transfusion  under  pressure.  The  procedure 
was  completed  even  though  the  patient  had  died,  and 
the  abdomen  was  closed.  Examination  of  the  re- 
moved uterus  showed  the  previously  described  tear  in 
the  left  lower  uterine  segment  approximately  two 
inches  above  the  cervical  os.  The  final  diagnosis  was 
massive  uterine  hemorrhage  from  rupture  of  the  left 
lower  uterine  segment. 


Comments 

This  case  was  classified  as  a direct  obstetrical 
death  with  preventable  factors  on  the  part  of  the 
physician.  From  the  information  supplied  it  could 
not  be  determined  whether  or  not  the  cervix  had 
been  checked  for  a laceration  following  the  delivery 
of  this  high  risk  patient.  The  Committee  thought  that 
if  the  patient  had  been  returned  to  the  delivery  room 
and  examined  as  soon  as  it  was  apparent  that  the 
uterine  bleeding  was  not  under  control  by  intravenous 
oxytocin  infusion,  the  all  important  three  hours’  lapse 
might  have  been  significantly  shortened.  This  might 
possibly  have  resulted  in  earlier  diagnosis  of  the 
uterine  rupture,  and  prompt  operation  might  have 
saved  the  patient’s  life. 
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When  the  talk  turns  to 
oral  contraceptives,  it  makes 
medical  sense  to  remember 
low-dose  NorinyM. 

(norethindronelmg.  c mestranol  0.05mg.) 

Turn  page  for  contraindications,  precautions  and  side  effects. 


Reduction  of  oral  contraceptive 
dosage  to  the  lowest  effective  levels  is 
a well-accepted  principle  of  conserva- 
tive medical  practice.  In  keeping  with 
this  view,  Norinyl  is  now  also  avail- 
able as  Norinyl-1,  containing  exactly 
one  half  the  previous  dosage  of 
norethindrone  and  mestranol.  Clinical 
experience  has  established  that  effec- 
tive fertility  control  can  be  achieved 
with  the  same  degree  of  reliability 
and  safety  with  new  Norinyl-1  when 
taken  as  directed. 

What  about  switching  patients  from 
higher  dosage  forms? 

In  transferring  patients  to  low-dose 
Norinyl-1  from  higher-dosage  oral 
contraceptives,  some  breakthrough 
bleeding  may  occur  in  the  early 
cycles.  In  the  majority  of  cases  the 
bleeding  episode  is  mild  and  self- 
limited. The  long-term  advantages  of 
the  lower  dosage  form  should  be 
weighed  against  the  inconvenience  of 
possible  breakthrough  bleeding  in 
the  individual  patient. 


Contraindications:  1.  Patients  with 
thrombophlebitis  or  with  a history  of 
thrombophlebitis  or  pulmonary  embo- 
lism. 2.  Liver  dysfunction  or  disease. 

3.  Patients  with  known  or  suspected 
carcinoma  of  the  breast  or  genital  or- 
gans. 4.  Undiagnosed  vaginal  bleeding. 
Warnings:  1.  Discontinue  medica- 
tion pending  examination  if  there  is 
sudden  partial  or  complete  loss  of 
vision  or  if  there  is  a sudden  onset 
of  proptosis,  diplopia  or  migraine. 

If  examination  reveals  papilledema 
or  retinal  vascular  lesions,  medica- 
tion should  be  withdrawn.  2.  Since 
the  safety  of  NORINYL-1  (norethin- 
drone 1 mg.  with  mestranol  0.05 
mg.)  in  pregnancy  has  not  been 
demonstrated,  it  is  recommended 
that  for  any  patient  who  has  missed 
two  consecutive  periods,  pregnancy 
should  be  ruled  out  before  con- 
tinuing the  contraceptive  regimen. 

If  the  patient  has  not  adhered  to  the 
prescribed  schedule,  the  possibility 
of  pregnancy  should  be  considered  at 
the  time  of  the  first  missed  period. 

3.  Detectable  amounts  of  the  active 
ingredients  in  oral  contraceptives 
have  been  identified  in  the  milk  of 
mothers  receiving  these  drugs.  The 
significance  of  this  dose  to  the 
infant  has  not  been  determined. 

Precautions:  1.  The  pretreatment 
physical  examination  should  include 
special  reference  to  breast  and  pelvic 
organs,  as  well  as  a Papanicolaou 
smear.  2.  Endocrine  and  possibly 
liver  function  tests  may  be  affected 
by  treatment  with  NORINYL-1. 
Therefore,  if  such  tests  are  abnormal 
in  a patient  taking  NORINYL-1  it  is 
recommended  that  they  be  repeated 
after  the  drug  has  been  withdrawn 
for  two  months.  3.  Under  the  in- 
fluence of  estrogen-progestogen 
preparations,  preexisting  uterine 
ftbromyomata  may  increase  in  size. 

4.  Because  these  agents  may  cause 
some  degree  of  fluid  retention,  con- 
ditions that  may  be  influenced  by 
this  factor,  such  as  epilepsy, 
migraine,  asthma,  cardiac  or  renal 
dysfunction,  require  careful  observa- 
tion. 5.  NORlNYL-1  should  be 
used  with  caution  in  patients  with  a 
history  of  cerebrovascular  accident. 

6.  In  relation  to  breakthrough  bleed- 
ing, and  as  in  all  cases  of  irregular 
bleeding  per  vaginam,  nonfunctional 
causes  should  be  borne  in  mind.  In 
cases  of  undiagnosed  vaginal  bleed- 
ing, adequate  diagnostic  measures 
are  indicated.  7.  Patients  with  a 
history  of  psychic  depression  should 
be  carefully  observed  and  the  drug 
discontinued  if  the  depression  recurs 
to  a serious  degree.  8.  Any  possible 
influence  of  prolonged  NORlNYL-1 
therapy  on  pituitary,  ovarian, 
adrenal,  hepatic  or  uterine  function 
awaits  further  study.  9.  A decrease 
in  glucose  tolerance  has  been  ob- 
served in  a small  percentage  of 
patients  on  oral  contraceptives.  The 
mechanism  of  this  decrease  is  ob- 
scure. For  this  reason,  diabetic 
patients  should  be  carefully  observed 
while  receiving  NORINYL-1  therapy. 


10.  Because  of  the  occasional  occur- 
rence of  thrombophlebitis  and 
pulmonary  embolism  in  patients 
taking  oral  contraceptives,  the 
physician  should  be  alert  to  the 
earliest  manifestations  of  the  dis- 
ease. 11.  Because  of  the  effects  of 
estrogens  on  epiphyseal  closure, 
NORINYL-1  should  be  used  judi- 
ciously in  young  patients  in  whom 
bone  growth  is  not  complete.  12.  Th 
age  of  the  patient  constitutes  no 
absolute  limiting  factor,  although 
treatment  with  NORINYL-1  may 
mask  the  onset  of  the  climacteric. 
13.  The  pathologist  should  be  ad- 
vised of  NORINYL-1  therapy  wher 
relevant  specimens  are  submitted. 

Side  effects  observed  in  patients 
receiving  oral  contraceptives:  The 
following  adverse  reactions  have 
been  observed  in  patients  receiving 
oral  contraceptives ; nausea,  vomit 
ing,  gastrointestinal  symptoms  (su 
as  abdominal  cramps  and  bloating 
breakthrough  bleeding,  spotting, 
change  in  menstrual  flow,  amenor- 
rhea, edema,  chloasma  or  melasm< 
breast  changes  (tenderness,  enlarg 
ment  and  secretion),  change  in  we 
(increase  or  decrease),  changes  in 
cervical  erosion  and  cervical  secret 
suppression  of  lactation  when  giv 
immediately  postpartum,  cholesta 
jaundice,  migraine,  rash  (allergic) 
rise  in  blood  pressure  in  susceptil: 
individuals,  mental  depression. 
Although  the  following  side  effect 
have  been  reported  in  users  of  ora 
contraceptives,  no  cause  and  effec 
relationship  has  been  established: 
anovulation  post-treatment, 
premenstrual-like  syndrome,  char 
in  libido,  changes  in  appetite,  cyst 
like  syndrome,  headache,  nervoul 
dizziness,  fatigue,  backache,  i 
hirsutism,  loss  of  scalp  hair, 
erythema  multiforme,  erythema  n 
sum,  hemorrhagic  eruption,  itch 
The  following  occurrences  havel: 
observed  in  users  of  oral  contract 
tives  (a  cause  and  effect  relations 
has  been  neither  established  nor 
proved) : thrombophlebitis,  pulm 
embolism,  neuro-ocular  lesions. 
The  following  laboratory  results 
may  be  altered  by  the  use  of  oral 
contraceptives:  increased  sulfo- 
bromophthalein  and  other  hepat 
function  tests,  coagulation  tests 
(increase  in  prothrombin.  Factor 
VII,  VIII,  IX  and  X),  thyroid  fun. 
tion  (increase  in  FBI  and  butano 
extractable  protein-bound  iodint 
decrease  in  T^  values),  metyrapc 
test,  pregnanediol  determinatioi 
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Here's  why 

NorinyH  makes 
medical  sense. 


The  effectiveness  of  Norinyl-1  as  a 
low-dose  oral  contraceptive  may  be 
explained  by  its  possible  multiple 
action.  In  addition  to  its  primary 
action  of  suppression  of  ovulation, 
Norinyl-1  may  offer  additional  pro- 
tective mechanisms ...  (1)  creation  of 
a cervical  mucus  that  may  be  hostile 
to  sperm  penetration,  and  (2)  devel- 
opment of  an  endometrium  that  may 
be  out  of  phase  with  nidation. 

These  effects  are  illustrated  below. 


Untreated  Patient 


Norinyl-1  Patient 


Cervical  mucus  at  midcycle  is  usually  thin  and  watery,  with  Cervical  mucus  at  midcycle  is  scanty,  viscous  — with  Spinn- 
Spinnbarkeit  (stretchability)  of  15  to  20  cm.  barkeit  of  1 cm.  or  less. 


Endometrium  of  untreated  patient  is  receptive  to  the  fertil- 
ized ovum  during  secretory  phase. 


Norethindrone  in  Norinyl-1  accelerates  secretory  phase,  sup- 
presses glandular  and  vascular  development. 


(norethindrone  Img  c mestranol  005mg) 


■ new  low  dose  of  time-proved  ingredients 

■ established  norethindrone/mestranol  ratio 

■ lower  patient  cost 


Indications;  Hypertension  and  many 
types  of  edema  involving  retention 
of  salt  and  water. 

Contraindications:  Hypersensitivity 
and  most  cases  of  severe  renal  or 
hepatic  disease. 

Warning:  With  the  administration  of 
enteric-coated  potassium  supple- 
ments, which  should  be  used  only 
when  adequate  dietary  supplemen- 
tation is  not  practical,  the  possi- 
bility of  small  bowel  lesions 
(obstruction,  hemorrhage,  and  per- 


foration) should  be  kept  in  mind. 
Surgery  for  these  lesions  has  fre- 
quently been  required  and  deaths 
have  occurred.  Discontinue  enteric- 
coated  potassium  supplements 
immediately  if  abdominal  pain, 
distention,  nausea,  vomiting,  or 
gastrointestinal  bleeding  occur. 

Use  with  caution  in  pregnant  pa- 
tients, since  the  drug  may  cross  the 
placental  barrier  and  adverse  reac- 
tions which  may  occur  in  the  adult 
(thrombocytopenia,  hyperbilirubine- 


mia, altered  carbohydrate  metabo- 
lism, etc.)  are  potential  problems 
in  the  newborn. 

Precautions:  Antihypertensive  ther- 
apy with  Hygroton  should  always  be 
initiated  cautiously  in  postsympa- 
thectomy patients  and  in  patients 
receiving  ganglionic  blocking 
agents  or  other  potent  antihyper- 
tensive drugs,  or  curare.  Reduce 
dosage  of  concomitant  antihyper- 
tensive agents  by  at  least  one-half. 
Barbiturates,  narcotics  or  alcohol 


may  potentiate  hypotensii 
cause  of  the  possibility  o 
Sion  of  renal  damage,  pet 
determination  of  the  BUN 
cated.  Discontinue  if  the 
or  liver  dysfunction  is  ag< 
Hepatic  coma  may  be  pre 
Electrolyte  imbalance,  sc 
or  potassium  depletion  rr 
If  potassium  depletion  sh 
cur  during  therapy,  Hygrc 
be  discontinued  and  potc 
supplements  given,  provi 


Did 

Dorothy  Larson 
show  you 
her  ankles  in 
private? 

Now  she 
shows  them 
in  public. 


Hygroton'  Geigy 

chlorthalidone 


Your  office  examination 
confirmed  Mrs.  Larson’s 
ankle  edema. 

You  prescribed  Hygroton 
to  get  rid  of  the  edema. 

Andyoufoundthat  Hygroton 
is  not  only  usually  effective; 
it  frequently  costs  less  than 
other  equivalent  therapy. 

A nice  way  to  treat  the  Mrs. 
Larsons  in  your  practice. 

Hygroton  therapy  may 
mean  troublesome  side 
effects  for  some  patients. 
And  you  can’t  prescribe 
it  for  patients  with  hyper- 
sensitivity to  the  drug  or 
severe  renal  or  hepatic 
diseases.  Before  writing  it 
for  your  patients,  please 
check  the  prescribing 
information.  It’s  summa- 
rized below. 


rjloes  not  have  marked  oli- 

!|!Cial  care  in  cirrhosis  or 
ri  chemic  heart  disease  and 
t(ts  receiving  corticoste- 
.(JTH,  or  digitalis.  Salt  re- 
ii  is  not  recommended. 

Reactions:  Nausea,  gastric 
t|) , vomiting,  anorexia,  con- 
tj  and  cramping,  dizziness, 
ns,  restlessness,  hypergly- 
*t/peruricemia,  headache, 
l|  ramps,  orthostatic  hypo- 


tension, aplastic  anemia,  leuko- 
penia, thrombocytopenia,  agranu- 
locytosis, impotence,  dysuria, 
transient  myopia,  skin  rashes,  urti- 
caria, purpura,  necrotizing  angiitis, 
acute  gout,  and  pancreatitis  when 
epigastric  pain  or  unexplained  G.l. 
symptoms  develop  after  prolonged 
administration.  Other  reactions  re- 
ported with  this  class  of  compounds 
include:  jaundice,  xanthopsia, 
paresthesia,  and  photosensitization. 
Average  Dosage:  50  or  100  mg.  with 


breakfast  daily  or  100  mg.  every 
other  day. 

Availability:  White,  single-scored 
tablets  of  100  mg.  and  aqua  tablets 
of  50  mg.,  in  bottles  of  100  and  1000. 
(B)R46-230-D 

For  full  details,  please  see  the  com' 
plete  prescribing  Information. 


Geigy  Pharmaceuticals 
Division  of 

Geigy  Chemical  Corporation 
Ardsley,  New  York  10502 


Results  on  skin  are  final  proof  of  any  topical  antibiotic’s  effectiveness 


No  in  vitro  test  can  duplicate  a clinical  situation  on  living  skin.  'Neosporin'  (polymyxin  B 
— bacitracin  — neomycin)  Ointment  has  consistently  proven  its  effectiveness  in  thousands  of 
cases  of  bacterial  skin  infection.  The  spectra  of  the  three  antibiotics  overlap  in  such  a way 
as  to  provide  bactericidal  action  against  most  pathogenic  bacteria  likely  to  be  found  topically. 
Diffusion  of  the  antibiotics  from  the  special  petrolatum  base  is  rapid  since  they  are  insoluble 
in  the  petrolatum,  but  readily  soluble  in  tissue  fluids.  The  Ointment  is  bland  and  nonirritating. 

Caution:  As  with  other  antibiotic  preparations,  prolonged  use  may  result  in  overgrowth  of  nonsuscep- 
tible  organisms  and/or  fungi. -Appropriate  measures  should  be  taken  if  this  occurs.  Articles  in  the 
current  medical  literature  indicate  an  increase  in  the  prevalence  of  persons  allergic  to  neomycin. 
The  possibility  of  such  a reaction  should  be  borne  in  mind. 

Contraindications:  This  product  is  contraindicated  in  those  individuals  who  have  shown  hyper- 
sensitivity to  any  of  its  components. 

Supplied:  Tubes  of  1 oz.,  Vz  oz.  with  applicator  tip,  and  Ve  oz.  with  ophthalmic  tip. 

Complete  literature  available  on  request  from  Professional  Services  Dept.  PML. 


‘NEOSPORIIf’ 


brand 


POLYMYXIN  B-BAGITRACIN-NEOMYCIN 

OINTMENT 


BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,  Tuckahoe,  N.Y. 
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Dietary  Violations  are 
Diminished  Profoundly  with*.. 


tSTEDYTABS  Delfeta-sed  1 

‘SEDAFAX  (brand  of  special  micronized 
grade  of  AMOBARBITAL  - Warning: 
ma/  be  habit  forming  ) 120  mg. 

•DELFET AMINE  (brand  of  dl-N-METHYL- 
amphetamIne  HCI).... 30  mg. 

Usual  AduH  Oosoge;  On*  tablel  daily/ 

To  ba  lakaa  tn  tha  mornino. 


Tablets  Delfeta-sed*  ^ 

•SEDAFAX  (brand  of  special  micronized 
grade  of  AMOBARBITAL  - Warning: 
may  be  habit  forming  ) 40  mg. 

•DELFETAMINE  (brand  of  dl-N-METHYL- 
AMPHETAMINE  HCI.) 10  mg. 

Usual  Adult  Dosage:  In  obesity,  1 tablet 
t.  I-  d.  30*60  minutes  before  meals.  In  all  other 
conditions,  take  1 tablet  t.  i.  d.  immediately  after 
meals. 


tSTEDYTABS  DELFETA-SED  are  so  prepared  that 
the  active  ingredients  are  released  continuously  to 
provide  for  prolonged  therapeutic  effects  for  a 
period  of  up  to  8 to  10  hours.  - , 


The  dieting  obese  sometime  experience  emo-  | 
tional  problems  as  secondary  symptoms  resulting  from'  J 
restricted  food  intake:  anxiety,  depression,  irritability 
and  tension.  Subjective  relief  is  accomplished  with 
Delfeta-sed  (Delfetamine,  dl-N-Methylamphetamine 
HCI)  balanced  with  the  mild  euphoric  sedative  action 
of  Sedafax,  brand  of  Amobarbital- Warning:  may  be 
habit  forming).  The  mood  is  altered  to  promote 
optimism  and  impart  a cheerful  sense  of  energy 
and  well-being. 

IN  DEPRESSION:  A completely  logical  syner- 
gistic combination  of  wide  application  as  a mood 
normalizer  for  the  common  depressed  states  en- 
countered in  everyday  practice.  Induces  a serene 
outlook  without  excessive  tranquillity.  The 
patient  is  alert  but  composed,  free  from  emotional 
peaks  and  troughs.  Relieves  anxiety  which  is  a part  of 
every  illness. 

CAUTION: 

Contraindicated  in  the  presence  of  marked  hypertension 
and  in  cases  of  coronary  or  cardiovascular  disease;  also,  in  patients 
hypersensitive  to  barbiturates  or  ephedrine-iike  drugs. 


PIONEERS 

IN 


obesity 


EASTERN  RESEARCH  LABORATORIES,  Inc 

302  S.  CENTRAL  AVENUE  BALTIMORE  2,,  MD, 


•I.  M. 
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SYNOPSIS  OF  GYNECOLOGY  (Seventh  Edition):  by  Daniel 
W.  Beacham,  M.D.,  and  Woodard  D.  Beacham,  M.D.;  Pub- 
lished by  the  C.  V.  Mosby  Company,  St.  Louis,  1967;  384 
Pages;  Price  $8.50. 

This  popular  synopsis  is  replete  with  information. 
The  Doctors  Beacham  have  continued  the  authorship 
which  was  started  in  1932  by  the  late  Harry  Sturgeon 
Crossen,  M.D. 

The  longest  and  perhaps  most  valuable  chapter 
deals  with  the  gynecological  examination.  Here  many 
points  are  covered  and  in  a more  thorough  manner 
than  in  the  standard  textbooks.  A non-gynecologist 
may  stray  during  the  rather  lengthy  discussion  of 
menstrual  physiology,  but  this  poorly  understood 
phenomenon  still  commands  great  interest  by  the 
gynecologist. 

The  differential  diagnosis  of  ovarian  neoplasms  is 
presented  in  a series  of  excellent  illustrations.  All 
who  do  pelvic  examinations  will  be  confronted  with 
this  vexing  problem. 

Complications  of  pregnancy,  including  septic 
shock,  are  adequately  discussed.  It  is  well  to  see  the 
authors  state  quite  clearly  that  hormone  therapy  is 
not  indicated  for  the  majority  of  patients  who  are 
threatening  abortion.  Rarely  do  these  women  benefit 
from  hormones  because  most  abortions  are  due  to 
defective  germ  plasm. 

Contraception  is  discussed  in  a manner  that  should 
enlighten  those  who  seek  more  objective  information 
than  that  provided  by  the  manufacturers. 

Malignant  disease  perhaps  should  be  accorded  more 
space  for  surely  its  importance  is  unquestioned  by  all. 
If  a reader  desires  extensive  information  he  must  rely 
on  the  more  complete  textbooks.  Of  course  a synop- 
sis is  a condensation  and  the  authors  have  succinctly 
covered  the  entire  subject  in  an  admirable  fashion. 
The  esoteric  debates  are  omitted. 

This  book  will  serve  its  purpose  to  those  who  seek 
an  up-to-date  but  short  review  of  gynecology. 

Cecil  L.  Grumbles,  M.D. 


DIAGNOSTIC  PROCEDURES  IN  GASTROENTEROLOGY: 
edited  by  Charles  H.  Brown,  M.D.;  Published  by  the  C.  V. 
Mosby  Company,  St.  Louis,  1967;  438  Pages;  Price  $19.75. 

With  the  more  recent  addition  of  numerous  diag- 
nostic procedures  in  the  practice  of  gastroenterology, 
a book  of  this  nature  has  been  sorely  needed.  In  ad- 
dition to  the  usual  clinical  workups  and  radiological 
examinations,  a practicing  gastroenterologist  is  ex- 
pected now  to  utilize  many  other  procedures.  Some 
of  these  can  be  performed  by  himself  and  others  by 
his  colleagues  trained  in  other  specialties.  Proper 
selection  of  diagnostic  procedures  and  careful  con- 


sultation with  others,  therefore,  are  paramount  in 
reaching  a definitive  diagnosis. 

As  stated  in  the  preface  by  the  editor,  this  book 
originated  as  a manual  designed  primarily  for  the 
benefits  of  fellows  in  gastroenterology  in  the  Cleve- 
land Clinic.  As  true  with  most  books  with  all  or  most 
of  the  authors  from  one  single  institution,  local 
flavor  and  dogma  are  present  in  this  book. 

This  book  contains  all  the  useful  and  necessary 
diagnostic  procedures  in  the  clinical  practice  of  gas- 
troenterology. In  addition,  helpful  nurse’s  notes  and 
instructions  to  patients  as  well  as  various  dietary 
regimens  are  included  for  easy  and  often-needed 
reference. 

Simplicity  is,  indeed,  the  virtue  as  well  as  the  fault 
of  this  book.  In  some  areas  important  information 
seems  to  be  lacking.  One  may  cite  the  example  of  the 
chapter  on  gastric  secretion  where  some  of  the  normal 
values  are  not  included. 

Some  of  the  diagnostic  tests  presented  in  this  book 
give  the  impression  that  they  are  of  unquestionable 
value  and  accuracy  for  the  particular  disease  under 
discussion.  However,  after  careful  scrutiny  of  the  ex- 
periences of  others,  one  may  find  the  given  impres- 
sion not  to  be  absolutely  true. 

This  book  is  comfortable  to  read  and  easy  to  follow. 

It  is  magnificently  illustrated  with  simple  diagrams 
and  beautifully  reproduced  x-ray  plates  and  color 
photographs. 

This  reviewer  has  found  this  book  to  be  extremely 
useful.  It  should  prove  to  be  a very  much  needed 
reference  for  the  gastroenterologist  as  well  as  the 
practicing  physician  who  deals  with  a large  number 
of  patients  with  gastrointestinal  problems.  This  book, 
therefore,  is  highly  recommended. 

Samuel  H.  Cheng,  M.D. 

WOMEN  BEHIND  MEN  IN  MEDICINE:  by  Josephine  Rich; 
Published  by  Julian  Messner,  New  York,  1967;  190  Pages; 

Price  $3.50. 

This  book,  one  of  a series  of  biographies  of  famous 
doctors  intended  for  junior  and  senior  high  school 
students,  was  written  by  the  wife  of  a Lexington 
physician.  It  is  the  third  such  biography  which  Mrs. 

Rich  has  written  in  the  series.  The  12  women  range 
from  the  twelfth  century  woman  physician,  Troctula 
of  Salerno,  to  Martha  Bernays  Freud,  the  wife  of 
Sigmund  Freud,  and  include  the  first  wife  of  a doctor 
in  the  new  world  and  (of  particular  local  interest)  * 

sketches  on  Jane  Todd  Crawford  and  Sarah  Shelby  ( 

McDowell  of  ovariotomy  fame. 

Mrs.  Rich  has  very  cleverly  selected  particular 
incidents  in  the  lives  of  these  women  on  which  to  . 
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build  her  sketches.  For  instance,  the  sketch  on  Troc- 
tula  of  Salerno  describes  a day  in  the  life  of  this 
medieval  woman  who  was  supposedly  not  only  the 
wife  and  the  mother  of  a physician,  but  a physician 
herself.  The  sketch  of  Agnes  Home  Hunter,  wife  of 
John  Hunter,  M.D.,  begins  with  their  eccentric  mar- 
riage at  8 A.M.  on  a Sunday. 

Mrs.  Rich  gives  her  source  material  in  a bibli- 
ography of  books  and  periodical  articles  and  from 
these  citations  it  is  obvious  that  her  research  was 
done  from  purely  secondary  tools.  Too  quick  a read- 
ing of  these  sources  has  resulted  in  some  inaccura- 
cies. Mrs.  Rich  notes  that  Anne  Manzolini  was  “the 
first  to  discover  and  record  a correct  medical  descrip- 
tion of  a certain  muscle  of  the  eye  which  is  named 
for  her.  (p.  38);  yet  a contemporary  historian  is 
cited  as  saying  “that  Anne  Manzolini  discovered  the 
correct  termination  of  the  oblique  muscle  of  the 
eye,  which  might  very  well  have  been  named  for  her.” 
(Mead,  A History  of  Women  in  Medicine  p.  509). 

Far  more  serious  is  Mrs.  Rich’s  misleading  sketch 
of  Troctula.  The  existence  of  such  a person  has  been 
questioned  by  historians  and  indeed  this  has  raged 
as  a topic  of  great  contention  among  scholars.  Major 
historians  such  as  Singer  and  Garrison  ignore  her 
existence  completely,  believing  that  the  name  Troc- 
tula was  merely  a generic  term  perhaps  applied  to 
midwives.  Others,  such  as  Doctor  Campbell  Hurd- 
Mead,  argue  that  such  a woman  may  have  existed, 
but  Castiglioni,  the  Italian  historian,  merely  cites  the 
controversy  and  the  argument  of  the  historians  on 
each  side. 

The  medical  work  of  the  husbands  of  these  famous 
women  is  described  accurately;  in  fact  in  many  in- 
stances the  major  portion  of  the  sketch  is  given  over 
to  their  work  with  little  attention  to  the  women 
themselves.  In  the  sketch  of  Marian  Shaw  Bell,  the 
wife  of  Charles  Bell,  M.D.,  all  but  the  last  page  and 
a half  of  the  14-page  sketch  is  devoted  to  the  period 
he  spent  in  London  before  they  were  married. 

The  women  immerge  as  vague  and  unfortunately 
stereotyped  figures,  characterized  by  similar  attributes. 
For  Ann  Hunter  helped  “by  being  present  to  smooth 
the  constant  annoyances  and  irritations,”  (page  60), 
while  Marian  Bell  brought  “confidence  and  courage,” 
and  Teresa  Sims  had  a “lifetime  habit  of  guarding 
her  husband’s  health.”  (p.  121).  Mary  Livingston  kept 
David  Livingston  in  proper  balance,”  (p.  134),  and 
Grace  Osier  kept  Doctor  Osier  “healthy  with  proper 
food  . . . and  guarded  his  writing  hours  from  inter- 
ruptions,” (p.  149). 

The  central  topic  of  the  book,  the  women,  fall 
victim  to  Mrs.  Rich’s  more  interesting  stage  settings 
and  her  descriptions  of  the  exciting  work  of  the 
physicians.  The  book  will  do  more  to  inspire  interest 
in  medicine  as  a career  than  an  appreciation  for  the 
varied  women  as  individuals  who  did,  no  doubt, 
soothe,  comfort,  and  guard  their  husbands. 

Joan  Titley 


When  eating  fads 
of  teens  or  tots 


Lead  to  a sudden 
case  of  “trots” 


Parepectolin  for  quick  relief  of  acute  diarrhea 
. . . soothes  colicky  pain  with  paregoric* 

. . . consolidates  fluid  stools  with  pectin 
. . . adsorbs  irritants  with  kaolin, 
and  protects  intestinal  mucosa 


In  children,  Parepectolin  may  be  used  to  control 
diarrhea  promptly  and  prevent  dehydration, 
until  etiology  has  been  determined.  In  some 
cases,  Parepectolin  may  be  all  the  therapy  nec- 
essary. 


Parepectolin 


Each  fluid  ounce  of  creamy  white  suspension  contains; 

*Paregoric  (equivalent)  (1.0  dram)  3.7  ml. 

Contains  opium  (%  grain)  15  mg.  per  fluid 
ounce. 

warning : may  be  habit  forming 

Pectin (2%  grains)  162  mg. 

Kaolin  (specially  purified)  ....  (85  grains)  5.5  Gm. 
(alcohol  0.69%) 

Usual  Children’s  Dose:  One  or  two  teaspoonfuls  three 
times  daily. 


§ 

RORER 

R 


WILLIAM  H.  RORER,  INC. 

Fort  Washington,  Pa. 
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If  his  hunger  simply  isn’t  satisfied  by  his  present  formula. 


the  problem  could  be  essential  fatty  acid  imbalance 


Excessive  appetite,  inordinate 
crying,  poor  weight  gain  and  skin 
rashes  can  be  caused  by  an  infant 
formula  that  does  not  have  fatty 
acid  balance.'  ^ Linoleic  acid  is  a 


required  nutrient  which  is  quantity,  can  adversely  affect  t 

converted,  in  part,  to  metabolically-  conversion.  Optimil  has  only  l 
active  arachidonic  acid.  Preliminary  amounts  of  linolenic  acid, 
studies  have  shown  that  linolenic 
acid,  if  present  in  sufficient 


Fat  analyses  of  Optimil  and  two  leading  modified-milk  formulas* 


Optimil  Prod.  #2  Prod.  #3 

Fatty  acids  % of  fat  % of  fat  % of  fat 


Saturated 

40.4 

44.2 

39.0 

Caprylic 

3.3 

1.6 

2.2 

Capric 

2.2 

1.1 

1.5 

Laurie 

16.0 

10.1 

11.7 

Myristic 

6.3 

5.1 

5.5 

Palmitic 

10.2 

16.2 

14.0 

Stearic 

2.3 

9.0 

4.5 

Unsaturated 

59.6 

55.8 

61.0 

Oleic 

40.7 

33.0 

24.7 

Linoleic 

18.9 

19.5 

34.6 

Linolenic 

trace 

2.3 

1.7 

* Mean  of  three  lots  tested 


J 


an  optimum-nutrition  infant  formula,  helps  reduce  problems 

eding 


^Optimil  from  Carnation 
ffins  more  than  enough  linoleic 
find  only  a trace  of  linolenic. 
gOptimil-fed  infants  maintain 
#iate  tissue  levels  of 
iidonic  acid.  This  is  reflected 
■e  high  caloric  efficiency 
fitimil,  and  helps  to  satisfy 
^|ir  and  promote  efficient 
i|it  gain  and  a clear  complexion 
i.ces  an  infant  contented.^'* 

commend  Optimil 

0 ptimum  contentment, 

rr  um  digestibility  and  optimum 

ih,  recommend  Optimil,  the 
um-nutrition  infant  formula, 
s in  the  new  full  16-fluid 
can  for  maximum 
.^tnience  in  formula  preparation, 
liible  only  at  drug  stores. 


in  digestibility 

Of  all  the  fatty  acids  commonly 
found  in  infant  formulas,  stearic 
acid  is  the  least  digestible.’  Optimil 
contains  a comparatively  low 
level  of  stearic  acid  and  a relatively 
high  level  of  oleic  acid,  which  has 
been  shown  to  aid  in  the 
absorption  of  stearic  acid.  Optimil 
also  has  a high  ratio  of  unsaturated 
fat  to  saturated  fat  which  further 
enhances  the  formula’s  digestibility. 

1.  Hansen,  A.  E.,  et  al:  Pediatrics  31:171, 

1963.  2.  Holman,  R.  T.:  Fed  Proc.  23:1062, 

1964.  3.  Holman,  R.  T.,  et  al.:  Amer.  J. 

Clin.  Nutrition  14:70,  1964.  4.  Hepner,  R., 
et  al.:  Pediatrics  33:94,  1964.  5.  Pikaar, 
N.A.,  and  Fernandes,  J.:  Amer.  J.  Clin. 
Nutrition  19:194,  1966.  6.  Hepner,  R.: 
Current  Therapeut.  Research  9:140  (Suppl. 
35)  1967.  7.  Hart,  L.  M.:  Ibid.,  p.  179. 

8.  Nichols,  M.  M.:  Ibid.,  p.  184.  9.  Young, 
R.  J.  and  Garrett,  R.  L.:  J.  Nutrition 
81:321,  1963. 


in  stooling 

Stooling  problems  and  perianal 
dermatitis  are  minimized  by  the 
presence  of  lactose.  A low  renal 
solute  load  assures  ample 
expendable  water  reserves  to  meet 
stress  situations.  Adequate  amounts 
of  all-known  essential  vitamins 
and  8 mg.  of  iron  are  included 
per  diluted  quart. 


Part  of 
the  fine  art 
of  medicine 


! 


DARVON* 

COMPOUND-65 


Each  Pulvule®  contams  65  mg.  propoxyphene  hydrochloride, 
227  mg.  aspirin,  162  mg.  phenacetin,  and  32.4  mg.  caffeine. 


Additional  information  available  to 
physicians  upon  request. 

ELI  LILLY  AND  COMPANY 
INDIANAPOLIS,  INDIANA  46206 
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An  Analysis  of  993  Patients 
With  Cerebral  Palsy 

J.  Kenneth  Eakins,  M.D.*  and 
Margaret  A.  Limper,  M.D.** 

Louisville,  Kentucky 


Nine  hundred  ninety-three  patients  with 
cerebral  palsy  are  receiving  care  through 
the  Commission  for  Handicapped  Chil- 
dren. Their  charts  have  been  analyzed 
and  information  regarding  etiology,  di- 
agnosis, classification  and  presence  of  as- 
sociated handicaps  is  presented. 

CEREBRAL  palsy  is  one  of  the  most 
common  crippling  disorders  of  children. 
In  order  to  provide  care  for  medically  in- 
digent children  afflicted  with  this  disorder,  the 
Commission  for  Handicapped  Children  con- 
ducts cerebral  palsy  clinics  in  Ashland,  Cov- 
ington, Lexington,  Louisville  and  Paducah. 
Children  admitted  to  these  clinics  have  a 
thorough  evaluation  including  a detailed  medi- 
cal and  developmental  history,  psychological 
testing,  pediatric  examination  and  a neuro- 
logic-orthopedic examination.  A review  has 
been  made  of  the  medical  records  of  these 
patients.  Because  of  the  large  number  of  pa- 
tients involved,  it  is  felt  that  the  information 
gained  through  the  review  has  unique  value 
and  should  be  reported. 

Findings  of  Review 

According  to  Perlstein,  cerebral  palsy  “com- 
prises a group  of  clinical  syndromes  character- 
ized by  chronic  motor  dysfunction,  whether 

* Pediatric  consultant,  Commission  for  Handicapped 
Children,  Louisville 

** Medical  Director,  Commission  for  Handicapped 
Children,  Louisville 


paralysis,  weakness,  incoordination,  involuntary 
motion  or  any  other  aberration  of  movement, 
due  to  involvement  of  the  motor  control  areas 
of  the  brain”. ^ Accepting  this  definition,  but 
eliminating,  as  is  customarily  done,  children 
with  hereditary  and/or  progressive  disorders, 
it  was  found  that  1,111  patients  with  cerebral 
palsy  were  receiving  care  in  Commission  clin- 
ics as  of  January  1,  1966.  In  118  of  these  pa- 
tients, however,  the  diagnosis  of  acquired  cere- 
bral palsy  had  been  established.  This  category 
was  comprised  of  patients  who  had  been  nor- 
mal, healthy  children  until  they  suffered  a 
cerebral  insult,  usually  trauma  or  infection, 
which  left  them  with  cerebral  palsy.  The  other 
993  patients  form  the  basis  of  this  report.  The 
majority  of  these  were  enrolled  in  a cerebral 
palsy  clinic  but  some,  usually  those  with  a 
minimal  handicap,  were  being  seen  in  general 
orthopedic  clinics. 

TABLE  I 

RACE  AND  SEX 

No.  of  Patients 


Male  551 

Female  442 

Caucasian  880 

Negro  113 


Fifty-five  percent  of  the  patients  were  boys. 
This  finding  agrees  with  the  frequently  made 
observation  that  cerebral  palsy  is  more  com- 
mon in  males.-  Negro  children  made  up  13%  of 
the  total.  This  is  slightly  below  the  percentage 
of  Negroes  in  the  over-all  Commission  patient 
population. 
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TABLE  II 

MONTH  OF  BIRTH 


January 

No.  of  Patients 
68 

February 

69 

March 

80 

April 

88 

May 

80 

June 

86 

July 

86 

August 

118 

September 

72 

October 

95 

November 

80 

December 

71 

There  appears  to  be  a fairly  even  distribu- 
tion of  patients  as  far  as  birth  month  is  con- 
cerned. The  higher  number  born  in  August  is 
of  doubtful  significance.  It  would  be  interest- 
ing to  know  the  month  of  conception  for  all 
of  these  children  but  this  information  is  very 
difficult  to  obtain. 

TABLE  III 

RANK  OF  BIRTH 

No.  of  Patients 


First  Child  262 

Second  Child  1 99 

Third  Child  139 

Fourth  Child  109 

Fifth  Child  66 

Sixth  Child  46 

Seventh  Child  35 

Eighth  Child  17 

Over  Eight  36 


Information  was  available  for  909  patients 
and  suggests  that  the  first  born  child  is  at 
greater  risk  than  subsequent  children.  A simi- 
lar observation  has  been  made  by  Perlstein,® 
but  Roboz  did  not  find  this  to  be  true  in  a 
smaller  study  involving  198  patients.^ 


TABLE  V 

FACTORS  DURING  PREGNANCY 

No.  of  Mothers 


Normal  300 

Prematurity  315 

Twin  61 

Toxemia  60 

Bleeding  48 

Systemic  Infections  36 

Other  Problems  85 


Information  regarding  the  mother’s  preg- 
nancy was  recorded  for  772  patients.  Only  300 
mothers  reported  that  their  pregnancy  had 
been  normal.  The  most  common  abnormality 
was  a shortened  gestational  period  with  pre- 
mature birth  of  the  child  reported  by  315 
mothers.  There  were  61  instances  of  twin 
pregnancy  which  is  much  higher  than  the  na- 
tional average  of  approximately  one  in  86 
pregnancies.®  No  significant  history  of  drug  in- 
gestion was  noted  although  this  type  of  in- 
formation, notoriously  difficult  to  obtain  and 
evaluate,  was  not  sought  for  as  diligently  in 
the  past  as  it  is  at  present. 

TABLE  VI 

LABOR 

No.  of  Patients 


Normal  293 

Prolonged  49 

Precipitate  22 

No  Labor  14 

Other  Problems  47 


Reliable  information  concerning  the  mother’s 
labor  was  present  in  only  425  of  the  993  pa- 
tients. The  14  instances  where  there  was  no 
labor  represent  those  cases  where  a Caesarean 
section  was  done  prior  to  onset  of  labor. 


TABLE  IV 


No.  of  Mothers-Fathers 


Below  1 5 yrs. 

2 

0 

15-19 

124 

32 

20  - 24 

246 

172 

25  - 29 

160 

183 

30  - 34 

120 

142 

35  - 39 

90 

1 10 

40  and  over 

34 

118 

The  ages  of  776  mothers  and  757  fathers, 
at  the  time  of  the  birth  of  the  child  with  cere- 
bral palsy,  were  recorded.  Only  34  mothers 
were  40  years  or  older,  but  126  were  teen- 
agers! It  is  of  interest  to  note  that  118  fathers 
had  reached  their  fortieth  birthday  and  370 
were  30  or  older.  The  effect  of  the  father’s 
age  on  the  offspring  has  received  little  atten- 
tion in  the  past  and  is  an  area  that  needs  fur- 
ther investigation. 


TABLE  VII 


Place 

Hospital 

Home 

Other 


DELIVERY 


No.  of  Patients 
616 
129 
14 


AHENDANT 

No.  of  Patients 


M.D.  687 

Midwife  1 5 

Nurse  1 

Unattended  37 

PRESENTATION 

No.  of  Patients 

Cephalic  557 

Breech  83 

Section  39 


The  majority  of  these  children  with  cere- 
bral palsy  were  delivered  by  a physician 
(91.5%  of  740  patients)  and  in  a hospital 
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(81.2%  of  759  patients).  The  type  of  presen- 
tation was  recorded  in  679  cases.  There  were 
83  instances  of  breech  delivery  and  39  sec- 
tions were  performed.  Information  regarding 
type  of  anesthesia  and  use  of  forceps  was  so 
scanty  that  it  has  not  been  included  in  the 
table.  As  new  patients  are  admitted  to  the 
cerebral  palsy  clinics  now,  a history  of  the 
child’s  perinatal  period  is  requested  from  the 
hospital  of  birth  in  order  that  reliable  and 
complete  information  of  this  period  will  be 
available  to  the  physician  in  charge  of  the 
child’s  care. 

TABLE  VIII 


BIRTH  WEIGHT 


1-2  pounds 

No.  of  Patients 
9 

2-3  pounds 

72 

3-4  pounds 

121 

4-5  pounds 

73 

5-6  pounds 

90 

6-7  pounds 

148 

7-8  pounds 

170 

8-9  pounds 

100 

9 and  over 

40 

Of  823  patients  where  the  birth  weight  was 
known,  332  were  found  to  be  five  and  one- 
half  pounds  (2500  grams)  or  below.  These 
patients  are  therefore  regarded  as  having  had 
a premature  birth,  although  the  fact  that  birth 
weight  is  not  an  entirely  satisfactory  gauge  of 
maturity  is  acknowledged.  It  is  seen  that  a 
large  portion  (40.3%  ) of  the  patients  were  pre- 
mature. This  does  not  mean,  of  course,  that 
this  was  the  cause  of  the  child’s  cerebral  palsy 
in  every  case.  It  is  significant,  however,  that  ac- 
cording to  Illingworth  “approximately  a third 
of  all  children  with  cerebral  palsy  have  been  of 
low  birth  weight.”"  Very  large  babies  are  also 
often  said  to  be  prone  to  cerebral  palsy.  In  this 
study  140  babies  had  a birth  weight  of  eight 
pounds  or  above. 

TABLE  IX 

NEONATAL  STATUS 

No.  of  Patients 


“Normal”  282 

Delayed  Respiration  81 

Respiratory  Distress  29 

Oxygen  Used  1 88 

Cyanosis  75 

Convulsions  63 

Infections  1 3 

Jaundice  45 

Other  Problems  123 


In  724  cases  where  information  was  avail- 
able, only  282  babies  were  said  to  have  had 
no  difficulty  in  the  newborn  period  and  some 
of  these  were  premature  babies.  The  cause  of 


the  difficulties  experienced  by  the  other  babies 
was  often  not  apparent.  In  many  cases  there 
were  abnormalities  of  the  pregnancy,  congeni- 
tal defects,  or  problems  during  delivery  which 
may  have  adversely  influenced  the  newborn, 
but  often  there  was  no  such  factor  demonstra- 
ble. Nonetheless,  it  is  obvious  that  the  neo- 
natal period  is  a significant  time  in  the  life 
of  the  child  with  cerebral  palsy. 

TABLE  X 

AGE  AT  DIAGNOSIS 

No.  of  Patients 


0 - 6 mos.  323 

7-12  mos.  185 

1 - 2 yrs.  158 

2 - 3 yrs.  21 

Over  3 yrs.  18 


TABLE  XI 

FIRST  SIGNS  OF  CEREBRAL  PALSY 

No.  of  Patients 


Delay  in  Standing  - Walking  149 

Abnormality  of  Extremity  116 

Delay  in  Sitting  1 09 

“Slow”  Baby  93 

Perinatal  Distress  54 

Convulsions  30 

Delay  in  Head  Control  29 

Other  Signs  136 


Tables  X and  XI  show  that  the  diagnosis 
of  cerebral  palsy  was  made  relatively  early  in 
life  and  that  delayed  development  was  the 
chief  sign  leading  to  a suspicion  of  some  ab- 
normality by  the  parents.  These  data  support 
the  statement  of  McGreaT  that  an  appreci- 
able number  of  patients  with  cerebral  palsy 
can  be  diagnosed  during  the  first  year  of  life, 
and  the  observation  of  Paine*^  that  delayed  de- 
velopmental milestones  are  the  usual  reason 
the  parents  of  an  afflicted  infant  first  seek 
medical  help.  These  data  also  tend  to  accentu- 
ate the  importance  of  regular,  periodic  medi- 
cal examinations  of  all  infants. 

TABLE  XII 

TYPE  OF  CEREBRAL  PALSY 

No.  of  Patients 


Spastic 

726 

Monoplegia 

14 

Hemiplegia 

252 

Right 

149 

Left 

103 

Paraplegia 

247 

Triplegia 

9 

Quadriplegia 

202 

Uncertain 

2 

Athetosis 

124 

Generalized 

105 

Hemiplegia 

4 

“Tension” 

12 

Other 

3 

Ataxia 

31 

Rigidity 

16 

Mixed 

34 

Uncertain 

62 
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An  attempt  had  been  made  to  classify  all 
993  patients,  although  in  62  cases  the  exact 
type  remained  uncertain.  Of  these  patients, 
73.1%  were  classified  as  spastic  and  12.5%  as 
athetoids.  (No  consistent  effort  has  yet  been 
made  to  evaluate  the  sensory  deficits  which 
may  be  present.)  When  the  332  patients  with 
a history  of  prematurity  were  classified  sepa- 
rately it  was  found  that  283  (85.2%)  of  this 
group  were  spastics  and  that  139  of  these  were 
typed  as  spastic  paraplegia.  This  is  in  accord 
with  the  prevalent  opinion  that  spastic  para- 
plegia is  unusually  common  among  prema- 
tures. 

TABLE  XIII 

ASSOCIATED  HANDICAPS 

No.  of  Patients 


Mental  Retardation  453 

Convulsions  306 

Speech  Defect  260 

Strabismus  209 

Hearing  Defect  27 

Dislocated  Hip  24 

Hydrocephalus  24 

Microcephaly  21 

Other  Defect  78 

No  Other  Handicap  217 


This  table  clearly  demonstrates  the  fact  that 
children  with  cerebral  palsy  frequently  have 
multiple  handicaps.  Out  of  the  group  of  993 
patients,  only  217  were  reported  to  have  no 
handicap  other  than  the  motor  dysfunction  of 
spasticity,  athetosis,  etc.  Although  only  260 
children  were  stated  to  have  speech  defects,  it 
is  likely  that  many  others  have  such  defects 
but  perhaps  of  lesser  degree.  The  high  inci- 
dence of  mental  retardation  is  discussed  after 
Table  XIV.  More  difficult  to  measure  but  com- 
monly present  are  emotional  problems  which 
can  also  be  very  real  handicaps.  A psychia- 
trist attends  the  cerebral  palsy  clinic  in  Louis- 
ville but  the  bulk  of  the  task  of  providing 
emotional  support  to  the  children  and  their 
families  is  assumed  by  the  nurses  and  social 
workers  who  are  an  indispensible  part  of  the 
medical  team.  Also,  the  physical  therapists 
and  speech  therapists  who  see  many  of  these 
children  more  frequently  than  the  other  pro- 
fessional personnel  are  alert  for  evidences  of 
emotional  problems  which  may  be  hindering 
the  child's  progress. 

The  results  of  psychological  testing  were 
available  in  726  patients.  In  another  150 
patients  a clinical  evaluation  of  mental  retar- 
dation (MR)  or  “normal”  intelligence  was  indi- 
cated on  the  record.  Three  hundred  twenty- 


TABLE  XIV 


IQ  RANGE 


No.  of  Patients 

0 - 

20 

1 1 

21  - 

50 

127 

51  - 

74 

189 

75  - 

80 

92 

81  - 

90 

161 

91  - 

110 

136 

111- 

120 

9 

121  - 

140 

1 

“MR” 

126 

“Normal” 

24 

seven  patients  were  found  to  have  IQ’s  below 
75.  These  along  with  126  other  patients 
clinically  assessed  as  retarded  make  up  51.7% 
of  the  876  patients  for  whom  information  con- 
cerning their  intellectual  status  was  available. 
It  is  important  to  observe  that  another  253 
patients  were  in  the  dull  normal  or  borderline 
range  with  IQ’s  of  75  — 90  and  therefore  a 
total  of  80.6%  of  the  group  were  below  the 
range  of  average  intelligence.  Qnly  10  patients 
were  found  by  testing  to  be  above  average. 
Many  of  these  children  come  from  homes 
which  are  very  deprived  socio-economically 
and  this  in  itself  has  probably  had  a depress- 
ing effect  on  their  intellectual  development. 
Qbviously  the  intellectual  capabilities  of  the 
child  with  cerebral  palsy  must  be  carefully  con- 
sidered in  long  range  planning  for  his  over-all 
care. 

Treatment  had  consisted  of  bracing,  various 
supportive  devices  including  special  shoes, 
drugs  for  associated  seizures  and  for  relaxation, 
some  surgical  procedures,  speech,  occupational 
therapy  and  physical  therapy. 

Summary 

A survey  has  been  made  of  the  medical 
records  of  993  children  with  cerebral  palsy. 
The  information  obtained,  which  concerns 
such  matters  as  etiology,  diagnosis,  classifica- 
tion and  associated  handicaps,  has  been  pre- 
sented and  discussed  briefly  in  this  report. 
The  Commission  for  Handicapped  Children 
seeks  to  provide  care  for  the  multiple  needs 
of  these  patients  in  order  that  each  child  may 
have  maximum  opportunity  to  reach  his  high- 
est potential.  It  is  believed  that  the  results  of 
this  study  will  lead  to  even  better  care  for 
these  children  in  the  future.  It  is  hoped  that 
this  report  will  be  of  value  to  other  physicians 
as  they  seek  to  understand  and  provide  for 
the  long  term  needs  of  their  patients  with  cere- 
bral palsy. 

(Continued  on  Page  493) 
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The  Management  of  Sinus  and  Ear  Disease! 

Robert  C.  Kratz,  M.D.* * 

Newport,  Kentucky 


An  optimistic  practical  approach  to  the 
problems  of  sinus  and  ear  disease  which 
can  he  used  in  the  everyday  practice  of 
medicine  is  presented. 

Deafness  can  be  divided  into  two 
types:  neurosensory  and  conductive. 

Most  of  the  common  otologic  problems 
seen  can  result  in  varying  degrees  of  deaf- 
ness. 

Neurosensory  deafness  is  often  associated 
with  tinnitus  and  dizziness.  The  common 
causes  are: 

1 .  The  extension  of  middle  ear  infection  into 
the  inner  ear.  The  treatment  and  prevention 
consists  of  adequate  management  of  middle 
ear  infection. 

2.  Acoustic  trauma.  The  treatment  and  pre- 
vention consists  of  control  of  noise  in  the  en- 
vironment. 

3.  Drugtoxicity.  The  treatment  and  preven- 
tion consists  of  avoidance  of  ototoxic  drugs 
where  possible  and  a constant  awareness  that 
drugs  can  cause  bizarre  reactions  in  the  audi- 
tory mechanism. 

4.  Heredity. 

5.  Tumors  involving  the  acoustic  centers  and 
pathways. 

6.  Viral  infections. 

7.  Miscellaneous  conditions  such  as  hypo- 
thyroidism, nephritis,  lymphoma,  vascular  dis- 
ease, syphilis,  meningitis,  encephalitis,  measles, 
mumps  and  others. 

8.  Endolymphatic  hydrops.  Treatment  for 
endolymphatic  hydrops  is  based  on  the  belief 
that  it  is  a disease  of  capillary  dysfunction,  a 
localized  expression  of  the  hypometabolic  state 
due  to  lowered  adrenal  cortical  function  and 
always  accompanied  by  some  other  endocrino- 
logic  involvement.  Patients  are  advised  to 
avoid  stress;  they  are  put  on  a low  carbohy- 


fPresented  at  the  KAGP  Session  of  the  Annual  Meet- 
ing  of  the  Kentucky  Medical  Association,  September 
28.  1967 

* Otolaryngologist  and  plastic  surgeon,  practicing  in 
Newport 


drate  diet  and  given  Lipoflavonoid,  Bellergal 
and  hormones  as  indicated.  Cortisone  is 
avoided,  but  whole  adrenal  cortical  extract  is 
sometimes  used.  Goldberg^  and  Atkinson^ 
have  described  successful  methods  to  medical- 
ly manage  the  condition.  Lermoyez’s  syn- 
drome, the  predominating  feature  of  which  is 
tinnitus,  is  treated  the  same  as  endolymphatic 
hydrops;  I believe  it  is  one  and  the  same  dis- 
ease. 

Conductive  deafness  may  be  due  to  obstruc- 
tions in  the  external  canal  which  may  be  con- 
genital or  acquired  deformities,  foreign  bodies 
or  infection.  External  canal  deformities  can 
be  surgically  corrected.  Foreign  bodies  and  ear 
wax  are  best  removed  by  irrigation.  Avoid  ir- 
rigation if  the  foreign  body  has  the  capacity 
for  swelling.  Occasionally  ear  wax  should  be 
softened  with  five  drops  of  Johnson’s  baby 
oil  used  three  times  a day  for  a week  pre- 
ceding irrigation.  The  operating  microscope 
has  made  foreign  body  removal  less  painful 
and  less  dangerous  than  in  the  old  curet  and 
otoscope  days.  External  otitis,  acute  and  chron- 
ic, is  best  managed  with  1/20  Burrows  Solu- 
tion soaks  applied  continuously  to  a very  small 
cotton  wick  placed  in  the  external  canal  all 
the  way  to  the  drum.  The  appropriate  anti- 
biotic is  given,  as  well  as  medication  for  sleep 
and  pain.  Although  common  ear  drops  may  be 
cautiously  used,  beware  of  sensitization.  Keep- 
ing the  external  canal  clean  without  trauma  is 
the  key  to  the  successful  treatment  of  the  con- 
dition. In  chronic  cases  the  skin  of  the  canal  is 
replaced  with  a skin  graft.  Tumors  and  cancers 
of  the  external  canal  are  removed  surgically. 

Middle  ear  disease  causing  deafness  may  be 

1 . acute  otitis  media, 

2.  chronic  otitis  media, 

3.  cholesteatoma, 

4.  drum  perforation, 

5.  otosclerosis, 

6.  tympanosclerosis, 

7.  ossicular  chain  derangement  (acquired 
or  hereditary), 

8.  serous  otitis  media,  or 

9.  mastoiditis. 
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The  treatment  of  acute  otitis  media  in  most 
cases  is  still  Penicillin  used  in  adequate  dosage 
and  myringotomy  when  indicated.  In  chronic 
otitis  media  the  ear  is  kept  clean  by  gentle  suc- 
tion. The  correct  antibiotic  is  determined  by 
culture  and  sensitivity  tests.  The  indicated  anti- 
biotic drop  or  powder  is  also  helpful.  Atten- 
tion is  given  to  disease  of  the  nasopharyngeal, 
nasal,  and  paranasal  structures  and  areas. 

Chronic  otitis  media  with  cholesteatoma  is 
a condition  which  deserves  a great  deal  of  res- 
pect because  of  its  capacity  to  destroy  the  ear 
structures.  If  the  patient  lives  long  enough,  it 
is  likely  to  cause  deafness  and  central  nervous 
system  complications.  The  cholesteatoma  must 
be  completely  removed.  Then  the  ear  can  be  re- 
built. If  the  cholesteatoma  cannot  be  com- 
pletely removed,  then  it  must  be  exteriorized  as 
completely  as  possible,  and  efforts  to  recon- 
struct the  ossicular  chain  and  drum  are  aban- 
doned. Dizziness  in  a patient  with  chronic  ear 
disease  may  mean  the  beginning  of  involve- 
ment of  the  labyrinth  or  central  nervous  sys- 
tem. Mastoiditis  still  occasionally  requires  sur- 
gery when  antibiotics  fail  to  eradicate  infec- 
tion in  the  area.  Dizziness,  facial  paralysis,  and 
central  nervous  system  complications  might 
lead  us  to  suspect  a masked  mastoiditis. 

The  simple  repair  of  an  eardrum  when  there 
is  no  other  disease  present  is  almost  always 
successful.  I have  found  vein  and  skin  to  give 
the  best  results.  Stapedectomy  and  the  use  of 
a Schucknecht  wire  gelfoam  prosthesis  or  a 
Guilford  wire  teflon  piston  will  give  better  than 
90  percent  good  results  in  the  treatment  of  the 
conductive  deafness  due  to  otosclerosis. 
Tympanosclerosis  can  be  corrected  by  dis- 
section of  the  fibrous  cartilaginous  material 
from  the  middle  ear.  Sometimes  it  is  necessary 
to  reposition  the  ear  bones  or  introduce  new 
ossicles  made  from  adjacent  bone.  Ossicular 
problems  can  also  be  corrected  by  reposition- 
ing and  substitution  of  new  ossicles  construct- 
ed from  adjacent  bone  or  supplied  from  ca- 
daver material. 

The  subject  of  serous  otitis  needs  special 
attention  because  adequate  management  of 
this  condition  can  conserve  hearing  in  a large 
proportion  of  our  population.  There  are  two 
distinct  types.  In  the  first  type  the  middle  ear 
cavity  is  filled  with  fluid  which  may  be  thick 
or  very  thin.  In  the  second  type,  the  drum  is 
sucked  against  the  promentory  of  the  middle 


ear  and  there  is  loss  of  the  middle  ear  cavity. 
In  the  second  type  the  ossicles  may  be  prom- 
inent since  the  drum  is  plastered  to  them.  The 
only  cavity  which  remains  is  close  to  the  eus- 
tachian  tube  opening  and  around  the  periphery 
of  the  drum.  This  may  be  a later  stage  of  the 
first  type  of  serous  otitis.  The  treatment  is 
management  of  nasal  and  nasopharyngeal  dis- 
ease. Allergies  must  be  controlled.  A teflon 
tube  is  placed  through  the  drum  to  allow  aera- 
tion of  the  ear  and  the  fluid  is  removed  by 
suction.  Good  results  are  obtained  in  the  first 
type  immediately.  The  adhesive  type  re- 
quires a longer  time,  but  the  drum  will  often 
elevate  itself  from  the  promentory  if  the  dis- 
ease has  not  progressed  too  far. 

Sinusitis 

There  were  no  papers  in  the  Archives  of 
Otolaryngology  for  the  preceding  12  months- 
on  the  subject  of  sinusitis.  At  the  meeting  of  the 
American  Academy  of  Ophthalmology  and 
Otolaryngology  last  year  there  was  little  men- 
tion of  sinusitis  and  nothing  new  was  offered 
in  the  way  of  therapy.  Despite  this  lack  of  in- 
terest, the  disease  is  still  common  and  very 
important. 

Etiology  of  Sinusitis: 

1 . Bacterial  infection  extending  from  the 
nose 

2.  Mechanical  obstruction 

3.  Mechanical  irritation 

4.  Carious  teeth 

5.  Trauma 

6.  General  debility 

7.  Allergy 

Symptons  of  Sinusitis: 

Pain,  fever,  chills,  malaise  and  discharge 
are  symptoms  of  sinusitis.  The  degree  and  lo- 
cation of  these  symptoms  will  depend  upon  the 
sinuses  involved  and  the  nature  of  the  infec- 
tion. 

Diagnosis  of  sinusitis  depends  upon  the 
presence  of  nasal  discharge  and  the  above 
symptoms.  Transillumination  is  often  helpful, 
sinus  x-rays  are  useful  but  perhaps  the  most 
important  single  item  is  the  irrigation  of  pus 
from  the  suspected  sinus.  The  management  of 
sinusitis  carried  out  in  my  office  is  placing  the 
patient  on  antibiotics  and  antihistamines.  .Al- 
lergy titrations  are  done  where  indicated.  On 
the  second  visit,  if  the  patient  is  not  greatly 
improved,  Lipiodal  is  placed  in  each  antrum 
{Continued  on  Page  496) 
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Paroxysmal  Nocturnal  Hemoglobinuria 

Howard  B.  McWhorter,  M.D.* 

Ashland,  Kentucky 


This  article  presents  a patient  with  typical 
P.N.H.  The  pathophysiology,  differential 
diagnosis,  and  therapy  are  discussed.  This 
rare  hemolytic  anemia  frequently  may 
masquerade  as  other  disorders  tmless  se- 
vere enough  to  produce  gross  hemoglo- 
binuria. 

PAROXYSMAL  nocturnal  hemoglobinuria 
is  a rare  hemolytic  anemia  first  de- 
scribed in  1882.  However,  there  was  very 
little  recognition  of  this  disease  until  the  classic 
descriptions  by  Marchiafava  in  1928  and  Mi- 
cheli  in  1931.^  More  reports  followed,  but 
totalled  only  183  patients  in  the  last  survey  in 
1957.“  The  present  patient  is  being  reported  to 
focus  further  attention  on  this  poorly  under- 
stood disease. 

Case  Report 

A 68-year-old  woman  was  admitted  to  Our 
Lady  of  Bellefonte  Hospital,  Ashland,  Ky.,  on 
Nov.  27,  1961  for  evaluation  of  severe  anemia. 
Except  for  a kidney  stone  in  1937  she  had 
been  in  good  health  until  1959  when  moderate 
anemia  was  found  on  routine  examination. 
This  was  not  symptomatic  until  early  1961 
when  she  developed  progressive  weakness  and 
first  noted  occasional  dark  coca-cola  colored 
urine.  In  September,  1961  she  was  hospitalized 
1 in  a nearby  city  with  hemoglobin  of  6.0  gm/ 
100  ml  and  a reticulocytosis  of  25%.  She  re- 
1 ceived  prednisone  40-60  mg  daily  for  the  next 
two  months  without  benefit,  and  splenectomy 
was  advised,  but  refused  by  the  patient.  She 
developed  increasing  weakness,  easy  bruising, 
intermittent  epigastric  pain,  persistently  dark 
urine,  urinary  frequency  and  dysuria. 

Examination  revealed  moderate  signs  of 
hyperadrenocorticism  from  steroid  therapy. 
The  skin  and  mucous  membranes  were  pale, 
there  were  scattered  ecchymoses  over  the  limbs, 
and  the  sclerae  were  mildly  icteric.  The  liver 
edge  was  palpable  3 cm  below  the  right  costal 


margin,  the  spleen  tip  could  be  felt  on  deep 
inspiration,  but  there  was  no  lymphadenopathy. 
There  was  an  apical  systolic  heart  murmur  but 
no  other  cardiovascular  abnormalities,  and 
the  remainder  of  the  examination  was  normal. 

The  hemoglobin  was  5.3  gm/100  ml,  hema- 
tocrit 19%,  and  the  total  white  blood  count 
was  9,600/cu  mm  with  a normal  differential 
count.  There  was  a reticulocytosis  of  25%  with 
many  nucleated  red  blood  cells  in  the  periph- 
eral blood  smear,  the  platelet  count  was  12,- 
000/cu  mm.  Total  serum  bilirubin  was  3.1 
mg/ 100  ml  of  which  0.15  mg  was  direct  react- 
ing. Sternal  bone  marrow  was  normoblastic  with 
a marked  erythroid  hyperplasia.  Direct  and  in- 
direct anti-globulin  tests  were  negative,  osmo- 
tic fragility  of  the  red  blood  cells  was  normal, 
and  no  serum  hemolysin  or  agglutinins  could 
be  demonstrated.  The  Kahn,  V.D.R.L.,  and 
Donath-Landsteiner  tests  were  negative.  Blood 
urea  nitrogen,  thymol  turbidity,  cephalin  floc- 
culation, serum  albumin  and  globulin  were 
normal.  X-rays  of  the  chest,  upper  gastrointes- 
tinal tract,  and  intravenous  pyelograms  were 
normal. 

The  urine  was  a dark  reddish-brown  color 
with  4-plus  proteinuria,  there  was  microscopic 
pyuria  with  many  granular  casts,  and  urine  cul- 
ture revealed  Escherichia  coli.  The  urine  gave 
a strongly  positive  reaction  with  benzidine  rea- 
gent. The  centrifuged  urine  sediment  was  dark 
brown,  and  microscopically  there  were  num- 
erous fine  dark  granules  which  stained  blue 
with  potassium  ferrocyanide  solution.  Hemo- 
globinuria and  hemosiderinuria  suggested  par- 
oxysmal nocturnal  hemoglobinuria,  the  arid- 
hemolysis  test  of  Ham  and  the  Crosby  thrombin 
tests  were  both  positive  and  confirmed  this 
diagnosis. 

The  urinary  tract  infection  responded  to 
tetracycline,  the  epigastric  symptoms  were  re- 
lieved by  aluminum  hydroxide  gel,  and  pred- 
nisone was  gradually  withdrawn.  She  was 
given  two  units  of  washed  red  blood  cells  with 
marked  improvement,  disappearance  of  gross 
hemoglobinuria,  and  diminution  of  jaundice. 
She  did  quite  well  for  several  months,  the 
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hemoglobin  varied  from  8.0  to  9.0  gm/100  ml, 
and  the  urine  gave  only  faintly  positive  tests 
for  hemoglobin. 

In  April,  1962  she  developed  cellulitis  of  the 
left  foot  and  thrombophlebitis  of  the  left  calf, 
associated  with  marked  hemoglobinuria  and 
weakness.  The  hemoglobin  was  4.3  gm/100 
ml,  total  white  blood  count  15,000/cu  mm, 
platelets  were  77,000/cu  mm,  and  total  serum 
bilirubin  3.5  mg/ 100  ml.  The  urine  was  red- 
dish-black with  4-plus  proteinuria,  micro- 
scopic pyuria  and  casts,  a strongly  positive  test 
for  hemoglobin,  and  culture  again  revealed  E. 
coli.  She  was  treated  with  4-hydroxyocumarin 
(Dicumarol)  and  antibiotics  with  marked  im- 
provement of  the  thrombophlebitis,  cellulitis, 
and  urinary  infection.  There  was  no  improve- 
ment of  the  hemolytic  process  until  she  was 
given  four  units  of  washed  red  blood  cells,  fol- 
lowing which  the  total  serum  bilirubin  de- 
creased to  1.5  mg/ 100  ml,  gross  hemoglob- 
inuria disappeared,  and  the  urine  test  for  he- 
moglobin was  negative. 

During  the  next  10  months  she  had  ex- 
acerbations of  acute  hemolysis  at  one  to  three 
month  intervals,  usually  being  precipitated  by 
recurrent  urinary  or  acute  respiratory  infec- 
tions. Transfusion  with  two  to  four  units  of 
washed  red  blood  cells  promptly  relieved  each 
hemolytic  episode,  with  disappearance  of 
gross  hemoglobinuria  and  a rapid  decrease  of 
serum  bilirubin.  During  the  intervening  peri- 
ods her  hemoglobin  varied  between  8.0  and 
9.0  gm/100  ml,  urine  tests  for  hemoglobin 
were  weakly  positive  or  occasionally  negative, 
thrombocytopenia  persisted  with  platelet 
counts  from  10,000  to  150,000/cu  mm,  and 
reticulocytosis  ranged  between  4 and  26%.  In 
February,  1963  she  developed  a respiratory 
infection  followed  shortly  by  marked  hemoglo- 
binuria, profound  weakness,  abdominal  and 
chest  pain,  mental  confusion,  and  acute  pul- 
monary edema.  Her  hemoglobin  as  3.4gm/100 
ml  and  she  died  shortly  after  admission  to  the 
hospital. 

Autopsy  revealed  mitral  valvular  insuffi- 
ciency, cardiac  enlargement,  acute  passive  con- 
gestion of  the  lungs,  and  acute  interstitial  pneu- 
monitis. The  kidneys  were  moderately  en- 
larged and  a dense  bronze  color.  There  was  a 
marked  decrease  in  the  number  of  glomeruli, 
and  a diffuse  increase  in  interstitial  fibrous 
connective  tissue  associated  with  a dense  mono- 
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nuclear  cell  infiltration.  The  tubules  were  dilated 
with  widespread  deposition  of  hemosiderin  in 
the  tubular  epithelium,  and  hemosiderin  casts 
within  many  of  the  tubules.  There  was  very 
little  hemosiderosis  in  other  organs. 

Discussion 

Paroxysmal  nocturnal  hemoglobinuria 
(P.N.H.)  is  a rare  chronic  hemolytic  anemia, 
with  an  estimated  incidence  of  two  cases  per 
million  persons.'^  It  is  characterized  by  contin- 
uous intravascular  hemolysis,  punctuated  by 
episodes  of  increased  nocturnal  hemolysis  and 
hemoglobinuria.  The  clinical  features  of 
P.N.H.  are  often  bizarre  and  misleading,  par- 
ticularly if  the  hemolytic  process  is  not  severe 
enough  to  produce  gross  hemoglobinuria.  Leu- 
kopenia and  thrombocytopenia  are  usually 
present  at  some  time  in  the  course  of  the 
disease,  but  hemorrhagic  manifestations  are 
rare.  The  bone  marrow  is  usually  normal  ex- 
cept for  erythroid  hyperplasia,  however  hypo- 
plastic marrow  has  been  noted  during  aregener- 
ative  crises. Infections  are  a frequent  grave 
threat  to  patients  with  P.N.H.,  and  are  almost 
invariably  followed  by  hemolytic  crises.  Ve- 
nous thrombosis  occurs  frequently  and  is  the 
most  feared  complication.  This  usually  occurs 
in  the  extremities,  portal  or  cerebral  circula- 
tion, and  abdominal  pain  due  to  splanchnic 
thrombosis  is  a common  complaint.  In  one 
series  of  53  patients  45%  died  as  the  result  of 
venous  thromboses,  20%  died  from  infection, 
and  20%  of  the  deaths  were  due  to  anemia.^ 

Red  Blood  Cell  Abnormality 

Dacie  demonstrated  that  the  primary  ab- 
normality in  P.N.H.  is  in  the  erythrocyte,  and 
that  these  defective  red  cells  are  uniquely  sus-  i 
ceptible  to  hemolysis  by  their  own  or  homolo- 
gous normal  serum. ^ The  hemoglobin  is  nor-  | 

mal  and  the  exact  nature  of  the  red  cell  de-  | 

feet  is  not  known.  The  red  blood  cell  alkaline  S 
phosphatase  is  reduced,  there  is  decreased 
stability  and  increased  turnover  of  adenosine 
triphosphate,  decreased  organic  phosphate 
penetration  of  the  cell,  decreased  red  cell 
acetyl-cholinesterase,  and  a cellular  lipid  ab- 
normality has  been  described.  However  the 
significance  of  these  findings  is  not  known. 

Plasma  Factors 

Ham  has  shown  that  these  defective  red  cells 
are  abnormally  susceptible  to  a decrease  in  pH, 
and  it  has  been  postulated  that  the  nocturnal 
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accentuation  of  hemolysis  may  be  due  to  CO2 
retention  which  occurs  during  sleep.  The  clini- 
cal significance  of  this  acid-susceptibility  is 
not  known  but  is  the  basis  of  a diagnostic  test 
for  P.N.H.,  the  Ham  acid-hemolysis  test.®  This 
test  is  not  absolutely  specific  as  positive  tests 
may  occur  in  the  presence  of  marked  sphero- 
cytosis, or  with  red  cells  which  have  adsorbed 
certain  warm  or  cold  agglutinins.®  Crosby  dem- 
onstrated that  the  addition  of  thrombin  or 
thromboplastin  to  normal  serum  increases  the 
hemolysis  of  P.N.H.  erythrocytes,  this  being 
the  basis  for  the  Crosby  thrombin  test.'^  Several 
normal  plasma  factors  must  be  present  for 
hemolysis  to  occur,  but  the  role  they  play  is 
unknown:  normal  serum  complement;  traces 
of  calcium  and  magnesium;  thrombin  or  throm- 
boplastin; properdin;  and  Crosby  has  de- 
scribed four  additional  normal  plasma  factors, 
two  which  are  hemolytic  and  two  inhibitory.® 
No  serum  hemolysins  or  agglutinins  have  ever 
been  demonstrated  in  P.N.H. 

Hemoglobinemia  and  Hemoglobinuria 

In  most  types  of  hemolytic  anemia  red  blood 
cell  destruction  is  extravascular,  taking  place 
in  the  spleen  and  reticuloendothelial  system 
where  heme  is  converted  to  bilirubin  and  iron 
is  conserved  for  re-use.  In  P.N.H.  red  cell  he- 
molysis is  intravascular  with  free  hemoglobin 
being  released  into  the  circulating  plasma. 
This  plasma  hemoglobin  cannot  be  disposed  of 
in  the  usual  manner.  The  renal  epithelium  acts 
in  this  instance  as  a reticuloendothelial  organ, 
degrading  free  plasma  hemoglobin  to  bilirubin. 
Unlike  the  spleen  the  kidney  is  unable  to  re- 
store to  the  circulation  the  iron  derived  from 
hemoglobin.  This  iron  is  deposited  in  the  kid- 
ney and  excreted  into  the  urine  as  hemosider- 
in. Destruction  of  pigment  by  the  kidney  is  not 
the  only  channel  by  which  blood  may  rid  it- 
self of  extracorpuscular  hemoglobin.  Free  plas- 
ma hemoglobin  also  combines  with  a plasma 
protein,  haptoglobin,  up  to  maximum  plasma 
binding  capacity  of  90-100  mg  hemoglobin/ 
100  ml.  This  hemoglobin-haptoglobin  complex 
is  too  large  to  pass  into  the  glomerular  fil- 
trate, so  that  free  hemoglobin  will  not  appear 
in  the  urine  until  its  concentration  in  plasma 
has  exceeded  the  haptoglobin  binding  capacity. 
A third  method  by  which  plasma  is  cleared  of 
free  hemoglobin  is  by  the  formation  of  methe- 
malbumin,  derived  from  the  combination  of 


plasma  albumin  with  heme  groups.  Methemal- 
bumin  is  then  slowly  excreted  in  the  urine  as 
urobilinogen.® 

Kidneys 

The  kidneys  in  P.N.H.  are  conspicious  by 
the  intense  hemosiderosis  in  the  renal  epithe- 
lium, with  little  or  no  hemosiderin  deposits  in 
the  other  organs.  This  is  the  most  character- 
istic finding  at  autopsy,  although  not  in  itself 
diagnostic.  These  kidneys  are  larger  than  nor- 
mal, suggesting  that  some  impairment  of 
function  has  prompted  compensatory  hyper- 
trophy. Patients  with  P.N.H.  may  also  appear 
to  have  chronic  renal  diesase  as  hemoglo- 
binuria produces  a positive  test  for  protein  in 
the  urine,  the  formation  of  tubular  casts,  and 
varying  numbers  of  white  and  red  cells  in  the 
sediment.  One  would  suspect  that  the  intense 
chronic  renal  hemosiderosis  would  lead  to  de- 
struction of  kidney  tissue.  However  this  does 
not  occur  since  this  siderosis  involves  primarily 
the  tubular  epithelial  cells  which  are  continual- 
ly being  desquamated  into  the  urine.  In  this  way 
large  amounts  of  hemosiderin  are  eliminated 
from  the  body,  other  organs  being  spared  large 
hemosiderin  deposits.  In  P.N.H.  there  is  no 
scarring  of  the  kidneys  or  destruction  of  neph- 
rons unless  infection  supervenes.  When  renal 
failure  occurs  in  P.N.H.,  it  is  not  because  of 
siderosis  but  is  usually  a consequence  of  re- 
peated bouts  of  pyelonephritis.’® 

Differential  Diagnosis 

Hemoglobinuria  is  very  striking  when  it  oc- 
curs, but  is  not  limited  to  P.N.H.  Severe 
hemoglobinemia  from  any  cause  may  produce 
hemoglobinuria  if  plasma  hemoglobin  levels 
exceed  the  haptoglobin  binding  capacity  of  the 
plasma.  The  most  common  cause  of  intravas- 
cular hemolysis  and  hemoglobinuria  is  a he- 
molytic transfusion  reaction.  Hemoglobinuria 
may  also  occur  with  march  hemoglobinuria, 
favism,  and  black-water  fever,  but  the  clinical 
features  readily  distinguish  these  disorders 
from  P.N.H.  Occasionally  hemoglobinuria  oc- 
curs in  severe  acquired  hemolytic  anemias,  but 
agglutinins  or  hemolysins  in  the  patient’s  ser- 
um can  be  demonstrated.  Another  rare  hemo- 
globinuria is  paroxysmal  cold  hemoglobinuria 
which  is  usually  associated  with  syphilis,  char- 
acterized by  intravascular  hemolysis  on  ex- 
posure to  cold,  and  serum  hemolysins  can  be 
demonstrated  by  the  Donath-Landsteiner  re- 
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action.  Hemosiderinuria  is  invariably  found 
with  any  degree  of  hemoglobinemia,  and  is 
absent  from  the  urine  of  patients  with  other 
types  of  hemolytic  anemia  in  which  intravas- 
cular hemolysis  has  not  occurred.®  The  only 
other  causes  of  hemosiderinuria  are  myoglobi- 
nuria and  hemosiderosis;  however,  hemoglo- 
binemia is  not  present  in  these  conditions. 

In  the  absence  of  frank  hemoglobinuria, 
P.N.H.  may  be  mistaken  for  other  illnesses. 
Hypersplenism  may  be  suggested  by  the  clini- 
cal picture  of  hemolytic  anemia,  pancytopenia, 
a proliferative  bone  marrow,  and  splenomega- 
ly. Aplastic  anemia  may  be  simulated,  partic- 
ularly during  periods  of  aregenerative  crises 
when  the  bone  marrow  becomes  temporarily 
inactive.  Hemolytic  anemia,  thrombocytopenia, 
thromboses  and  perhaps  neurological  symp- 
toms may  suggest  thrombotic  thrombocyto- 
penic purpura.  Several  patients  with  P.N.H. 
have  been  reported  in  whom  the  hemoglo- 
binemia was  not  severe  enough  to  produce 
hemoglobinuria,  and  undoubtedly  P.N.H.  mas- 
querades as  other  disorders  in  many  of  these 
patients. In  the  absence  of  an  obvious  cause 
for  hemolytic  anemia,  the  urine  should  be 
checked  for  hemosiderinuria.  If  positive,  the 
Ham  acid-hemolysis  and  Crosby  thrombin  tests 
will  confirm  the  diagnosis  if  it  is  P.N.H. 

Therapy 

This  is  a chronic  disorder  and,  if  such  ser- 
ious threats  as  thromboses  can  be  avoided, 
patients  may  live  for  many  years.  Transfu- 
sions of  whole  blood  frequently  result  in  severe 
reactions.  Dade  first  stressed  the  use  of 
washed  red  blood  cells  for  replacement,  pro- 
posing that  leukoagglutinins  were  the  cause  of 
such  transfusion  reactions.^®  This  has  proved 
to  be  a safe  method  of  transfusion  and  has 
been  observed  to  produce  temporary  remis- 
sions. Ham  attempted  therapy  based  on  the 
ph  dependency  of  hemolysis,  noting  that  the 
administration  of  acid  salts  increased  and  alka- 
line salts  decreased  hemolysis. However,  long 
term  use  of  alkaline  salts  in  patients  apparently 
allows  the  abnormal  P.N.H.  red  cells  to  ac- 
cumulate and  eventually  severe  hemolysis  breaks 
through.  Even  the  mild  acidosis  produced  by 
acetazolamide  (Diamox)  produced  a severe 
hemolytic  crisis  in  one  report.^  For  this  reason 
extreme  care  must  be  used  in  prescribing  drugs 


for  these  patients.  Long  term  use  of  4-hydroxy- 
coumarin  (Dicoumarol)  has  been  suggested  to 
decrease  the  hemolytic  process  through  its  in- 
hibition of  thrombin  formation.®  However 
some  reports  have  indicated  that  4-hydroxy- 
coumarin  was  clinically  disappointing,®  while 
others  have  found  it  to  be  useful.^®-  Heparin 
is  contraindicated  as  it  accelerates  hemolysis.® 
Splenectomy  has  produced  no  permanent  bene- 
fits,® and  has  been  followed  by  death  in  some 
instances.^®  Neither  ACTH  or  the  adrenal  cor- 
ticosteroids have  been  of  any  benefit. Dex- 
tran  infusions  have  been  found  to  temporarily 
control  hemolytic  crises,  presumably  by  binding 
properdin;  however,  long  term  administration  is 
not  advisable  since  hemorrhagic  complications 
are  likely  to  develop.^®  At  present  transfusions 
with  washed  red  blood  cells  appear  to  be 
the  safest  form  of  therapy. 
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There  are  more  than  30  million  people  in  America  who  are  overweight. 
During  the  next  year,  you  probably  will  see  more  than  1 ,000  of  them  in 
your  own  practice. 

One  good  way  to  help  these  patients  is  to  give  them  a reducing  diet 
based  on  ordinary  eating  patterns. 

Campbell  has  prepared  a sensible  plan  for  weight  control  based  on 
ordinary  eating  patterns.  The  plan  consists  of  a patient  in- 
struction booklet  and  a set  of  menus  which  provide  approxi- 
mately 1,200  calories  daily.  The  menus  are  balanced  to 
provide  the  minimum  daily  requirements  of  nutrients. 

To  obtain  a supply  for  your  office  write  to: 

Campbell  Soup  Company,  Box  265,  Camden,  N.  J.  08101 
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HYDROXYZINE 

PAMOATE 

an  antianxiety 
agent  that 
serves 

a human  need.. 

“The  danger  involved  in  prescribing  dependency  produc- 
ing medication  for  relief  of  anxiety  lies  in  the  fact  that 
we  do  not  know  in  advance  the  dependency  proneness  of 
the  individual.”^ 

A woman  who  is  undergoing  the  emotional  stresses  of 
the  menopause  may,  for  the  first  time,  need  an  antianxiety 
agent.  But  she  may  also  be  susceptible  to  drug  abuse. 

Vistaril  can  fulfill  the  need  for  tranquilization  without 
creating  a new  need  — dependency. 

Vistaril  calms  anxiety  and  agitation  quickly  — usually 
begins  to  work  in  15-30  minutes.  And,  in  more  than  ten 
years  of  clinical  use,  after  more  than  a billion  doses  to 
date,  there  have  been  no  reported  instances  of  dependency 
on  hydroxyzine. 

When  the  need  for  antianxiety  medication  is  reduced  or 
no  longer  exists,  Vistaril  dosage  may  be  lowered  or  dis- 
continued without  ill  effects. 

Recommended  starting  dose,  anxious  menopausal 
patient,  50  mg.  t.i.d. 

WithVistaril,  it  is  as  easy  to 
stop  therapy  as  it  is  to  start. 


Contraindications : Hypersensitivity  to  hydroxyzine.  The  parenteral  solu- 
tion,  for  intramuscular  or  intravenous  use,  must  not  be  injected  sub- 
cutaneously or  intra-arterially. 

Hydroxyzine,  when  administered  to  the  pregnant  mouse,  rat,  and  rabbit 
induced  fetal  abnormalities  in  the  rat  at  doses  substantially  above  the 
human  therapeutic  range.  Clinical  data  in  human  beings  are  inadequate. 
Until  adequate  data  are  available  to  establish  safety  in  early  pregnancy, 
hydroxyzine  is  contraindicated  during  this  period. 

Precautions:  Hydroxyzine  may  potentiate  the  action  of  central  nervous 
system  depressants  such  as  narcotics  and  barbiturates.  In  conjunctive  use, 
dosage  for  these  drugs  should  be  decreased  as  much  as  50%.  Because 
drowsiness  may  occur,  patients  should  be  cautioned  against  driving  a car 
or  operating  dangerous  machinery.  The  usual  precautions  for  intramus- 
cular injection  should  be  followed;  soft-tissue  reactions  have  rarely  been 
reported  when  proper  technique  has  been  used.  Hydroxyzine  parenteral 
solution  for  intramuscular  use  should  be  injected  well  within  the  body  of 
a relatively  large  muscle.  In  adults,  the  preferred  sites  are  the  upper  outer 
quadrant  of  the  buttock  (i.e.,  gluteus  maximus),  or  the  mid-lateral  thigh. 
In  children,  preferably  the  mid-lateral  muscle  of  the  thigh.  In  infants  and 
small  children  the  upper  outer  quadrant  of  the  gluteal  region  should  only 
be  used  when  necessary,  as  in  burn  patients,  in  order  to  minimize  the 
possibility  of  damage  to  the  sciatic  nerve.  The  deltoid  area  should  be  used 
only  if  well  developed,  such  as  in  certain  adults  and  older  children,  and 
only  with  caution  to  avoid  radial  nerve  injury.  Injections  should  not  be 
made  in  the  lower  and  middle  thirds  of  the  upper  arm.  Aspiration  should 
be  done  to  help  avoid  intravascular  injection.  On  reported  intravenous 
injection  a few  instances  of  digital  gangrene  have  occurred  distal  to  the 
injection  site,  considered  to  be  due  to  inadvertent  intra-arterial  injec- 
tion or  possibly  periarterial  extravasation.  Therefore,  particular  caution 
(aspiration  and  site  injection)  should  be  observed  to  insure  injection 
only  into  intact  veins;  avoid  either  intra-arterial  injection  or  extravasa- 
tion. Intravenous  administration  should  be  accomplished  slowly,  no  faster 
than  25  mg.  per  minute,  and  not  to  exceed  100  mg.  in  any  single  dose.  In 
order  to  avoid  possible  adverse  effects  it  is  recommended  that  hydroxy- 
zine parenteral  solution  be  diluted  to  at  least  50  cc.  with  sterile  normal 
saline  and  administered  over  a period  of  four  minutes  or  more,  preferably 
into  the  tubing  of  a running  intravenous  infusion. 

The  intravenous  administration  of  this  drug  is  not  recommended  for 
children  under  12  years  of  age. 

Adverse  Reactions : Drowsiness  may  occur;  if  so,  it  is  usually  transitory 
and  may  disappear  in  a few  days  of  continued  therapy  or  upon  dosage 
reduction.  Dryness  of  the  mouth  may  occur  with  higher  doses.  Involun- 
tary motor  activity,  including  rare  instances  of  tremor  and  convulsions, 
has  been  reported,  usually  with  higher  than  recommended  dosage. 

When  this  product  is  given  intravenously  undiluted,  minimal  amounts 
of  intravascular  hemolysis  occur  at  the  site  of  injection.  Giving  the  maxi- 
mum recommended  intravenous  dose  (100  mg.)  to  adults  results  in  imme- 
diate transient  hemolysis  with  the  liberation  of  a total  of  2-3  grams  of 
hemoglobin,  which,  in  some  individuals,  can  cause  small  amounts  of  hemo- 
globinuria. This  compares  with  the  normal  red  cell  destruction  from  which 
approximately  8 Gm.  of  hemoglobin  are  liberated  every  24  hours.  If  the 
hydroxyzine  is  diluted  with  50  ce.  of  normal  saline  and  given  during  a 
period  of  four  minutes  or  more,  this  phenomenon  does  not  occur. 

Supply : Vistaril  (hydroxyzine  pamoate)  Capsules ; Equivalent  to  25  rag., 
50  mg.,  100  mg.  hydroxyzine  HCl.  Vistaril  (hydroxyzine  pamoate)  Oral 
Suspension : Equivalent  to  25  mg.  hydroxyzine  HCl  per  5 cc.  teaspoonful. 
Vistaril  (hydroxyzine  HCl)  Parenteral  Solution:  25  mg./cc.— 10  cc.  vial 
and  50  mg./cc.— 2 cc.  and  10  cc.  vial;  Isoject,®  25  and  50  mg.  per  cc.,  1 cc. 
per  unit. 

More  detailed  professional  information  available  on  request. 

References : 1.  Greenhouse,  H.R. : Medication  and  the  Dependent  Per- 
sonality, Symposium  of  Non-Narcotic  Drug  Dependency  and  Addiction, 
The  Amer.  Psychiat.  Assn.,  N.Y.  County  Dist.  Branch,  New  York,  N.Y., 
March  10, 1966. 
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of  trichomonal  vaginitis... 


netronidazole 


tablets/ inserts 


I rings 

iciinical  cures 
(microscopic  cures 
♦culture  cures 


lt|:  the  most  widespread  form  of  vagi- 
liis  the  most  widely  successful  thera- 
jtic  agent,  Flagyl,  is  clearly  indi- 
tged. 

n trichomonal  vaginitis,  most  physi- 
ns  have  reported  a cure-rate  of  95 
cent  or  more  with  Flagyl  when  in- 
ted  male  partners  are  treated  con- 
rently  and  when  treatment  is 
eated  for  occasional  refractory  in- 
tions  in  women, 
l-j  ^mong  the  few  patients  who  do  not 
■ pond  to  Flagyl  are  those  who  may 
have  taken  the  prescribed  dosage 
those  who  may  have  been  rein- 
ted. 

his  high  rate  of  cure  obtained  with 
1^.  gyl  is  unparalleled.  Only  systemi- 
y active  Flagyl  reaches  the  hidden 
rvoirs  of  reinfection  in  male  and 
ale  genitourinary  tracts. 

cations:  Flagyl  is  indicated  only  in  the 
tment  of  trichomoniasis  in  both  the  male 
female. 

■ctraindications:  Pregnancy;  disease  of  the 
e ral  nervous  system;  evidence  or  history  of 
1'  d dyscrasia. 

r aution:  Complete  blood  cell  counts  should 
e aade  before,  during  and  after  therapy,  es- 
e ally  if  a second  course  is  necessary. 


Side  effects:  Infrequent  and  minor  side  effects 
include  nausea,  metallic  taste  and  furry  tongue. 
Gastrointestinal  disturbances,  flushing  and 
headache  sometimes  occur,  especially  with  con- 
comitant ingestion  of  alcohol.  The  taste  of  al- 
coholic beverages  may  be  altered.  Other  effects, 
all  reported  in  an  incidence  of  less  than  1 per 
cent,  are  diarrhea,  dizziness,  vaginal  dryness 
and  burning,  dry  mouth,  rash,  urticaria,  gas- 
tritis, drowsiness,  insomnia,  pruritus,  sore 
tongue,  darkened  urine,  anorexia,  vomiting, 
epigastric  distress,  dysuria,  depression,  vertigo, 
incoordination,  ataxia,  abdominal  cramping, 
constipation,  stomatitis,  numbness  or  pares- 
thesia of  an  extremity,  joint  pains,  confusion, 
irritability,  weakness,  cystitis,  pelvic  pressure, 
dyspareunia,  fever,  polyuria,  incontinence,  de- 
creased libido,  nasal  congestion,  proctitis  and 
pyuria.  Elimination  of  trichomonads  may  ag- 
gravate candidiasis. 

Dosage  and  Administration:  In  women;  one 
250-mg.  oral  tablet  three  times  daily  for  ten 
days.  A vaginal  insert  of  500  mg.  is  available 
for  local  therapy  when  desired.  When  used,  one 
vaginal  insert  should  be  placed  high  in  the  vagi- 
nal vault  each  day  for  ten  days;  concurrently 
two  oral  tablets  should  be  taken  daily. 

In  men:  When  trichomonads  are  demonstrated, 
one  250-mg.  oral  tablet  twice  daily  for  ten  days 
in  conjunction  with  treatment  of  his  female 
partner. 

Dosage  Forms:  Oral  tablets— 250  mg. 

Vaginal  inserts— 500  mg. 
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Research  in  the  Service  of  Medicine 


THE  BOOK  "PRAY  YOUR  Mf/GRT  AMAY”uRG£S  READERS  TO 
"ASK  GOD  TO  HELP  /OU  LIKE  EXERCISE"  FOR  15  MINUTES  A DAY. 
source:  rev.  c.w.  shedd:  new  york  l/pp/ncote.  toss. 


ACCORDING  TO  DRS.  SHIPMAN  AND  PLESS 
"APPARENTLy  NO  DIETER  SUCCEEDS  WHO 
VERY  ANXIOUS  OR  DEPRESSED.''^  THE  AMBAR  FORMU 
PROVIDES  METHAMPHETAMINE  TO  HELP  ELEVATE  1 
MCX)D  AND  PHENOBARBITALTO  HELP  REDUCE  ANXIE 
^source:  archives  of  general  psychiatry  8:26  (JUNE  196 


CONTROL  FOOD  AND  MOOD  ALL  DAY  LONG  WITH  A SINGLE  MORNING  D< 


One  Ambar  Extentab  before  breakfast  can 
help  control  most  patients’  appetite  for  up 
to  12  hours.  Methamphetamine,  the  appe- 
tite suppressant,  gently  elevates  mood  and 
helps  overcome  dieting  frustrations.  Pheno- 
barbital,  the  sedative  in  Ambar,  controls  irritability  and 
anxiety. ..  helps  maintain  a state  of  mental  calm  and  equa- 
nimity. Both  work  together  to  ease  the  tensions  that  erode 
the  willpower  during  periods  of  dieting. 

Also  available:  Ambar  #1  Extentabs-"— methamphetamine 
hydrochloride  10  mg.,  phenobarbital  64.8  mg.  (1  gr.)  (Warn- 
ing: may  be  habit  forming). 


AMBAR'2 


methamphetamine  HCl  15  mg., 
phenobarbital  64.8  mg.  (1  gr.) 
(Warning:  may  be  habit  forming). 


BRIEF  SUMMARY/Indications:  A 
I’ll''  "NT"  I "A  O®  suppresses  appetite  and  helps  offset 
L L-/XN  AzxDO  tional  reactions  to  dieting.  Contrair 

tions:  Hypersensitivity  to  barbituraf 
sympathomimetics;  patients  with  adv: 
renal  or  hepatic  disease.  Precautions:  Administer  with 
tion  in  the  presence  of  cardiovascular  disease  or  hypcrtei 
Side  Effects:  Nervousness  or  excitement  occasionally  r 
but  usually  infrequent  at  recommended  dosages.  Slight  d 
incss  has  been  reported  rarely.  See  package  insert  for  li 
details.  a.  H.  robins  company,  yl-H-nflR) 

RICHMOND,  VA.  23220 


“Will  it  stop  the  pain?” 


Will  this  one 
taste  O.K.?” 


p“my 
gassy  stomach?” 


a puzzle 
of  antacid 
complaints 


a solution 
to  peptic  ulcer 
distress 
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ATLAS  CHEMICAL  INDUSTRIES,  INC. 


Effective  neutralization— 

with  the  two  most  widely  prescribed  antacids: 
aluminum  and  magnesium  hydroxides. 

Concomitant  relief  of  G.l.  gas  distress— 

with  the  proven^  defoaming  action  of  simethicone. 

Prolonged  acceptance  confirmed- 

in  87.5%  of  104  patients  after  a total  of  20,459 
documented  days  of  therapy.^ 

Composition:  Each  Mylanta  chewable  tablet  or  teaspoonful 
(5  ml.)  contains:  magnesium  hydroxide,  200  mg.; 
aluminum  hydroxide,  dried  gel,  200  mg.;  simethicone,  20  mg. 
Dosage:  One  or  two  tablets  (well  chewed  or  allowed 
to  dissolve  in  the  mouth)  or  one  or  two  teaspoonfuls  to  be 
taken  between  meals  and  at  bedtime. 

References:  1.  Hoon,  J.R.:  Arch.  Surg.  93:467  (Sept.)  1966. 

2.  Danhof,  I.E.,  Personal  communication. 


When  the  agitated  geriatric  disrupts  the  home. . . 


His  daughter 
can’t  please  him. 
There  is  “just 
no  living  with  him.’’ 


His  disturbances 
at  the  table 
make  every  meal 
a nightmare. 


His  teen-age 
granddaughter  won’t 
invite  friends  home 
because  of  his  outbursts. 


His  slovenly 
room  and  ha 
create  more 
tension. 


In  moderate  to  severe  anxiety . . . 

■ Mellaril  helps  control  the  most  frequent  symptoms:  marked 
tension,  agitation,  apprehension,  restlessness,  hypermotility 

■ Mellaril  often  alleviates  anxiety-induced  somatic  complaints 

■ Mellaril  frequently  helps  strengthen  emotional  resources 

■ Mellaril  helps  the  patient  maintain 
realistic  contact  with  environment,  closer 
harmony  with  family 
Contraindications:  Severely  depressed  or 
comatose  states  from  any  cause,  and  in 
association  with  or  following  MAO  inhibi- 
tors; severe  hypertensive  or  hypotensive 
heart  disease. 

Precautions;  Hypersensitivity  reactions 
(e.g.,  leukopenia,  agranulocytosis)  and 
convulsive  seizures  are  infrequent.  Pig- 
mentary retinopathy  has  been  observed 
where  doses  in  excess  of  those  recom- 
mended were  used  for  long  periods  of 


time.  May  potentiate  central  nervous  system  depressants,  • 
pine,  and  phosphorus  insecticides.  Where  complete  mental  I 
ness  is  required,  administer  the  drug  cautiously  and  inc  I 
dosage  gradually.  In  addition,  orthostatic  hypotension  (esf 
ly  in  female  patients)  has  been  obS( 
Epinephrine  should  be  avoided  in 
ment  of  drug-induced  hypotension 
Side  Effects:  Pseudoparkinsonis.T 
other  extrapyramidal  disorders  a 
frequent;  drowsiness,  especially  ir 
doses  early  in  treatment,  may  t 
nocturnal  confusion,  dryness  c 
mouth,  nasal  stuffiness,  headach 
ripheral  edema,  lactation,  galacto 
and  inhibition  of  ejaculation  are 
on  occasion;  photosensitivity  and 
allergic  skin  reactions  may  occur  b 
extremely  rare. 


for  moderate  to  severe  anxiety 

MeUaril' 

(thioridazine) 
25  mg.  t.i.d.^ 

SANDOZ 


Before  prescribing,  see  package  insert  for  full  product  information. 


Urinary  Tract  Injuries 
During  Pelvic  Surgery 

Charles  R.  Oberst,  M.D.*  and 
Douglas  M.  Haynes,  M.D.** 


Louisville,  Kentucky 


Careful  dissection  and  adequate  visual- 
ization will  prevent  most  urinary  tract  in- 
furies during  pelvic  surgery.  Prompt  re- 
cognition and  treatment  give  best  results. 

URINARY  tract  injuries  are  an  occasion- 
al unfortunate  sequel  of  gynecologic 
surgery.  The  wide  variations  of  the 
ureter’s  course  and  its  anomalies  increase  the 
hazards  of  injury.  The  ureter’s  long  retroperi- 
toneal course  and  high  degree  of  mobility  ren- 
der it  easily  displaceable  by  a variety  of 
lesions.  Careful  handling  of  the  ureter, 
avoidance  of  wide  circular  stripping,  and  pro- 
tection during  retraction  will  reduce  the  likeli- 
hood of  injuries.® 

During  operation,  the  ureter  may  be  in- 
jured by  cutting,  crushing,  kinking  or  ligation. 
These  injuries  are  usually  manifested  early  but 
may  be  delayed,  particularly  if  the  damage 
is  secondary  to  interference  with  the  nervous 
or  vascular  supply.  Partial  ureteral  obstruc- 
tion by  compression  or  amputation  may  pro- 
duce silent  progressive  hydronephrosis  with 
complete  absence  of  signs  and  symptoms. 
Complete  obstruction  of  a ureter  may  be  fol- 
lowed by  silent  atrophy  of  the  kidney,  while  a 
severed  ureter  may  produce  a fistulous  opening 
into  the  perineum  or  vagina. 

The  procedures  most  commonly  responsi- 
ble for  urinary  tract  injuries  are  radical  hys- 
terectomy, abdominal  hysterectomy,  supracer- 
vical hysterectomy  and  vaginal  hysterectomy, 
in  that  order.^- 

It  is  extremely  difficult  to  make  an  accu- 
rate estimation  of  the  incidence  of  urinary 
tract  damage  during  gynecologic  surgery.  The 

*Instructor,  department  of  obstetrics  and  gynecology, 
Louisville  General  Hospital,  University  of  Louisville 
School  of  Medicine 

** Professor  and  chairman,  department  of  obstetrics 
and  gynecology,  Louisville  General  Hospital,  Univer- 
sity of  Louisville  School  of  Medicine 


incidence  ranges  from  0.04  to  3 per  cent  in 
surgical  operation  for  benign  conditions.  All 
gynecologic  surgeons,  no  matter  how  skilled, 
will  occasionally  face  a ureteral  or  bladder  in- 
jury. 


Material 

This  paper  records  our  experiences  with  in- 
juries to  the  bladder  and  ureter  during  the 
years  1959-1964  at  Louisville  General  Hospi- 
tal. 

There  were  1870  pelvic  operations  per- 
formed on  the  gynecologic  service.  (Table  I) 
Miscellaneous  operations  include  Cesarean 
sections  and  adnexal  surgery. 

TABLE  I 

Pelvic  Operations 


Total  Pelvic  Operations  1870 

Total  Abdominal  Hysterectomies  649 

Vaginal  Hysterectomies  516 

Cesarean  Hysterectomies  32 

Radical  Hysterectomies  19 

Subtotal  Hysterectomies  6 

Miscellaneous  Operations  648 


There  were  six  bladder  lacerations,  two 
transected  ureters,  two  postoperative  uretero- 
vaginal  fistulae  and  one  vesicovaginal  fistula. 
(Table  II)  The  first  case  was  a transected 
ureter  which  occurred  at  the  level  of  the  in- 
fundibulopelvic  ligament  on  the  left,  and  the 
second  was  a transected  ureter  which  occurred 
at  the  level  of  the  right  uterine  artery.  Both 
patients  had  severe  chronic  pelvic  inflamma- 
tory disease  and  fibroids.  Cases  three  and  four 
were  postoperative  ureterovaginal  fistulae  fol- 


TABLE  II 


URETERAL  INJURIES 

1.  TAH,  Bilateral  S.  & O. 

2.  TAH,  Bilateral  S.  & O. 

3.  Wertheim  Hysterectomy 
and  Radical  Lymphnode  Dis- 
section 

4.  Wertheim  Hysterectomy 
and  Radical  Lymphnode  Dis- 
section 


INDICATIONS 

1.  Chronic  PID  and  Fibroids 

2.  Chronic  PID  and  Fibroids 

3.  Stage  i Ca.  of  Cervix 


4.  Stage  I Ca.  of  Cervix 
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lowing  a Wertheim  radical  hysterectomy  for 
Stage  I carcinoma  of  the  cervix.  These  devel- 
oped six  and  19  days  postoperatively. 

A.  Repair  of  Ureteral  Injuries-.  Repair  of 
both  transected  ureters  was  the  same.  (Table 
III)  The  bladder  was  opened  and  a catheter 

TABLE  III 


TABLE  IV 

INDICATION 


SITE  OF  INJURY  OF  THE 
URETER 

1.  Left  infundibulopelvic 
stump 

2.  Distal  one-third;  near  the 
uterine  artery  on  the  right 

3.  Left  ureterovaginal  fistula 

4.  Right  ureterovaginal  fist- 
ula 


TREATMENT 

1.  Ureters  reanastomosed 
over  a ureteral  catheter  as  a 
splint,  constant  bladder 
drainage,  stab  wounds  for 
retroperitoneal  drains  at  the 
injured  site. 

1.  Ureteral  catheters  left  in 
place  18-25  days  with  con- 
stant bladder  drainage.  Re- 
peat IVP. 


OPERATION 

1.  Vaginal  Hysterectomy  & 
APC 

2.  Subtotal  Hysterectomy 
Bilateral  S.  & O. 

3.  TAH,  Marshall  Marchetti 

4.  TAH,  Left  S.  & O. 

5.  TAH,  Right  S.  & O. 

6.  C-hysterectomy 

7.  Wertheim  Hysterectomy 
Radical  Node  Dissection 


SITE  OF  BLADDER  INJURY 

1.  Dome  of  the  bladder 

2.  Tear  in  the  dome  and 
base  of  bladder 


3.  Puncture  wounds  with 
needle  at  U-V  angle 

4.  Dome  of  bladder  (free- 
ing colon) 

5.  Bladder  base 

6.  Dome  of  bladder 

7.  Postoperative  vesicodi- 
verticulovaginal  fistula 


Stress  Incontinence 
Chronic  PID 

Large  Dermoid  Cyst  and 
Stress  Incontinence 
Chronic  PID 
Fibroids,  Cystorectocele 
Third  Repeat  C-section 
Stage  I Ca.  of  Cervix 


REPAIR 

1.  Two  rows  of  inverting 
stitches 

2.  Dome  closed  in  two  lay- 
ers, cystostomy,  then  ureter- 
ostomy, then  closure  of 
bladder  base  and  drainage 

3.  Remove  stitches  purse 
string  holes 

4.  Two  rows  of  sutures 

5.  Purse  string  closure 

6.  Two  inverting  layers 

7.  Constant  bladder  drain- 
age for  27  days 


threaded  through  the  cut  ends  which  were  ap- 
proximated and  then  sutured  with  4-0  plain 
gut.  The  ureteral  catheter  was  then  connected 
to  a continuous  draining  urethral  catheter. 
Stab  wounds  for  drains  were  placed  retro- 
peritoneally  at  the  injured  site  for  the  inevita- 
ble extravasation  of  urine.  The  repairs  were 
accomplished  retroperitoneally.  The  intraven- 
ous pyelograms  in  these  two  cases  showed 
healing  at  one  month  and  10  months  respec- 
tively. One  patient  was  still  taking  sulfa  drugs 
for  a continuous  kidney  infection. 

The  two  postoperative  ureterovaginal  fistu- 
lae  followed  Wertheim  hysterectomies.  No 
overt  damage  to  the  ureter  was  noted  at  the 
time  of  surgery.  Foley  catheters  are  routinely 
left  in  place  for  10-14  days  after  radical  hys- 
terectomies at  Louisville  General  Hospital. 
Treatment  was  ureteral  catheterization  with 
constant  bladder  drainage  for  18-25  days. 
One  healed  without  difficulty,  the  other  still 
has  minimal  leakage  17  months  postoperative- 
ly. All  were  treated  with  chemotherapy  which 
ranged  from  sulfonamides  (Gantrisin)  to 
chloramphenicol  (Chloromycetin).  Urine  cul- 
tures were  done  routinely. 

8.  Bladder  Injuries:  All  six  bladder  inju- 
ries were  recognized  at  the  time  of  the  opera- 
tion. (Table  IV)  The  seventh  case  is  a post- 
operative Wertheim  hysterectomy  bladder  fis- 
tula. All  six  surgical  lacerations  healed  per 
primum.  (Table  V)  They  were  routinely  treat- 
ed with  10  days  of  constant  bladder  drainage, 
catheter  irrigations  and  sulfonamides.  Case 
five  had  partial  ureteral  obstruction  with  hy- 
dronephrosis postoperatively.  The  blood  urea 


nitrogen  rose  to  50  mgm.  per  cent  at  one  time. 
The  patient  was  treated  with  ureteral  cathe- 
terization for  only  three  days  and  discharged 
on  sulfa  drugs  and  followed  as  an  out-patient. 
Five  months  later  an  intravenous  pyelogram 
showed  a normal  kidney  and  ureter,  and  the 
patient  has  done  well.  In  case  seven,  the  pa- 
tient began  to  leak  urine  spontaneously  1 2 days 
postoperatively.  Urologic  workup  showed  a 
previously  unrecognized  diverticulum  with  re- 
sultant vesicodiverticulovaginal  fistula.  Heal- 
ing resulted  after  treatment  with  sulfa  and  con- 
stant bladder  drainage  for  27  days. 

C.  Signs  and  Symptoms:  Ligation  of  one 
ureter  may  have  only  minimal  symptoms.  The 
discomfort  may  be  attributed  to  the  surgical 
procedure.  Pain  in  the  flank  may  be  over- 
shadowed by  the  pain  from  the  abdomen. 
Usually  the  normal  kidney  maintains  homeo- 
stasis, and  renal  function  is  not  altered  clini- 
cally. Postoperatively,  the  presence  of  pain,  dis- 
comfort or  tenderness  in  the  flank,  elevation 
of  temperature,  adynamic  ileus  and  abdominal 
distention  should  suggest  the  possibility  of  a 
ureteral  injury. 

Bilateral  ligation  is  obvious  by  the  immedi- 
ate postoperative  anuria.  If  extravasation  of 
urine  occurs,  there  is  usually  a severe  adynam- 
ic ileus,  and  the  patient  may  become  critically 
ill.  Signs  of  bladder  fistula  may  occur  at  any 

TABLE  V 
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time/  while  signs  of  a ureteral  fistula  usually 
appear  10  days  or  later  postoperatively. 

Prevention 

Adequate  evaluation  of  the  urinary  tract 
is  essential  prior  to  the  operation  in  the  pres- 
ence of  any  obvious  gross  abnormality  of  the 
pelvis.  The  intravenous  pyelogram  demon- 
strates the  presence  of  congenital  absence  of 
one  kidney,  the  kidney  function,  and  perhaps 
its  anomalous  location.  It  may  also  demon- 
strate the  presence  of  an  incomplete  or  com- 
plete reduplication  of  one  or  both  ureters, 
which  do  occur  in  three  to  five  per  cent  of 
people.’  An  already  dilated  ureter  may  be  not- 
ed with  or  without  hydronephrosis.  The  con- 
tour and  possible  displacement  of  the  bladder 
can  be  noted. 

Ureteral  Catheters:  In  1902,  Sampson 

recommended  that  preoperative  ureteral  cathe- 
terization be  done  as  a prophylaxis  against 
ureteral  injuries.®  He  stated  that  the  prophyl- 
actically  catheterized  ureter  could  be  palpated 
any  time  during  the  operation,  and  thus  make 
unnecessary  the  dissection  for  exposure  of  the 
ureter.  While  the  helpfulness  of  ureteral  cathe- 
ter is  obvious  in  a complicated  case,  there  are 
definite  limitations  associated  with  its  use. 

The  difficulty  encountered  in  palpating  a 
catheterized  ureter  is  not  generally  recognized. 
Failure  to  palpate  a catheter  does  not  give  one 
permission  to  cut  with  abandon.  More  than  one 
ureter  has  been  cut  with  the  catheter  in  place. 

The  chance  of  recognizing  a cut  ureter  is  in- 
creased considerably,  so  a catheter  has  some 
merit  in  that  respect.  For  palpation,  a #6 
French  catheter  should  be  used.  Passage  of 
an  indwelling  ureteral  catheter  may  be  tech- 
nically impossible  when  it  is  most  needed.^® 

The  catheter  is  relied  upon  by  the  more  in- 
experienced surgeon;  as  his  experience  grows, 

I he  tends  to  rely  more  on  direct  visualization. 

The  single  most  valuable  measure  for 
avoiding  ureteral  injury  is  adequate  exposure 
and  direct  visualization  of  the  structure  early 
in  the  operative  procedure.  The  ureter  is  usual- 
ly easily  identified  as  a narrow  muscular  white 
tube  coming  over  the  pelvic  brim  and  cross- 
ing the  bifurcation  of  the  common  iliac  artery. 

It  then  courses  along  the  pelvic  wall  and  passes 
! inferior  to  the  round  ligament  and  uterine  ar- 
tery. It  transmits  peristalsis  if  pinched.  Dis- 
secting out  the  ureter  is  not  necessary  if  it  is 
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visible.  If  the  ureter  is  not  visible  and  dissec- 
tion is  hazardous,  or  if  there  is  danger  of 
compromising  the  ureter’s  blood  supply,  the 
bladder  should  be  opened  and  a #6  French 
catheter  threaded  up  the  ureteral  orifice. 

Treatment 

The  gravity  of  a ureteral  or  bladder  injury 
lies  not  in  the  injury  itself,  but  in  failure  to 
recognize  the  injury  at  the  time  of  the  opera- 
tion and  to  take  steps  to  protect  the  patient 
from  the  dangers  of  extravasation  of  infected 
urine,  possible  irreparable  loss  of  renal  func- 
tion or  death.  Occasionally,  despite  the  great- 
est care,  but  more  often  because  of  poor  ex- 
posure, unnecessary  haste  or  poor  control  of 
bleeding,  the  ureter  or  bladder  is  clamped, 
cut,  compressed  or  ligated.  Treatment  of  these 
complications  is  governed  by  the  patient’s 
condition  and  the  experience  (or  lack  of  ex- 
perience) of  the  operator.  The  established 
principle  is  adequate  drainage  of  the  involved 
kidney  and  the  operative  site,  and  re-establish- 
ment  of  continuity  of  the  ureter  over  a splint- 
ing tube.®'  ® 

A.  Clamping  and  ligation  of  a ureter:  Acci- 
dental ligation  of  a ureter  is  treated  best  by 
deligation.  This  procedure  may  not  be  simple 
because  the  inadvertent  ligation  is  usually  as- 
sociated with  mass  ligation  in  an  effort  to  con- 
trol troublesome  bleeding.  Fear  of  recurrent 
hemorrhage  may  prevail  and  prevent  recogni- 
tion. Of  course,  if  the  ligature  is  found,  it 
should  be  cut  immediately;  usually  this  is  all 
that  is  necessary.  If  doubt  remains  about  via- 
bility of  tissue  in  an  area  adjacent  to  a clamped 
ureter,  several  things  can  be  done.  The  ureter 
proximal  to  the  injury  can  be  gently  pinched; 
if  peristalsis  continues  through  that  area,  the 
tissue  is  probably  viable.  Indigo  carmine 
might  be  injected  through  a #26  needle  proxi- 
mal to  the  injury  to  see  if  the  ureter  leaks.  If 
it  does,  or  if  there  is  still  doubt,  a #6  French 
catheter  can  be  inserted  through  the  injured 
site  either  from  the  bladder  upward,  or  through 
the  ureter  proximal  to  the  injury  downward. 
A retroperitoneal  drain  is  used  at  the  injured 
site.  The  catheter  is  then  left  in  place  for  7-10 
days.  If  the  surgeon  does  not  want  to  cut  the 
ligature  then,  a ureterostomy  is  done  high 
above  the  injury  by  inserting  a large  ureteral 
catheter  or  small  nasogastric  tube  into  the 
ureter  up  into  the  renal  pelvis  and  leading  the 
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distal  end  out  through  a stab  wound  in  this 
side.  A small  Penrose  drain  is  used.  Both 
tube  and  drain  are  retroperitoneal. 

B.  The  transected  ureter:  The  transected 
ureter  is  usually  recognized  at  the  time  of  op- 
eration either  by  noting  the  cut  ends  or  the 
presence  of  urine  in  the  operating  field.  Its 
repair  is  based  upon  the  location  of  the  in- 
jury. If  it  occurs  in  the  proximal  two-thirds 
of  the  uterer,  the  latter  is  splinted  on  a large 
ureteral  catheter  and  closed  with  four  or  more 
plain  gut  sutures  placed  primarily  through  the 
muscular  and  adventitial  layers,  rather  than 
through  the  mucosa.  The  catheter  may  then 
be  connected  to  the  urethral  catheter  or 
brought  out  through  the  bladder  and  the  in- 
ferior part  of  the  incision.  A retroperitoneal 
drain  is  always  used  for  the  extravasated 
urine.  The  severed  edges  of  the  ureter  are  su- 
tured together  by  a “spatulation”  technique 
which  is  a modified  side  to  side  type  of  anas- 
tomosis to  prevent  ureteral  stricture.  If  the 
transection  is  noted  at  the  beginning  or  during 
the  operation,  the  cut  ends  are  tagged,  and 
the  gynecological  operation  is  completed  be- 
fore the  repair  of  the  injury. 

If  the  transected  ureter  is  in  the  distal  one- 
third,  it  is  anatomosed  to  the  dome  of  the 
bladder.  The  ureterocystostomy  can  be  done 
in  several  ways.  The  bladder  is  opened  extra- 
peritoneally,  and  the  trigone  identified.  A stab 
wound  is  made  above  the  ureteral  orifice  on 
that  side  and  the  end  of  the  proximal  segment 
drawn  in.  The  end  of  the  ureter  is  then  cut 
vertically  to  make  it  fishmouthed,  then  the 
two  lateral  flaps  are  fixed  to  the  inside  wall 
of  the  bladder  with  through  and  through  su- 
tures. The  adventitia  of  the  ureter  is  then  su- 
tured to  the  fascia  and  muscular  wall  of  the 
bladder  for  more  support  and  to  decrease  the 
tension  on  the  anastomotic  site.  A T-tube  may 
be  used  for  drainage  through  a stab  wound, 
or  a urethral  catheter  can  be  inserted  into 
the  bladder  and  the  latter  then  drained  via  the 
urethra. 

Should  it  become  apparent  that  the  tension 
is  too  great,  a bladder  flap  must  be  developed 
to  create  a tunnel  and  add  the  necessary 
length.  This  method,  while  not  particularly 
difficult,  is  time-consuming  and  should  be  at- 
tempted only  if  one  is  familiar  with  its  de- 
tails. 


C.  Bladder  injuries:  Two  principles  are 
usually  emphasized  in  connection  with  the 
management  of  surgical  injuries  of  the  bladder. 
First,  the  site  of  repair  must  be  drained  retro- 
peritoneally;  secondly,  the  bladder  must  be 
drained  so  that  urine  cannot  accumulate.^ 
However,  in  our  series  no  retroperitoneal 
drains  were  used,  yet  all  the  patients  had 
good  results. 

The  technique  for  closure  of  a fresh  wound 
in  the  bladder  is  simple.  Sufficient  bladder 
wall  is  mobilized  to  allow  closure  without 
tension.  The  submucosa,  preferably  without 
mucosa,  is  closed  with  fine  catgut  suture.  The 
muscularis  and  adventitia  are  closed  in  two 
layers  with  chronic  catgut.  The  bladder  is  usu- 
ally adequately  drained  by  a urethral  cathe- 
ter. If  the  damage  is  extensive  or  breakdown 
possible,  a cystostomy  tube  should  be  placed 
either  vaginally  or  suprapubically. 

Lacerations  or  incisions  of  the  bladder,  if 
properly  repaired,  heal  without  complications. 
This  has  been  true  in  our  series.  The  patients 
were  all  checked  with  Methylene  blue  instilla- 
tions to  insure  their  “water  tightness”  and  to 
check  for  any  other  unrecognized  bladder  in- 
juries. 

Discussion 

Our  incidence  of  injury  to  the  urinary  tract 
is  0.9  per  cent.  (Table  VI)  Injuries  to  the 
ureter  and  bladder  are  more  common  than  is 
generally  believed.  Solomons^^  in  his  series  of 
200  consecutive  intravenous  pyelograms  be- 
fore and  after  surgery,  found  a two  and  one- 
half  per  cent  incidence  of  ureteral  injuries. 
These  would  not  have  been  recognized  except 
for  the  pyelograms.  Certainly,  there  is  reason 
to  do  postoperative  intravenous  pyelograms  on 
the  difficult  cases. 

Injury  to  the  ureter  may  occur  at  any  point 
in  its  course.  It  is  most  likely  to  occur  at  the 
point  where  the  ureter  crosses  under  the 
uterine  artery.  Injury  to  a ureter  is  not  nearly 
as  great  an  error  as  the  failure  to  recognize  it. 
The  best  prophylaxis  is  adequate  downward 
dissection  of  the  vesicovaginal  space.  As  the 
bladder  is  pushed  inferior,  the  ureters  are 
pulled  laterally.  If  the  operator  develops  the 
vesicovaginal  space  1-2  cm.  below  the  cervix, 
it  is  unlikely  that  any  ureter  will  be  clamped. 
One  should  not  depart  from  the  recognized 
procedure  in  an  overzealous  attempt  to  save 
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TABLE  VI 


AUTHOR 

TYPE 

Per  Cent  Of  Urinary  Tract  Damage 

YEAR  NUMBER  OF 

OF  OPERATION  OPERATIONS 

PER  CENT  OF 
URETERAL  INJURIES 

Turner'* 

1960 

All  types  of 
hysterectomies 

3898 

0.17% 

St.  Martin'® 

1952 

Major  gynecologic 
surgery  except 
Wertheims 

332 

2.42  % 

Beechman® 

1954 

All  types  of  pelvic 
surgery 

2290 

0.56% 

Falk* 

1954 

Major  gynecologic 
surgery  for  benign 
conditions 

6309 

0.08% 

LGH 

1960- 

1964 

All  types  of 
hysterectomies 

1222 

0.9% 

the  patient  from  cancer.  For  example,  a ten- 
dency to  extend  the  parametrial  dissection  be- 
cause of  a preoperative  diagnosis  of  carcinoma 
in  situ  should  be  held  in  check.  Another  pre- 
disposing circumstance  increasing  the  possi- 
bility of  injury  is  a double  ureter,  present  in 
one  woman  in  20.  The  surgeon  may  carefully 
preserve  one  ureter  but  unknowingly  injure  the 
other. ^ Palpation  of  the  renal  areas  for  tender- 
ness postoperatively  should  be  as  routine  as 
palpation  for  calf  tenderness.  Other  important 
principles  are  the  avoidance  of  needless  dis- 
section of  the  ureter  and  bladder  base;  the  use 
of  fine  absorbable  suture  material  near  the 
urinary  tract;  and  the  application  of  pressure 
without  mass  ligature  for  hemorrhage. 

Bladder  injuries  are  most  often  associated 
with  total  abdominal  hysterectomies.  The  usu- 
al cause  is  a tearing  of  the  bladder  during  its 
dissection  from  the  cervix  and  upper  vagina. 
The  dissection  should  be  done  sharply  under 
careful  inspection.  The  inexperienced  surgeon 
may  use  gauze  pads  to  push  the  bladder  down 
blindly.  The  result  is  tearing  of  tissue;  this 
leads  to  bleeding  which  in  turn  interferes  with 
exposure  and  prevents  recognition  of  a tear, 
which  therefore  is  not  promptly  sutured.®  Cer- 
tainly, the  anatomy  may  be  distorted  from 
many  different  pelvic  diseases  or  previous  op- 
erations. After  any  difficult  pelvic  operation, 
the  bladder  should  be  checked  for  injuries.  It 
is  a simple  procedure  to  inject  Methylene  blue 
or  boiled  powdered  milk  into  the  bladder  to 
look  for  leakage. 

Vesicovaginal  fistulae  may  form  unexpect- 
edly when  a hematoma  develops  between  the 
vagina  and  bladder  wall.  Infection  follows,  and 
the  resulting  abscess  erodes  into  the  bladder 
on  one  side  and  into  the  vagina  on  the  other 


side.  This  may  sometimes  be  prevented  by 
leaving  a small  opening  in  the  cuff. 

To  detect  a fistula,  a simple  three  swab  test 
is  sometimes  helpful.  A colored  solution  is  in- 
jected into  the  bladder  and  three  plugs  of 
cotton  are  inserted  into  the  vagina.  The  pa- 
tient walks  about  for  10-15  minutes  and  then 
the  plugs  are  removed.  If  the  lowest  swab  is 
colored,  any  leakage  is  due  to  stress  incon- 
tinence or  leakage  of  urine  from  the  urethra. 
If  the  middle  or  upper  swab  is  colored,  the 
problem  is  a vesicovaginal  fistula.  If  the  low- 
er two  are  clear  and  the  top  one  is  wet  with 
clear  urine,  the  patient  presumably  has  a 
ureterovaginal  fistula.® 

After  the  surgeon  has  repaired  a bladder  in- 
jury or  fistula,  he  must  always  check  the  pa- 
tient carefully  for  unrecognized  second  in- 
jury incurred  at  the  time  of  the  reparative  op- 
eration. 

Generally,  the  immediate  results  of  bladder 
repairs  are  excellent.  The  immediate  results  of 
conservative  surgery  of  ureteral  injuries  may 
be  disheartening  at  first,  but  the  late  results 
are  good  in  most  cases.  Early  diagnosis  with 
adherence  to  basic  urologic  principles  of  ade- 
quate splinting  and  drainage,  control  of  infec- 
tion and  close  followup  are  important  in  man- 
agement. 

Summary 

1.  In  the  past  five  years  at  Louisville  Gen- 
eral Hospital,  1,222  hysterectomies  were  per- 
formed. There  were  six  bladder  laceration, 
two  transected  ureters  and  one  vesicovaginal 
fistula  and  two  ureterovaginal  fistulae. 

2.  Ureteral  catheters  have  value  in  difficult 
cases,  but  their  limits  must  be  recognized. 

3.  Postoperative  intravenous  pyelograms 
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should  be  done  routinely  on  all  Wertheim  hys- 
terectomies, and  any  other  difficult  cases. 

4.  One  woman  in  20  has  reduplication  of 
the  ureter. 

5.  Adequate  exposure  with  direct  visualiza- 
tion is  the  best  prophylaxis  against  urinary 
tract  injury. 

6.  All  efforts  should  be  made  to  recognize 
urinary  tract  injuries  at  the  time  of  surgery 
and  to  repair  them  then. 

7.  The  best  prevention  is  an  alert  mind  and 
an  awareness  of  the  type  of  case  that  can  pro- 
duce this  kind  of  injury. 
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KMA  for  the  best  exhibit  in  1968. 

The  Kentucky  Medical  Association  will  provide  without  cost  to  the  exhibitor  the  following:  Exhibit 
space,  shelves,  sign  for  booth,  current,  bracket  lights,  provided  all  items  are  approved  in  advance 
by  the  committee. 

Cost  of  transporting  exhibits  to  the  meeting  must  be  borne  by  the  individual  exhibitor  as  well  as 
costs  of  cards,  signs,  etc.,  which  are  a part  of  the  exhibit. 

View  boxes,  furniture,  decorations,  etc.,  may  be  rented,  if  desired,  by  applying  directly  to  Jos.  T. 
Griffin  Company,  704  West  Main  Street,  Louisville  2,  who  supply  equipment  for  the  annual  KMA 
meeting. 

Due  to  the  shortage  of  space,  please  have  your  exhibit  as  compact  as  possible. 
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Medical  Problems  in  Riot  Situations 


This  article  was  prepared  at  the  request  of  the  Kentucky  Medical  Association's  Disaster  Medical  Care  Committee, 
William  T.  Rumage,  Jr.,  M.D.,  chairman.  Members  of  the  committee  are  James  C.  Drye,  M.D.,  George  E.  Estill,  M.D., 
Richard  D.  Floyd,  M.D.,  Don  C.  Hough,  M.D.,  Charles  E.  Hornaday,  M.D.,  and  Robert  E.  Reichert,  M.D. 


HE  total  patient  load  in  the  involved 
hospital  does  not  ordinarily  increase. 
Elective  treatment  is  deferred  and 
other  urgent  or  emergency  patients  or  ordinary 
illnesses  are  sent  to  other  hospitals.  Transport- 
able patients  should  be  removed  from  the  hos- 
pital which  is  designated  to  take  care  of  the 
rioting  personnel.  Plans  should  be  made  to 
send  the  patients  home  or  to  other  hospitals. 

Thus  professional  care  of  patients  is  no 
more  demanding  than  under  usual  circum- 
stances. However,  the  majority  of  the  cases  as 
a result  of  the  riots  arrive  during  the  evening 
hours.  Many  of  the  injuries  are  minor  although 
there  are  some  serious  gun  shot  wounds  and 
other  injuries.  There  are  some  injuries  that 
have  an  unusual  frequency  during  these  situa- 
tions. Cut  heel  tendons  result  from  individuals 
kicking  out  store  windows.  There  is  a high 
frequency  of  burns  caused  by  Molotov  cock- 
tails. 

The  main  problem  is  security,  internal  and 
external.  Most  of  this  problem  is  a police  re- 
sponsibility. However,  part  of  it  must  be  solved 
by  proper  planning  with  community  officials 
and  the  hospital  professional  and  administra- 
tive staffs.  Hospitals  that  handle  such  casualties 
are  frequently  a target  of  the  rioters.  Newark 
and  Detroit  found  it  necessary  to  set  up  three 
concentric  defensive  rings  of  police  and  sol- 
diers around  the  hospital  itself  to  protect 


it.  The  rioters  shot  at  ambulances,  ambu- 
lance drivers,  nurses  and  through  the  hospital 
area  itself.  The  police  must  be  informed  that 
hospitals  may  be  targets.  Windows  should  be 
darkened  by  shades  so  that  people  at  a dis- 
tance cannot  see  into  the  hospitals.  Critical 
entrance  ways  should  be  protected  by  sandbags 
and  by  other  means. 

The  patients  who  are  administered  to  in 
these  hospitals  may  be  prisoners.  They  are 
generally  very  hostile.  It  must  be  decided  in 
the  hospital  as  to  whether  separate  prisoner 
wards  must  be  set  up. 

The  hospital  employees,  both  white  and 
colored,  remain  loyal  to  the  hospital.  However, 
they  may  not  show  up  for  work,  either  to  stay 
at  home  to  protect  their  families  and  property 
or  because  they  are  afraid  that  they  may  be 
attacked  while  going  in  and  out  of  the  hospital 
area.  Plans  must  be  made  to  transport  these 
employees  safely  or  to  house  them  in  the 
hospital.  Hospitals  should  issue  identification 
cards  to  all  personnel  so  that  they  may  pass 
through  an  external  security  force  to  get  into 
the  hospital. 

Civil  disturbances  have  occurred  in  cities 
varying  in  size,  from  the  very  small  to  the 
largest  in  our  nation.  The  medical  problems 
caused  by  riots  are  another  reason  for  taking 
immediate  steps  to  develop  your  community 
disaster  plan. 


464 


May  1968 


The  Journal 


Community  Medicine  in  Argentina 
Experiences  in  a Cross-Cultural  Clerkshipt 

Tim  and  Sally  Fleming* * 


Introduction 

SINCE  the  University  of  Kentucky  Medical 
School  was  activated,  the  department  of  com- 
munity medicine  has  offered  a 12  week  elective 
program  during  the  senior  year  in  international  cross- 
cultural  medicine.  During  the  five  years  that  we  have 
had  the  senior  students,  49  of  them  have  worked  in 
25  foreign  sites.  Under  overall  direction  by  our 
faculty,  but  under  the  immediate  supervision  of  a 
faculty  member  of  a foreign  medical  school  in  an 
underdeveloped  region,  students  have  carried  out  a 
wide  range  of  activities  including  clinical  work,  epide- 
miologic projects,  and  community  health  studies.  They 
have  been  oriented  to  the  site  during  a preliminary 
program  in  Kentucky  and  have  had  an  introductory 
course  in  language  before  embarking. 

Through  participation  in  clinical,  preventive  and 
community  medicine,  the  student  learns  to  appreciate 
the  countries’  overall  health  problems,  the  many 
interrelated  factors  responsible  for  these  problems 
and  the  means  by  which  they  could  be  solved.  The 
experience  adds  depth,  we  think,  to  the  student’s 
medical  education  which  has  value  no  matter  what 
type  of  practice  he  ultimately  chooses;  the  aim  is  not 
to  recruit  students  into  international  medicine  but 
rather  to  broaden  their  horizons  for  whatever  medical 
pathway  they  choose.  The  following,  the  report  of 
a husband  and  wife  team  who  have  spent  three 
months  in  Argentina,  is  an  example  of  what  all  stu- 
dents engaging  in  this  elective  are  required  to  do. 

The  Flemings’  Report 

Argentina  is  a country  of  twenty-three  mil- 
lion people  in  the  southern  half  of  South 
America.  Its  one  million  square  miles  extend 
from  semi-tropical  jungles  in  the  north  to  ice  fields 
in  the  south  and  in  between,  the  vast  plains  of  the 
pampa. 

The  population  of  the  country  is  98  percent  Euro- 
pean descent  of  which  half  have  emigrated  to  Ar- 
gentina in  the  last  100  years  from  Spain,  Italy, 
Portugal,  Germany  and  England.  The  people  have 
intermarried  extensively,  with  each  nationality  leav- 
ing its  mark  on  the  nation’s  culture:  Spanish  is  their 
language,  slang  is  a mixture  of  Italian  and  Spanish 
and  all  the  terms  used  in  sports  are  English.  The 
small  Indian  population  is  made  up  almost  entirely 
of  recent  immigrants  from  Boliva,  Peru  and  other 
South  American  countries. 

f Introduction  by  Hugh  S.  Fulmer,  M.D.,  professor 
in  the  department  of  community  medicine,  Uni- 
versity of  Kentucky  College  of  Medicine,  Lexington 

*Senior  medical  students  at  the  University  of  Ken- 
tucky, Lexington 


About  25  percent  of  the  population  is  employed 
in  industry  and  19  percent  in  agriculture.  The  central 
plain  (25  percent  of  the  nation’s  surface)  has  ex- 
tremely rich  soil  with  plentiful  rainfall.  There  is  no 
winter  freeze  and,  when  farmed  intensely,  it  pro- 
duces three  wheat  crops  a year.  The  major  part  of  it 
is  used  for  beef  cattle  pasture.  To  the  north  of  it, 
sugar  cane  and  cotton  are  grown;  to  the  west,  or- 
chards and  vineyards;  to  the  south,  sheep.  Argentina 
is  developing  its  own  iron,  oil  and  gas  resources.  Its 
major  exports  are  food  and  hides.  Its  imports  are 
heavy  machinery,  aluminum,  paper  pulp,  wood,  steel 
and  petroleum  products.  The  nation  manufactures 
its  own  autos,  buses,  tractors  and  small  appliances. 
The  per  capita  income  is  $800  or  about  one  fourth 
that  of  the  United  States.  Food,  clothes,  furniture  and 
small  appliances  cost  one  third  of  U.S.  prices,  serv- 
ices are  one  fifth  to  one  sixth  and  education  (in- 
cluding university ) is  free.  However,  rent  is  equal 
to  rent  here  and  automobiles  (due  to  a 100  percent 
tax)  are  twice  as  expensive.  Because  of  rapid  infla- 
tion the  best  home  mortgages  are  30  percent  for  five 
years,  with  one  half  of  the  cost  paid  down.  Conse- 
quently, the  median  age  of  marriage  is  four  years 
later  than  in  the  United  States. 

We  spent  our  clerkship  in  the  city  of  La  Plata, 
(population  500,000,  the  capital  of  the  province  of 
Buenos  Aires.  This  province  is  adjacent  to  the  Federal 
District  (capital  city)  of  Buenos  Aires,  which  has  a 
metropolitan  population  of  8,000,000.  La  Plata  is  a 
planned  city,  laid  out  by  the  same  architects  who  de- 
signed Washington,  D.C.  Its  streets  are  wide,  and 
parks  and  plazas  are  abundant.  The  provincial  uni- 
versity and  large  provincial  hospital  are  here.  The 
people  are  90  percent  literate. 

Our  projects,  while  in  Argentina,  were  an  overall 
review  of  the  country’s  health  problems  and  re- 
sources, a study  of  the  extent  of  Chagas-Mazza  Di- 
sease in  Argentina  and  of  the  country’s  program  for 
the  eradication  of  the  disease. 

Health  problems  and  health  resources  were  studied 
from  available  statistics  and  visits  to  hospitals, 
clinics  and  doctors.  The  health  status  of  Argentina 
is  midway  between  that  of  the  United  States  and  the 
overall  status  of  Latin  America.  There  is  no  acute 
shortage  of  doctors  with  a patient-doctor  ratio  of 
670  : 1 (650  : 1 in  the  U.S.),  but  the  distribution 
varies  from  250  patients  per  doctor  in  provinces 
with  major  urban  centers  to  2,500  patients  in  prov- 
inces which  are  predominantly  rural.  There  is  one 
hospital  bed  per  180  inhabitants  with  a similar  dis- 
tribution concentrating  the  hospitals  in  the  large 
cities.  The  result  is  that  within  metropolitan  areas 
sophisticated  health  care  is  readily  available,  while 
in  rural  areas  health  care  is  a matter  of  traveling 
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FIGURE  1.  Shacks  along  a canal  in  one  of  the  more  than  200  villas  miserias  surrounding  Greater  Buenos  Aires.  This 
particular  group  of  squatters  occupies  an  area  of  four  square  blocks  surrounded  by  industry  and  bisected  by  the  sewage 
canal.  Water  is  obtained  from  standpipes  on  the  periphery  which  are  supplied  by  the  government. 


10  to  50  miles  by  horse  cart  on  dirt  roads,  which  are 
not  always  passable,  to  see  a nurse  or  doctor  who 
will  have  very  limited  diagnostic  and  treatment  fa- 
cilities. When  serious  illnesses  are  seen  in  such  areas 
they  are  sent  to  the  urban  centers  for  treatment. 
These  rural  provinces  are  statistically  very  healthy 
as  most  of  the  population  affected  with  disease  is 
not  seen.  When  they  are  treated  and  reported  it  is  by 
another  province. 

There  are  nine  medical  schools  in  the  country. 
They  have  a seven  year  program  of  three  pre-clinical 
and  four  clinical  years.  The  medical  student  enroll- 
ment varies  from  5,000  at  the  smaller  universities 
to  30,000  at  the  largest.  There  are  no  admission 
tests,  and  there  is  a very  high  attrition  rate.  Ten 
percent  of  the  graduating  medical  and  dental  stu- 
dents are  women  and  15  percent  are  from  countries 
other  than  Argentina. 

Medical  outpatient  care  is  almost  entirely  private. 
Of  all  hospital  beds,  80  percent  are  government 
owned  providing  care  on  a “pay  as  you  can”  basis. 
Most  of  the  private  hospitals  have  their  own  insur- 
ance policies.  Members  pay  monthly  for  the  right  to 
use  the  hospitals’  facilities  free  when  needed.  There 
are  only  a few  nationwide  insurance  plans.  These 
are  employer  related  so  they  are  not  available  to 
everyone. 

There  is  a shortage  of  ancillary  medical  personnel, 
especially  registered  nurses,  laboratory,  radiology 
and  cardiology  technicians.  The  hospitals  are  set  up 
to  be  staffed  by  nurse’s  aides  who  mainly  feed  and 
wash  patients.  Vital  signs  are  taken  by  doctors  on 
their  rounds.  Other  nursing  care  is  provided  by  the 
patient  himself  or  his  family.  Injections  and  IV’s  are 
taken  care  of  by  aides  with  special  training.  Schools 
of  nursing  have  few  graduates  because  hospitals 
are  not  prepared  to  pay  them  adequately,  and  as 
nursing  is  thought  of  as  “bed  pan  carrying”,  it  is  a 
low  prestige  profession. 


The  birth  and  death  rates  are  quite  comparable  to 
the  United  States,  but  the  causes  of  death,  life 
expectancy  and  age  specific  death  rates  are  different.  ' 
In  1964  Argentina  had  a death  rate  of  56.7  per 
100,000  from  infectious  disease  and  enteritis  while 
the  U.S.  rate  was  13.0  per  100,000.  In  the  same  year 
the  U.S.  death  rate  from  strokes,  heart  disease  and 
hypertension  was  453.2  per  100,000  while  the  rate 
in  Argentina  was  146.8  per  100,000.  Our  higher  death 
rate  from  these  causes  comes  from  our  five  year 
longer  life  expectancy,  lower  death  rates  from  in-  j 
fectious  disease,  and  the  fact  that  many  deaths  from 
these  causes  in  Argentina  may  be  concealed  under 
the  diagnosis  of  “poorly  defined  state”.  The  death 
rate  from  poorly  defined  states  was  166.9  per  100,000  I 
in  Argentina  and  13.2  in  the  U.S.  That  this  is  the  I 
fifth  leading  cause  of  death  in  Argentina  is  an  in- 
dication of  the  number  of  persons  who  are  not  re-  ' 
ceiving  medical  care  during  their  terminal  illness.  If  | 
smoking  and  air  pollution  continue  at  their  present  I 
rate,  Argentina  will  soon  rival  Britain  and  the  United 
States  in  chronic  bronchitis,  emphysema  and  lung 
cancer. 

Amongst  the  infectious  diseases  which  have  a 
higher  incidence  in  Argentina  were  typhoid,  diphthe- 
ria, whooping  cough  and  polio,  diseases  which  are 
preventable  by  immunization.  Likewise,  tetanus  and 
rabies  have  a much  higher  incidence.  These  diseases 
are  occurring  in  both  urban  and  rural  areas.  There  is 
no  shortage  of  vaccines  nor  of  personnel  to  ad-  ' 

minister  them.  Rather,  neither  the  middle  nor  lower  i 

classes  bring  their  children  for  immunizations.  There 
are  sporadic  intensive  immunization  campaigns  but  ! 
no  nationwide,  constant,  energetic  program  of  vacci- 
nation. 

There  is  a national  ministry  of  health  as  well  as  ' 
a ministry  in  each  province  and  in  some  of  the  large 
cities.  None  of  these  are  related  to  one  another  ex- 
cept in  voluntary  cooperation.  Each  situation  viewed  j 
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as  a health  problem  by  one  of  these  ministries  is 
handled  by  a separate  program.  The  programs  of  a 
single  ministry  do  not  necessarily  cooperate. 

The  National  Program  for  the  Eradication  of 
Chagas-Mazza  Disease  is  a good  example  of  the 
strong  and  weak  points  of  Argentina’s  public  health 
programs.  Chagas-Mazza  Disease,  also  known  as 
South  American  Trypanosomiasis,  is  a protozoal 
(Trypanosoma  cruzi)  infection  of  man  spread  by 
a hematophage  (Triatoma)  from  man  to  man.  The 
disease  has  an  acute  phase  which  varies  from  sub- 
clinical  to  fever,  malaise,  myositis,  myocarditis  and 
acute  meningoencephalitis.  The  clinical  disease  is 
often  fatal  in  children  under  two  years  of  age.  This 
initial  period  is  followed  by  10  to  30  years  of 
asymptomatic  infection.  Protozoemia  is  not  present 
after  the  first  year,  and  the  infection  is  manifest 
only  as  a positive  serology  and  later  by  EKG  ab- 
normalities. The  chronic  phase  presents  as  heart 
failure  and  or  megaesophagus  and  megacolon.  The 
disease  shortens  both  life  expectancy  and  productive 
years. 

The  trypanosome  lives  in  the  gut  of  the  bug  which 
has  eaten  the  blood  of  an  infected  host  and  is 
excreted  in  the  insect’s  feces.  The  bugs  defecate  im- 
mediately after  eating,  and  the  infection  is  acquired 
when  the  feces  are  rubbed  into  the  bite  wound,  a cut 
or  the  conjunctiva.  Dogs  and  cats  are  also  hosts  as 
well  as  wild  rodents,  armadillos  and  many  cold 
blooded  animals.  In  every  country  where  the  di- 
sease exists  there  are  species  of  triatomes  which  live 
only  in  the  homes  and  carry-on  the  human  cycle. 
In  the  wild,  man  is  only  an  accidental  host.  Most 
of  the  documented  cases  of  human  infection  from 
non-domestic  species  have  been  in  American  soldiers. 

Infected  triatomes  are  distributed  from  the  Rio 
Negro  in  Argentina  throughout  all  of  South  and 
Central  America  to  the  southern  United  States. 
Seventy  percent  of  Argentina  has  a climate  suitable 
for  them.  The  disease  is  endemic  and  the  areas 
where  the  human  habitations  foster  infestation  with 
triatomes.  Characteristically,  these  are  rural,  mud 
brick  homes  with  thatched  roofs  but  may  be  a well 
constructed  home  in  the  city  whose  shed  is  infested. 
Multiple  studies  in  the  past  20  years  have  shown  that 
90-100  percent  of  the  homes  in  the  arid  rural  area 
are  infested.  The  triatomes  have  been  60-70  percent 
carriers  of  T.cruzi. 

The  program  for  eradication  of  the  disease,  begun 
in  1963,  is  based  on  destruction  of  the  domestic 
form,  Triatoma  infestans,  in  Argentina.  Each  of  the 
provinces  which  is  cooperating  with  the  program 
has  its  own  director  who  is  responsible  for  organizing 
teams  of  sprayers  who,  after  an  area  has  been 
mapped  and  every  home  numbered,  camp  in  the  area 
for  a month  systematically  spraying  each  home  and 
every  article  in  it  with  insecticide.  These  same  men 
also  serve  as  teachers  explaining  to  the  families  the 
dangers  of  the  bug,  and  as  epidemiologists  taking  a 
filter  paper  blood  sample  from  a finger  stick  for 
serologic  studies.  The  sprayers  return  three  months 
later  after  eggs  unharmed  by  the  first  spraying  have 


hatched  into  larval  forms.  Inspection  for  reinfestation 
is  done  twice  yearly. 

The  provincial  director  also  organizes  reporting, 
epidemiologic  studies,  diagnostic  facilities  and  re- 
search. 

We  visited  the  program’s  director  in  the  province 
of  Cordoba,  Doctor  Julio  Cichero,  who  is  also  the 
national  director  of  the  program.  Cordoba  is  in  the 
center  of  the  country.  The  city  of  Cordoba  lying  in 
the  center  of  the  province  is  a modern  community  of 
70,000,  the  center  of  the  automobile  industry.  The 
southern  part  of  the  province  is  productive  farmland. 
North  of  the  city  rises  a mountain  range  beyond 
which  is  semi-arid  desert  which  flourishes  with  olive 
orchards  and  pastures  where  it  has  been  irrigated 
from  mountain  lakes.  Both  the  desert  and  irrigated 
areas  are  endemic  for  Chagas’  Disease.  Studies  done 
under  the  auspices  of  the  program  show  100  percent 
of  the  homes  in  the  rural  area  Infested  and  40-50 
percent  of  the  homes  infested  in  the  towns  which 
have  sprung  up  around  the  olive  processing  industry. 
Serologic  studies  on  the  well  population  show  50  per- 
cent of  the  population  under  10  years  old  infected 
and  85  percent  of  the  population  over  60  years. 
EKG  abnormalities  (complete  or  incomplete  right 
bundle  branch  block)  have  a 3 percent  prevalence  in 
the  population  under  10  years  of  age  and  35  per- 
cent prevalence  in  those  over  60.  (There  is  a 1-2  per- 
cent prevalence  in  the  U.S.  and  Scandanavia  due  to 
coronary  heart  disease. ) The  length  of  time  between 
the  onset  of  EKG  abnormalities  and  clinical  disease 
is  not  known.  So,  it  is  not  known  whether  those  who 
already  have  EKG  abnormalities  at  age  10  live  to 
make  up  a part  of  the  population  over  60  with  abnor- 
malities. That  is,  the  percent  of  the  total  population 
who  will  have  heart  disease  may  be  greater  than  35 
percent. 


FIGURE  2.  A rural  family  in  their  mud  brick  dwelling  in 
the  hot,  dry  region  where  Chagas'  disease  flourishes.  The 
man  at  the  left  is  Doctor  Julio  Alberto  Cichero,  director  of 
the  National  Program  for  the  Eradication  of  Chagas  Mazza 
disease. 
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We  went  with  Doctor  Cichero  and  Sr.  Hernandez, 
an  entomologist,  on  a camping  trip  to  a previously 
sprayed  area  to  inspect  for  reinfestation  and  to  study 
the  non-domestic  triatomes  living  around  human 
habitations.  The  possibility  that  other  species  of 
triatomes  will  take  over  the  niche  left  by  the  eradica- 
tion of  T.  infestans  is  a constant  worry. 

The  area  we  visited  was  50  miles  from  paved  roads, 
phones,  electricity  or  gas.  The  homes  were  one  room 
buildings  made  of  mud  bricks  with  thatched  roofs. 
Water  from  wind  or  horse  driven  pumps  supplies  a 
family  vegetable  patch.  Herds  of  goats  and  sheep  feed 
mainly  on  the  leaves  of  succulents  and  spineless 
cactus  as  there  is  no  grass.  Children  do  go  to  school 
to  age  12.  Trees  are  sparse,  small  and  stunted. 
Neither  the  terrain  nor  the  economy  offers  possibili- 
ties for  improved  construction  which  would  lower 
infestation.  The  people  themselves  were  interested, 
questioning  what  sort  of  “chinches”  we  had  found 
with  our  night  lighting  traps  and  bringing  out  other 
varieties  of  triatomes  which  they  had  caught  in  the 
area  near  their  homes. 

The  effectiveness  of  the  program  will  be  hard  to 
measure  as  the  acute  cases  are  predominantly  sub- 
clinical,  so  incidence  in  the  areas  which  have  been 
sprayed  cannot  be  determined.  Prevalence  of  sero- 
logic positives  in  children  under  five  will  be  studied 
when  there  are  areas  five  years  post-spraying. 

The  major  problems  of  the  program  are  the  climate 
and  reinfestation.  The  area’s  scant  rainfall  all  comes 


in  the  three  months  of  summer  turning  the  roads 
into  quagmires.  Persons  migrating  from  adjoining 
provinces  which  have  not  yet  begun  spraying  carry 
the  bugs’  eggs  in  satchels  and  trunks,  reinfesting  all 
the  homes  they  pass  through.  The  reinfestation  rate 
has  been  4 percent. 

The  total  yearly  budget  of  the  program  for  the  1 1 
participating  provinces  has  been  $800,000  or  $2.00 
per  person  protected.  This  year  all  19  of  the  affected 
provinces  have  been  brought  into  the  program  with 
a budget  of  $3,000,000.  (Trucks  and  spraying  equip- 
ment must  be  bought  for  the  additional  provinces.) 
This  is  6 percent  of  Argentina’s  total  government 
health  expenditures,  0.03  percent  of  the  national 
budget. 

We  were  very  impressed  with  the  efficiency  and  ef- 
fectiveness of  the  group  working  in  Cordoba  though 
dismayed  at  the  poor  cooperation  between  provinces 
and  the  consequent  reinfestation.  Also,  between  the 
sprayers  and  the  persons  checking  for  reinfestation 
all  of  the  population  of  these  areas  have  been  con- 
tacted several  times,  yet  it  is  the  job  of  a different 
set  of  public  health  personnel  to  contact  them  for  im- 
munizations. 

The  people  of  Argentina  are  one  of  Argentina’s 
major  resources.  They  are  literate,  socially  mobile 
and  have  a large  middle  class.  The  major  problems 
are  those  of  cooperation,  organization,  ability  to  make 
long  range  plans  and  lack  of  orientation  toward  some 
of  their  major  health  and  economic  problems. 
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Joseph  P.  Sanford 


Mr.  JOSEPH  Pryor  Sanford  was  born 
in  Shelby  County  October  30,  1906. 
He  died  of  a heart  attack  in  the  Ken- 
tucky Baptist  Hospital  March  25,  1968.  The 
story  of  his  life  is  a record  of  courage  and 
tenacity  of  purpose  such  as  has  carried  many 
an  American  youth  from  obscurity  to  meaning- 
ful living  and  worthy  accomplishment  in  our 
complex  and  sometimes  difficult  society. 

Joe's  parents  were  farmers.  He  and  his  one 
brother  and  one  sister  attended  public  and 
Shelbyville  High  School  from  which  he  was 
graduated  in  1925.  That  year  he  went  to 
Georgetown  College  which  he  attended  for  two 
years.  His  college  course  was  interrupted  for  a 
year  of  teaching  in  Brodhead  High  School.  He 
enrolled  in  the  School  of  Journalism  at  the 
University  of  Missouri  in  Columbia  in  1928 
and  received  his  degree  there  in  1930. 

He  was  news  editor  for  the  Warrensboro, 
Missouri  Standard  Herald  for  six  months  be- 
fore entering  the  life  insurance  field  in  1931 
with  Connecticut  Mutual.  This  he  continued  un- 
til November,  1933  when  he  became  general 
agent  for  the  Medical  Protective  Company 
in  a territory  comprising  Kentucky  and  46 
southern  Indiana  counties.  He  thereby  came  to 
know  most  of  the  physicians  in  his  area  and 
was  invited  to  Headquarters  Office  of  the 
Kentucky  Medical  Association  in  1950. 

The  following  year  he  became  the  first  exec- 
utive secretary  of  this  Association,  which  posi- 
tion, involving  multiple  associated  responsibil- 
ities, he  held  until  his  death.  He  rose  in  this 
activity  to  become  president  of  the  American 
Association  of  Medical  Society  Executives  in 
1966.  Doctor  Blasingame  characterized  him 
as  the  leading  medical  society  executive  secre- 
tary in  the  United  States. 

His  position  led  him  to  many  other  appoint- 
ments of  importance: 


Secretary  and  member.  Board  of  Directors, 
Kentucky  Physicians  Mutual,  Inc. 

Secretary,  Board  of  Trustees,  Rural  Ken- 
tucky Medical  Scholarship  Fund 
Vice-President  and  member  of  the  Board, 
Professional  Convention  Managers  As- 
sociation 

Member  of  State  Medical  Journal  Advertis- 
ing Bureau  Board  of  Directors 
Member,  Medical  Exhibitors  Association 
Member  and  past  president.  Organization 
Executives  Council,  Louisville 
Member,  Legislative  Committee,  Kentucky 
Chamber  of  Commerce 
First  winner  of  the  Kentucky  Hospital  As- 
sociation’s Community  Service  Award 

He  was  a member  of  the  Owl  Creek  Coun- 
try Club — providing  him  with  the  recreation 
facilities  he  so  much  needed  and  dearly 
cherished  but  seldom  found  the  time  to  enjoy. 

He  maintained  membership  in  the  Downtown 
Louisville  Kiwanis  Club  until  the  Association’s 
office  was  moved  to  the  suburbs  of  the  city. 

Joe  Sanford  was  a devout  and  faithful 
Christian  who  would  not  let  the  complexities  or 
demands  of  his  work  rob  him  of  his  church  fel- 
lowship and  duties.  He  was  a charter  mem- 
ber of  two  Baptist  Churches  and  had  served 
on  the  official  board  in  four  separate  congre- 
gations. He  and  Elizabeth  were  members  of 
the  Davis  Memorial  Baptist  Church  in  the 
later  years.  They  were  supporters  of,  con- 
tributors to,  and  solicitors  for  both  George- 
town and  Kentucky  Southern  Colleges.  He  was 
a member  and  secretary  of  the  Baptist  State 
Board  of  Child  Care — coordinating  board  of 
social  services  and  operator  of  three  childrens’ 
homes  in  the  state. 

On  July  21,  1934  Joe  married  Elizabeth 
Macon  Leiper  of  Bowling  Green.  They  have 
one  daughter,  Mrs.  Glenn  Halcomb  of  2916 
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North  Verity  Parkway,  Middletown,  Ohio.  His 
home  was  his  haven  of  quiet,  and  Bess  his  in- 
spiration. They  delighted  to  recount  their 
varied  experiences  together  as  she  shared  with 
him  his  business  travels  and  their  occasional 
and  brief  vacations.  She  claims  that  during  his 
early  years  with  the  Medical  Protective  they 
stayed  in  most  of  the  county  seat  and  hamlet 
hotels  in  the  state.  They  came  later  to  enjoy 
the  more  luxurious  and  restful  accommoda- 
tions of  our  beautiful  state  parks.  Their  last 
vacation  together  was  at  Kentucky  Dam  Vil- 
lage in  March. 

We  of  the  editorial  staff  share  deeply  the 
loss  of  one  who  as  managing  editor  did  more 
than  any  other  single  or  group  of  persons  to 
bring  our  Journal  to  its  present  standard  of 
excellence.  His  training  in  journalism  com- 
bined with  his  devotion  to  the  KM  A Journal, 


his  sense  of  exactness  and  his  desire  for  per- 
fection gave  us  an  unexcelled  group  of  condi- 
tions with  which  to  work  pleasantly  and,  we 
hope  effectively.  The  stamp  of  his  personality 
will,  we  trust,  remain  the  masthead  of  the 
Kentucky  Medical  Journal. 

For  17  years  it  was  my  privilege  to  work 
closely  with  Joe  in  a wide  variety  of  endeavors. 
His  sense  of  duty  and  devotion  to  it,  his 
loyalty  to  his  friends  and  coworkers,  his  charity 
toward  those  who  believed  differently,  his  pa- 
tience under  pressure  and  equanimity  in  tur- 
moil were  qualities  rarely  to  be  found  and  an 
inspiration  to  those  about  him.  And  withal  he 
was  a devout  and  humble  follower  of  his  Mas- 
ter— -perhaps  that  helped  explain  him. 

Sam  a.  Overstreet,  M.D. 
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ORGANIZATION  SECTION 


Color  TV  Panel  Sessions  To  Be  Featured  on  Scientific  Program 
At  1968  KMA  Annual  Meeting  September  24-26  in  Louisville 


Five  hours  of  panel  discussions  featuring  color  TV 
on  a variety  of  medical  topics  will  be  a highlight 
of  the  1968  Annual  Meeting  of  the  Kentucky  Medical 
Association  September  24-26  at  Louisville’s  Conven- 
tion Center,  according  to  George  F.  Brockman,  M.D., 
Greenville,  KMA  president. 

Other  events  planned  during  the  three-day  session 
will  include  scientific  presentations  by  a number  of 
prominent  out-of-state  guest  speakers,  meetings  of  16 
specialty  groups,  two  meetings  of  the  KMA  House  of 
Delegates,  76  technical  exhibits,  scientific  exhibits, 
an  Orientation  Program  for  new  members  and  a 
meeting  of  the  Woman’s  Auxiliary  to  KMA. 

The  opening  session  September  24  will  include  a 
color  TV  discussion  of  “Respiratory  Diseases”  mod- 
erated by  Peter  Bosomworth,  M.D.,  Lexington.  On 
September  25  two  sessions  are  scheduled.  The  morn- 
ing program  of  color  TV  will  concern  “Office  Exami- 
nations” moderated  by  Fred  Rainey,  M.D.,  Elizabeth- 
town. The  afternoon  program  will  be  devoted  to 
“Emergency  Medical  Care”  moderated  by  William  T. 
Rumage,  Jr.,  M.D.,  Louisville.  “Human  Sexuality” 
will  be  the  topic  of  the  September  26  color  TV  dis- 
cussion, moderated  by  John  W.  Roddick,  M.D.,  Lex- 
ington. 

The  September  24  opening  session  will  feature  talks 
by  Jerold  Lucey,  M.D.,  Burlington,  Vermont,  guest 
of  the  Kentucky  Chapter  of  the  American  Academy 
of  Pediatrics,  and  Sidney  Olansky,  M.D.,  Atlanta, 
Georgia,  guest  of  the  Kentucky  Dermatological  So- 
ciety. Doctor  Lucey  will  discuss  “Recent  Advances 
in  the  Care  of  Newborn  Infants.”  Doctor  Olansky’s 
topic  will  be  “Syphilis  Management,  1968.” 

A professor  of  pediatrics  at  the  University  of  Ver- 
mont College  of  Medicine,  Doctor  Lucey  graduated 
from  New  York  University  College  of  Medicine  in 
1952.  He  is  a fellow  of  the  American  Academy  of 
Pediatrics,  chairman  of  its  Committee  on  Fetus  and 
Newborn,  and  a consultant  on  the  National  Board  of 
Medical  Examiners.  His  major  research  interest  is  the 
etiology  of  neonatal  jaundice  and  kernicterus.  His 
extensive  study  in  this  area  has  taken  him  to  many 
parts  of  the  world  including  Puerto  Rico  and  Greece. 

Doctor  Olansky  is  a professor  of  medicine  at  Emory 
University  School  of  Medicine  and  chief  of  the  Sec- 
tion of  Dermatology.  He  received  his  M.D.  degree 
from  Glasgow  University,  Scotland,  in  1940.  Doctor 
Olansky  is  on  the  Board  of  Directors  of  the  American 
Academy  of  Dermatology  and  Syphilology  and  is  a 


Doctor  Lucey 


member  of  the  National  Serology  Advisory  Commit- 
tee to  the  Surgeon  General  of  the  Public  Health 
Service.  He  is  the  author  or  co-author  of  126  papers 
relating  to  venereal  diseases  and  dermatology. 

Further  details  on  other  speakers  and  highlights 
of  the  KMA  Annual  Meeting,  including  a complete 
program  of  events,  will  be  carried  in  the  next  three 
issues  of  The  Journal. 


KMA  INTERIM  MEETING 

Since  the  1968  KMA  Interim  Meeting  took  place  at 
press  time.  The  Journal  was  unable  to  carry  details  in 
this  issue.  Complete  information,  including  pictorial 
coverage,  will  appear  in  the  June  issue. 


Actions  of  Ky.  General  Assembly 
Summarized  by  Dr.  Rainey 

More  than  1,200  bills  and  resolutions,  of  which 
approximately  10  per  cent  related  to  health  matters, 
were  introduced  during  the  1968  General  Assembly 
which  ended  at  2:30  a.m.,  March  16,  according  to 
Fred  C.  Rainey,  M.D.,  Elizabethtown,  chairman  for 
state  affairs  of  the  KMA  Committee  on  Legislative 
Activities. 

During  the  final  two  days  of  the  1968  session,  a 
number  of  bills  supported  by  KMA  were  passed. 
These  include  the  following: 

1.  SB  291 — A bill  establishing  a medical  examin- 
er’s service  program  to  assist  coroners,  upon  re- 
quest, in  determining  cause  of  death 

2.  SB  412 — A bill  authorizing  the  State  Board  of 
Health  to  license  medical  laboratories,  regulate 
standards  for  personnel,  performance  and  equip- 
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ment,  and  inspection,  and  to  create  an  Advisory 
Committee. 

3.  HB  147 — A bill  providing  for  the  inclusion  as  a 
licensing  requirement  for  any  practitioner  of 
medicine,  osteopathy,  dentistry,  podiatry,  op- 
tometry, and  chiropractic  a minimum  of  60 
transferable  semester  units  of  study  by  an  ac- 
credited college  or  university. 

4.  HB  408 — An  act  relating  to  the  procurement, 
processing  and  distribution  or  other  use  of 
human  blood,  makes  blood  a service  rather  than 
a commodity. 

5.  HR  86 — A resolution  calling  for  a study  of  the 
functions  and  composition  of  the  State  Board  of 
Health. 

Doctor  Rainey  expressed  satisfaction  with  the  de- 
feat of  HB  48,  which  would  have  included  payment 
for  chiropractors  under  the  State’s  Workman’s  Com- 
pensation laws.  He  also  expressed  appreciation  to 
state  representative  Mitchel  Denham,  M.D.,  for  his 
vigorous  opposition  to  this  bill  during  the  Assembly. 

Other  KMA  supported  bills  passed  by  the  Assem- 
bly include  HB  26  and  HB  347  pertaining  to  nar- 
cotic and  dangerous  drugs,  HB  148  providing  for 
penalties  for  the  distribution  of  methyl  alcohol  for 
human  use,  HB  184  on  implied  consent,  HB  260 
concerning  motorcycle  safety,  and  HB  420  pertain- 
ing to  measles  and  smallpox  immunization. 

In  summing  up  the  activities  of  the  1968  Ken- 
tucky General  Assembly,  Doctor  Rainey  expressed 
gratitude  to  the  Committee  on  Legislative  Activities, 
legislative  key  men,  Doctor  Denham,  and  staff  mem- 
bers Gilbert  Armstrong,  KMA  lobbyist,  and  Robert 
Cox  who  assisted  Mr.  Armstrong  in  Frankfort  during 
the  crucial  days  of  the  legislature.  He  urged  all  KMA 
members  to  continue  to  develop  and  maintain  a 
friendly  rapport  with  state  representatives  and  sena- 
tors. 

Birth  Defects  Symposium  Planned 

The  Second  Annual  Symposium  on  Birth  Defects 
has  been  scheduled  May  22  at  the  Sheraton  Hotel, 
Louisville,  according  to  Bernard  Weisskopf,  M.D.,  di- 
rector of  the  Child  Evaluation  Center  of  the  Uni- 
versity of  Louisville  School  of  Medicine. 

The  Center  is  co-sponsoring  the  symposium  with 
the  Jefferson  County  Chapter  of  the  National  Foun- 
dation, March  of  Dimes.  Members  of  the  University 
of  Louisville  School  of  Medicine  faculty,  including 
Virginia  Apgar,  M.D.,  and  Frank  Falkner,  M.D.,  will 
participate  in  the  program.  All  physicians  are  invited 
to  attend  the  symposium  which  will  include  a lunch- 
eon. 

Dr.  Pedigo  Named  to  ACP  Board 

George  W.  Pedigo,  Jr.,  M.D.,  Louisville,  has  been 
elected  to  a three-year  term  on  the  Board  of  Gov- 
ernors of  the  American  College  of  Physicians  ef- 
fective in  1969.  The  election  took  place  during  the 
College’s  49th  Annual  Session  in  Boston,  April  1-5. 
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Dr.  Johnston  To  Head  Ky.  Chapter 
American  College  of  Surgeons 

The  Kentucky  Chapter  of  the  American  College 
of  Surgeons  named  Coleman  C.  Johnston,  M.D.,  Lex- 
ington, president-elect  and 
installed  J.  Duffy  Han- 
cock, M.D.,  Louisville, 
president,  during  its  an- 
nual meeting  April  4-6 
at  The  Imperial  House, 
Lexington. 

Sam  Weakley,  M.D., 
Louisville,  was  elected 
secretary-treasurer.  New 
Council  members  are  Da- 
vid A.  Hull,  M.D.,  Lex- 
ington, former  secretary- 
treasurer  of  the  Chapter, 
and  Richard  Grise,  M.D.,  Bowling  Green,  immediate 
past  president. 

Doctor  Johnston  is  past  president  of  the  Kentucky 
Surgical  Society,  the  Kentucky  Division  of  the 
American  Cancer  Society,  the  Fayette  County  Medi- 
cal Society  and  the  St.  Joseph  Hospital  staff.  He  was 
a member  of  the  Board  of  Governors  of  the  Ameri- 
can College  of  Surgeons  from  1953  to  1962  and  is 
currently  on  the  Board  of  Directors  of  Kentucky 
Physician’s  Mutual,  Inc. 

The  three-day  meeting  included  a general  session 
featuring  a TV  Operative  Clinic,  scientific  sessions, 
meetings  of  specialty  groups  and  a special  nurses’ 
program  sponsored  by  the  Chapter.  Guest  speakers 
were  William  E.  Adams,  M.D.,  Chicago,  111.;  Stuart 
S.  Roberts,  M.D.,  Columbus,  Ohio;  and  Vincent  L. 
Gott,  M.D.,  Baltimore,  Md. 

KMA  Holds  Senior  Day  Programs 
For  UL,  UK  Medical  Students 

More  than  100  senior  medical  students  from  the 
University  of  Louisville  and  the  University  of  Ken- 
tucky attended  KMA’s  two  annual  Senior  Day  Pro- 
grams March  18  in  Louisville,  and  April  9 in  Lexing- 
ton. The  students  were  the  guests  of  honor  at  the 
two  sessions  which  are  sponsored  by  KMA  each  year 
in  cooperation  with  the  two  medical  schools  and 
Jefferson  and  Fayette  County  Medical  Societies. 

The  programs  were  arranged  by  Hoyt  D.  Gardner, 
M.D.,  Louisville,  chairman  of  the  Senior  Day  Com- 
mittee, who  presided  at  both  sessions.  KMA  Presi- 
dent George  F.  Brockman,  M.D.,  Greenville,  appeared 
on  both  programs,  as  well  as  a number  of  other 
Kentucky  physicians  who  discussed  aspects  of  medi- 
cal practice  of  interest  to  new  doctors. 

Guest  speaker  Charles  W.  Jarvis,  D.D.S.,  San  Mar- 
cos, Texas,  addressed  University  of  Louisville  students 
at  the  concluding  dinner  session  of  their  program  at 
the  Executive  Inn.  University  of  Kentucky  students 
heard  guest  speaker  Dwight  Wilbur,  M.D.,  San  Fran- 
cisco, Calif.,  president-elect  of  the  AMA,  at  their 
closing  session  at  the  Imperial  House  Motel. 
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This  year’s  programs  were  the  fourteenth  and  fifth 
for  the  University  of  Louisville  and  the  University 
of  Kentucky  students  respectively. 


Dr.  Downing  Named  President-Elect 
Of  Kentucky  Dental  Association 


The  Kentucky  Dental  Association  chose  James  M. 
Downing,  D.M.D.,  Tompkinsville,  president-elect  dur- 
ing its  108th  annual  con- 
vention March  31-April  3 
at  the  Brown  Hotel, 
Louisville.  Doctor  Down- 
ing succeeds  William 
Kranz.  D.M.D.,  Lexing- 
ton, who  assumed  the 
presidency  of  the  Associ- 
ation during  the  meeting. 

The  Association  pre- 
sented its  Distinguished 
Service  Awards  to  Frank 
W.  Jordan,  D.M.D.,  and 
John  L.  Walker,  Sr., 
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D.M.D.,  both  of  Louisville.  F.  Dari  Ostrander, 
D.M.D.,  Ann  Arbor,  Mich.,  president  of  the  Ameri- 
can Dental  Association,  spoke  to  KDA  members 
April  3. 

Doctor  Downing  graduated  from  the  University  of 
Louisville  School  of  Dentistry  in  1946.  He  has  been 
active  on  KDA  committees  on  local  and  state  levels 
since  1947.  In  1951  he  served  as  president  of  the 
South  Central  Dental  Society. 


Medicine  and  Religion  Panel  Set 

A panel  discussion  of  “The  Limits  of  Medical 
Responsibility  in  the  Prolongation  of  Life,”  spon- 
sored by  the  AMA  Committee  on  Medicine  and  Re- 
ligion, has  been  scheduled  at  8:15  p.m.,  Sunday,  June 
16,  at  the  California  Masonic  Memorial  Temple  dur- 
ing the  Association’s  annual  meeting  in  San  Fran- 
cisco. 

Topics  of  discussion  will  include  “Human  Experi- 
mentation,” “Machine  Medicine,”  and  “The  Artifi- 
cial Heart.”  All  physicians  are  invited  to  attend  this 
session. 


KNA  Sets  Up  Speakers  Bureau 

The  Kentucky  Nurses  Association  has  established 
a speakers  bureau  in  an  effort  to  help  inform  allied 
health  organizations  and  the  public  of  the  problems 
of  the  profession  and  the  Association’s  ways  of  solv- 
ing them,  according  to  Nelle  B.  Weller,  R.N.,  KNA 
executive  director. 

The  bureau  is  composed  of  six  nurses  and  their 
topics  include  health  manpower,  improvement  of  the 
practice  of  nursing,  community  nursing,  and  nursing 
education.  Requests  for  speakers  should  be  directed 
to  the  Kentucky  Nurses  Association,  1400  South  First 
St.,  Louisville  40208. 


KHA  Elects  Mr.  Crozier  at  Mtg.; 
Installs  Mr.  Meriwether 

The  Kentucky  Hospital  Association  named  Elmer 
L.  Crozier,  Jr.,  Somerset,  president-elect  during  its 
39th  Annual  Meeting 
April  8-11  at  the  Ken- 
tucky Hotel,  Louisville. 

Crozier  has  been  adminis- 
trator of  the  113-bed  Som- 
erset City  Hospital  since 
1954. 

Richard  E.  Meriwether, 
administrator  of  Muhlen- 
berg Community  Hospital, 

Greenville,  was  installed 
as  president  of  the  As- 
sociation for  a one-year 
term.  Robert  Walker,  Par- 
is, was  elected  treasurer.  New  trustees  are  Edward 
Horgen,  Ashland,  Ben  Brewer,  Lexington,  and  Gary 
Latham,  Hopkinsville. 

Crozier  has  served  as  a member-at-large  on  the 
KHA  Board  of  Trustees  for  the  past  two  years.  He  is 
a member  of  the  American  College  of  Hospital  Ad- 
ministrators and  a past  president  of  the  Cumberland 
Conference.  Before  coming  to  Somerset,  Crozier  was 
administrator  of  Cookeville  General  Hospital. 

Approximately  1,700  health  personnel  attended 
the  four-day  session  which  included  seminars,  lec- 
tures, exhibits  and  social  functions,  Peter  Jennings, 
ABC  news  correspondent,  was  guest  speaker  at  the 
President’s  Luncheon.  Other  guest  speakers  included 
William  H.  McBeath,  M.D.,  Lexington,  director 
of  the  Ohio  Valley  Regional  Medical  Program,  and 
R.  Z.  Thomas,  president-elect  of  the  American  Col- 
lege of  Hospital  Administrators. 

(Photo  courtesy  of  The  Courier-Journal,  Louisville). 


Mr.  Crozier 


Inactive  Health  Manpower  Proj. 
Seeks  Physician  Participation 

Several  thousand  inactive  health  workers  located  in 
Kentucky  have  been  contacted  by  a United  States 
Public  Health  Service  sponsored  project  (PH  108-67- 
229).  Many  of  the  inactives  are  seeking  employment 
and  have  asked  to  be  referred  to  prospective  em- 
ployers. 

The  majority  of  those  seeking  referrals  are  women, 
a number  of  whom  are  registered  nurses.  Other  inac- 
tives seeking  employment  include  dental  hygienists, 
dietitians,  inhalation  therapists,  medical  records  li- 
brarians, medical  technologists,  occupational  thera- 
pists, pharmacists,  physical  therapists,  radiologic  tech- 
nologists, social  workers  and  speech  therapists. 

Physicians  may  request  inclusion  on  the  potential 
employers’  list  by  sending  information  on  the  type 
of  health  worker  needed  and  the  conditions  of  em- 
ployment to  the  project  coordinator,  Harold  R.  Rowe, 
Health  Manpower,  Box  5054,  University  of  Ken- 
tucky, Lexington  40506. 
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Don’t  let  monilia 

j cut  broad-spectrum  therapy  short... 


„ start  with 

Tetrex-F 

:etracycline  phosphate 
complex-nystatin 


Use  of  broad-spectrum  antibiotics  can  cause 
fungal  overgrowth  in  the  alimentary  tract... 
and  give  rise  to  symptoms  so  troublesome 
that  therapy  must  be  prematurely  stopped. 
. Tetrex-F  (tetracycline  phosphate  complex- 
' I nystatin)  helps  you  circumvent  this  problem. 
The  nystatin  can  prevent  overgrowth  of 
monilia;  the  phosphate  complex  delivers  tet- 
I racycline  to  the  blood  rapidly.  Side  effects 
are  infrequent. 

High-Risk  Patients 

Tetrex-F  (tetracycline  phosphate  complex- 
; nystatin)  is  especially  useful  in  patients  most 
susceptible  to  fungal  overgrowth  during  tet- 
I racycline  therapy:  (1)  the  elderly  or  debili- 
tated, (2)  young  children,  (3)  the  diabetic, 

(4)  those  on  long-term  tetracycline  therapy, 

(5)  those  on  steroid  therapy,  (6)  those  who 
have  had  moniliasis  before,  and  (7)  pregnant 
patients  with  a history  of  monilial  vaginitis. 

When  you  start  with  economical  Tetrex-F 
(tetracycline  phosphate  complex-nystatin), 
you  can  complete  the  full  course  of  broad- 


spectrum  therapy  with  less  chance  of  los- 
ing control  elsewhere.  A good  start  for  a 
healthy  finish. 

PRESCRIBING  INFORMATION.  For  complete  information 
consult  Official  Package  Circular.  Indications:  Infections  of  res- 
piratory, gastrointestinal  and  genitourinary  tracts  and  skin  and 
soft  tissues  due  to  tetracycline-sensitive  organisms,  in  patients 
with  increased  susceptibility  to  monilial  infections.  Contraindi- 
cations: The  drug  is  contraindicated  in  patients  hypersensitive 
to  its  components.  Warnings:  Photodynamic  reactions  have  been 
produced  by  tetracyclines.  Natural  and  artificial  sunlight  should 
be  avoided  during  therapy.  .Stop  treatment  if  skin  discomfort 
occurs.  With  renal  impairment,  systemic  accumulation  and  hep- 
atotoxicity  may  occur.  In  this  situation,  lower  doses  should  be 
used.  Tooth  staining  and  enamel  hypoplasia  may  be  induced 
during  tooth  development  (last  trimester  of  pregnancy,  neonatal 
period  and  childhood).  Precautions:  Bacterial  superinfections 
may  occur.  Infants  may  develop  increased  intracranial  pressure 
with  bulging  fontanels.  In  gonorrheal  therapy,  serologic  tests 
for  syphilis  should  be  conducted  initially  and  monthly  for  3 
months.  Adverse  Reactions:  Glossitis,  stomatitis,  nausea,  diar- 
rhea, flatulence,  proctitis,  vaginitis,  dermatitis,  and  allergic  re- 
actions may  occur.  Usual  Adult  Dosage:  1 capsule  q.i.d.  Con- 
tinue for  10  days  in  Beta-hemolytic  streptococcal  infections. 
Administer  one  hour  before  or  two  hours  after  meals.  Supplied: 
Capsules,  bottles  of  16  and  100.  Each  capsule  contains  tetra- 
cycline phosphate  complex  equivalent  to  250  mg.  tetracycline 
HCl  activity  and  250,000  units  of  nystatin.  For  Oral  Suspension, 
125  mg.  tetracycline  and  125,000  u.  nystatin, '5  ml.,  60  ml.  bottles. 

BRISTOL  LABORATORIES 
Division  of  Bristol-Myers  Company 
Syracuse,  New  York  13201 


BRISTOL 
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Indications:  ToUanW  is  recommended 
for  the  treatment  of  depressive  states 
of  diverse  psychopathology. 
Contraindications:  The  concomitant 
use  of  Tofranil  and  monoamine  oxi- 
dase inhibiting  (M.A.O.I.)  compounds 
is  contraindicated.  Hyperpyretic  crises 
or  severe  convulsive  seizures  may 
occur.  Potentiation  of  adverse  effects 
can  be  serious  or  even  fatal.  An  inter- 
val of  at  least  7 days  after  M.A.O.I. 
therapy  has  been  discontinued  should 
be  allowed  before  Tofranil  may  be  sub- 
stituted. Initial  Tofranil  dosage  should 
be  low,  increases  should  be  gradual, 
and  the  patient’s  progress  should  be 
carefully  observed. 

Warning:  Clinical  reports  have  sug- 
gested that  there  may  be  a risk  of 
teratogenesis  associated  with  the  use 
of  this  compound  during  the  first  tri- 
mester of  pregnancy.  Unless,  in  the 
opinion  of  the  prescribing  physician, 
the  potential  benefits  outweigh  the 


possible  risks,  Tofranil  should  not  be 
used  during  the  first  trimester  of 
pregnancy. 

Cardiovascular  complications,  includ- 
ing myocardial  infarction  and  arrhyth- 
mias, have  occasionally  occurred  in 
susceptible  individuals.  Patients  with 
cardiovascular  disease  should  be 
given  the  drug  only  under  careful  ob- 
servation and  in  low  dosage. 
Precautions:  Since  suicide  is  always  a 
possibility  in  severely  depressed  pa- 
tients and  one  which  may  persist  until 
significant  remission  occurs,  such 
patients  should  be  carefully  super- 
vised during  early  treatment  with 
Tofranil.  Some  severely  depressed 
patients  may  also  require  hospitaliza- 
tion and/or  concomitant  electrocon- 
vulsive therapy. 

Because  of  its  anticholinergic  effect, 
caution  should  be  observed  in  pre- 
scribing Tofranil  for  patients  with  in- 
creased intraocular  pressure. 


In  rare  instances,  transient  cardii 
arrhythmias  have  occurred  in  hyi 
thyroid  patients  and  in  patients  r< 
ceiving  thyroid  medication  when 
Tofranil  was  added  to  the  regime 
Imipramine  may  block  the  pharm 
cologic  activity  of  guanethidine  s 
other  related  adrenergic  neuron- 
blocking agents. 

The  drug  is  not  recommended  at 
present  time  in  patients  under  12 
of  age. 

Adverse  Reactions:  Dryness  of  th 
mouth,  tachycardia,  constipation 
turbances  of  accommodation,  sw 
ing,  dizziness,  weight  gain,  urinai 
frequency  or  retention,  nausea  a( 
vomiting,  peripheral  neuritis,  mik 
parkinson-like  syndrome,  tremors 
rare  cases  of  falling  in  elderly  pa 
tients,  confusional  states  (with  si 
symptoms  as  hallucinations  and  < 
orientation),  activation  of  psycho 
schizophrenics  and  agitation  (inc 


.itti  iiff  iifiiH  fiwilrffiiBiiitiiw  ii 


When 
a milestone  in  life 
is  marred 
by  depression... 


f»T|omanic  and  manic  episodes) 
shay  require  dosage  reduction 
/'laddition  of  a tranquilizer  or 
piary  discontinuation  of  the  drug, 
e)form  seizures,  orthostatic 
oiision  and  substantial  blood 
sae  fall  in  hypertensive  patients, 
oiH,  transient  jaundice,  bone  mar- 
' daression  including  agranulocy- 
s,tensitization  and  skin  rash 
u|ig  photosensitization,  eosino- 
it  ind  mild  withdrawal  symptoms 
3L|len  discontinuation  after  pro- 
gsitreatment  with  high  doses. 
3aijnal  hormonal  effects  (im- 
' J,  decreased  libido,  and  estro* 
ffects)  may  be  observed, 
e-like  effects  may  be  more 
iced  (e.g.  paralytic  ileus)  in 
j:  c(  ibie  patients  and  in  those 
'iQliticholinergic  agents  (includ* 
a I parkinsonism  drugs). 

Pii  jnf  Adult  Dosage:  Initially, 

' laily,  increased,  if  necessary. 


to  150  or  200  mg.  Maintenance  dosage 
may  be  lower,  50  to  150  mg.  daily,  if 
possible. 

Geriatric  and  Adolescent  Dosage: 
Initially,  30  or  40  mg.  daily,  which  may 
be  increased  according  to  response 
and  tolerance.  It  is  usually  unneces- 
sary to  exceed  100  mg.  daily. 

A lag  in  therapeutic  response,  lasting 
from  a few  days  to  a few  weeks, 
should  be  expected.  When  dosage 
recommendations  are  already  being 
followed,  increasing  the  dosage  does 
not  normally  shorten  this  latency 
period  and  may  increase  the  inci- 
dence of  adverse  reactions. 
Availability:  Tofranil:  Round  tablets  of 
25  and  50  mg.;  triangular  tablets  of 
10  mg.  for  geriatric  and  adolescent 
use;  and  ampuls,  each  containing 
25  mg.  in  2 cc.  for  I.M.  administration. 
(B)46-850-C 

For  complete  details,  please  refer  to 
the  full  Prescribing  Information. 


Often  in  the  mind  of  the  lonely,  widowed, 
depression-prone  individual,  she’s  not 
gaining  a daughter.. .she’s  losing  a son. 
The  occasion  may  be  marred  by  de- 
pression with  such  symptoms  as  feelings 
of  sadness,  incapacity,  helplessness 
and  hopelessness. 

Tofranil  often  relieves  symptoms  of 
depression. 

As  maintenance  therapy  during  the  active 
phase  of  depression,  it  may  help  prevent 
relapse. 

The  use  of  Tofranil  in  patients  receiving 
M.A.O.I.’s  is  contraindicated. 

In  patients  with  cardiovascular  disease, 
hyperthyroidism  or  increased  intraocular 
pressure:  or  in  those  receiving  anticholi- 
nergics (including  antiparkinsonism 
agents),  thyroid  medication,  or  antihyper- 
tensive adrenergic  neuron-blocking 
agents:  and  in  those  in  their  first  trimester 
of  pregnancy,  the  special  precautions 
listed  in  the  prescribing  information 
should  be  carefully  observed. 

Toxic  reactions  severe  enough  to  require 
discontinuation  of  Tofranil  are  uncommon. 
However,  for  complete  details,  please 
refer  to  the  full  prescribing  information. 


-r^r  — imipramine 

Tofranil  hydrochloride 

Geigy 


Geigy  Pharmaceuticals 

Division  of  Geigy  Chemical  Corporation 

Ardsley,  New  York  10502 
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Ky.  Public  Health  Assn.  Chooses 
President-Elect  at  Annual  Mtg. 

The  Kentucky  Public  Health  Association  named 
William  S.  Wester,  Frankfort,  president-elect  during 
its  Twentieth  Annual 
Meeting  April  1-3  at  the 
Kentucky  Hotel,  Louis- 
ville. Mr.  Wester  is  the  as- 
sistant director  for  re- 
search in  the  Legislative 
Research  Commission. 

Mrs.  Nellie  Meadows, 

Clay  City,  received  the 
Association’s  individual 
service  award  for  her  sup- 
port of  health  projects  as 
a writer  for  the  Winches- 
ter Sun.  The  group  award 
was  presented  to  the  Younger  Woman’s  Club  of 
Barbourville  for  its  participation  in  the  establishment 
of  a regional  hearing  center. 

Mr.  Wester  assumed  his  position  with  the  Com- 
mission this  year.  He  was  formerly  in  the  State  De- 
partment of  Health  as  executive  assistant  to  the  com- 
missioner from  1961  to  1964  and  as  deputy  com- 
missioner of  administration  from  1964  to  1968.  He  is 
a member  of  the  Kentucky  Welfare  Association  and 
vice  president  of  the  Kentucky  Chapter  of  the  Amer- 
ican Society  of  Public  Administrators. 

Mrs.  Sally  Taylor  of  the  Ashland-Boyd  County 
Health  Department  assumed  the  presidency  of  the 
Association  during  the  meeting.  She  succeeds  Joseph 
Durbin,  executive  director  of  the  Visiting  Nurses  As- 
sociation, Louisville. 


Mr.  Wester 


Twenty-Six  Physicians  Join 
Ky.  Medical  Association 

The  Kentucky  Medical  Association  has  added  26 
new  members  to  its  roster,  according  to  records  of 
the  membership  department  as  of  May  20. 

New  members  include  Gordon  D.  Betts,  M.D., 
Somerset;  R.  Bailey  Binford,  M.D.,  Russell  Springs; 
Roy  R.  Bontrager,  M.D.,  Whitesburg;  Kirk  Bowman, 
Jr.,  M.D.,  Madisonville;  Jerry  W.  Brackett,  M.D., 
Richmond;  Woody  G.  Burrow,  M.D.,  Paducah;  R.  W. 
Carpenter,  M.D.,  Morehead;  E.  S.  Downs,  M.D., 
Middlesboro;  and  Linda  E.  Eagan,  M.D.,  Richmond. 

Other  new  members  are  T.  A.  Garcia,  M.D.,  Glas- 
gow; William  P.  Glover,  M.D.,  Middlesboro;  John 
A.  Green,  M.D.,  Bowling  Green;  William  C.  Greer, 
M.  D.,  Hopkinsville;  Gordon  Hollins,  M.D.,  Harlan; 
Hal  E.  Houston,  M.D.,  Murray;  Harry  B.  Huntsman, 
M.D.,  Greensburg;  Everett  L.  Kalb,  M.D.,  Murray; 
Henry  B.  Keister,  M.D.,  Mayfield;  and  Prue  W.  Kel- 
ly, M.D.,  Murray. 

Also  included  among  the  new  members  are  Robin- 
son P.  Kirkpatrick,  M.D.,  Danville;  V.  Wayne 
Lowe,  M.D.,  Madisonville;  Jesse  H.  Meredith,  M.D., 
Glasgow;  Frank  E.  Reeder,  M.D.,  Paducah;  E.  D. 


Roberts,  M.D.,  Murray;  W.  Edgar  Waltrip,  M.D., 
Owensboro;  and  Wilbur  H.  Wilson,  M.D.,  Cynthiana. 


Journal  Deadline  Is  15th 

For  the  information  of  all  physicians  and  organi-  i 
zations  planning  to  submit  articles  or  news  items  to 
be  included  in  The  Journal,  the  deadline  for  receiving 
this  information  is  always  the  15th  of  the  month 
preceding  the  month  of  issue.  For  example,  material 
to  appear  in  the  July  issue  must  be  in  the  Journal 
office  no  later  than  June  15. 

The  Journal  staff  is  always  grateful  for  items  sub- 
mitted and  appreciative  of  the  cooperation  shown  by 
contributors  of  information  to  be  considered  for  pub- 
lication. Unfortunately,  in  many  instances,  we  have 
not  been  able  to  include  material  because  it  was  re- 
ceived after  the  deadline. 


{i 

0 

Dr.  Gordon  Lectures  in  London 


Abraham  M.  Gordon,  M.D.,  Louisville,  recently  ^ j' 
returned  from  London,  England,  where  he  lectured  at  li 
the  Wellcome  Museum  and  Library.  His  subject  was 
“Abraham  Lincoln  and  His  Disorder — The  Marfan 
Syndrome.” 


TofightTB- 
find  it  first! 


Make  tuberculin  testing  routine 
with  every  physical  examination. 


TUBERCULIN, TINETEST 

Side  effects  are  possible  but  rare:  vesiculation,  ulceration,  or  necrosis 
at  test  site.  Contraindications:  none,  but  use  with  caution  in  active 
tuberculosis.  Available  in  5’s  and  25's. 


330-8/6135 


The  Journal  ( 


478 


May  1968 


When  ifs  time  for  Thorazine'cMor^Iromazine 


I 

I 

f." 


; 


...can  you  depend  on  less? 


For  profound  calming  effect  in  moderate  to  severe  mental  and 
emotional  disturbances  of  everyday  practice. 

Before  prescribing,  see  complete  information,  including  adverse 
effects  reported  with  phenothiazines  and  symptoms  and  treatment 
of  overdosage,  in  SK&F  literature  or  PDR.  The  following  is  a 
brief  precautionary  statement. 

Contraindications:  Comatose  states  or  the  presence  of  large 
amounts  of  C.N.S.  depressants. 

Precautions:  Potentiation  of  C.N.S.  depressants  may  occur 
(reduce  dosage  of  such  agents  when  used  concomitantly).  Use 
with  caution  in  patients  with  chronic  respiratory  disorders. 
Antiemetic  effect  may  mask  overdosage  of  toxic  drugs  or  obscure 
other  conditions.  Administer  in  pregnancy  only  when  necessary. 
Because  of  possible  drowsiness  use  cautiously  and  warn  patients 
who  operate  vehicles  or  machinery. 

Adverse  Reactions:  Drowsiness;  dry  mouth;  nasal  congestion; 


constipation;  amenorrhea;  miosis;  mild  fever;  weight  gain; 
hypotensive  effects,  sometimes  severe  with  I.M.  administration; 
epinephrine  effects  may  be  reversed;  dermatological  reactions; 
parkinsonism-like  symptoms  on  high  dosages  (in  rare  instances, 
may  persist);  lactation  and  moderate  breast  engorgement 
(in  females  on  high  dosages);  and  less  frequently,  cholestatic 
jaundice  (use  cautiously  in  patients  with  liver  disease).  Adverse 
reactions  occurring  rarely,  include:  mydriasis;  agranulocytosis: 
skin  pigmentation;  epithelial  keratopathy;  lenticular  and 
corneal  deposits  (after  prolonged  substantial  doses). 

Available:  Tablets,  10  mg.,  25  mg.,  50  mg.,  100  mg.  and  200  mg. 
Spansule®  capsules,  30  mg.,  75  mg.,  150  mg.,  200  mg.  and  300  mg 
Injection,  25  mg./cc.;  Syrup,  10  mg./5  cc.;  Suppositories,  25  mg. 
and  100  mg. 

©1967,  1968  Smith  Kline  4 French  Laboratories 

Smith  Kline  & French  Laboratories,  Philadelphia 
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The  relief  received  from  the  first 
Trocinate  400  mg.  tablet  is  so  prompt 
that  the  discomfort  of  diarrhea  ceases 


3n  iWemoriam 


SPALDING  ABELL,  M.D. 

Lexington 

1914-1968 

Spalding  Abell,  M.D.,  54,  a former  Louisville 
physician,  died  March  21  at  Veterans  Hospital,  Lex- 
ington, where  he  had  lived  for  16  years.  Doctor  Abell 
graduated  from  the  University  of  Louisville  School 
of  Medicine  in  1939.  He  served  in  the  Army  Medi- 
cal Corps  during  World  War  II  and  practiced  in 
Louisville  until  he  became  ill  in  1952. 


OSCAR  L.  CAWOOD,  M.D. 

Harlan 

1906-1968 

Oscar  L.  Cawood,  M.D.,  61,  a semi-retired  Harlan 
physician,  died  March  10  at  his  home.  Doctor 
Cawood  graduated  from  the  University  of  Louisville 
School  of  Medicine  in  1935.  He  had  practiced  in 
Harlan  County  for  32  years  and  was  active  in  civic 
affairs. 


HENRY  H.  SWEETS,  JR.,  M.D. 

Formerly  of  Lexington 
1910-1968 

Henry  H.  Sweets,  Jr.,  M.D.,  58,  a former  Lexington 
pathologist,  died  April  1 1 of  a heart  attack  in  Han- 
nibal, Mo.  where  he  was  practicing.  Doctor  Sweets 
graduated  from  the  University  of  Louisville  School 
of  Medicine  in  1937  and  practiced  in  Lexington  from 
1946  to  1950. 


COUNTY  SOCIETY  REPORTS 


McCracken 

The  regular  monthly  meeting  of  the  McCracken 
County  Medical  Society  was  held  March  27  at  Bos- 
well's Restaurant  in  Paducah. 

Items  discussed  at  the  meeting  included  the  local 
school  board  controversy  which  had  been  resolved, 
the  death  of  KMA  Executive  Secretary  J.  P.  Sanford, 
the  Bylaws  of  the  Woman’s  Auxiliary  which  were 
approved,  and  the  decision  to  honor  Julian  Carroll 
and  his  wife  on  Doctor’s  Day. 

Preceding  the  business  meeting,  guest  speaker 
George  Murphy,  M.D.,  St.  Louis,  Mo.,  discussed  “The 
Recognition  and  Prevention  of  Suicide.”  The  talk  was 
followed  by  a question  and  answer  session. 
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KMA  Lists  New  Officers 
Of  County  Societies 


The  following  list  of  recently  named  officers  of 
county  medical  societies  had  been  received  by  KMA 
as  of  April  20,  according  to  the  records  of  the  mem- 
bership department. 


Adair 

President:  Oris  Aaron,  M.D.,  Columbia 
Secretary:  W.  Todd  Jeffries,  M.D.,  Columbia 
Delegate  to  KMA:  James  C.  Salato,  M.D.,  Colum- 
bia 

Alternate:  Millard  C.  Loy,  M.D.,  Columbia 


Bracken 

President:  J.  M.  Stevenson,  M.D.,  Brooksville 
Secretary-Treasurer:  D.  E.  Cummins,  M.D., 

Brooksville 

Delegate  to  KMA:  J.  M.  Stevenson,  M.D. 

Alternate:  D.  E.  Cummins,  M.D. 


Breckinridge 

President:  Harold  W.  Owens,  M.D.,  Irvington 
President-Elect:  James  G.  Sills,  M.D.,  Irvington 
Vice  President:  Carol  James,  M.D.,  Hardinsburg 
Secretary-Treasurer:  William  D.  Hatfield,  M.D., 
Irvington 

Delegate  to  KMA:  James  G.  Sills,  M.D. 
Alternate:  Harold  W.  Owens,  M.D. 

Caldwell  (Effective  July  1) 

President:  Ralph  Cash,  M.D.,  Princeton 
President-Elect:  Frank  Giannini,  M.D.,  Princeton 
Vice  President:  Kenneth  Barnes,  M.D.,  Princeton 
Secretary-Treasurer:  N.  H.  Talley,  M.D.,  Princeton 
Delegate  to  KMA:  Ralph  Cash,  M.D. 

Alternate:  Frank  Giannini,  M.D. 

Calloway 

President:  Charles  D.  Clark,  M.D.,  Murray 
Vice  President:  Conrad  H.  Jones.  M.D.,  Murray 
Secretary-Treasurer:  Charles  W.  Mercer,  M.D., 
Murray 

Delegate  to  KMA:  C.  C.  Lowry,  M.D.,  Murray 
Casey 

President:  Lewis  E.  Wesley,  M.D.,  Liberty 
Secretary-Treasurer:  Cathryn  V.  Cornett,  M.D., 
Liberty 

Delegate  to  KMA:  George  W.  Sweeney,  M.D., 
Liberty 

Christian 

President:  Phillip  Vandeventer,  M.D.,  Hopkinsville 
Vice  President:  Gerald  McCord,  M.D.,  Hopkins- 
ville 

Secretary-Treasurer:  Edwin  R.  Davis,  M.D.,  Hop- 
kinsville 

Delegate  to  KMA:  Norma  Shepherd,  M.D.,  Hop- 
kinsville 

Alternate:  W.  Faxon  Payne,  M.D.,  Hopkinsville 
(Continued  on  Page  482) 
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' • EMPHYSEMA 

• ASTHMA 

• CHRONIC  BRONCHITIS 

• BRONCHIECTASIS 


Each  tablet  contains: 

Potassium  Iodide 195  mg. 

Aminophylline 130  mg. 

Phenobarbital,  Caution:  May  be  habit  forming.  . . 21  mg. 

Ephedrine  HCl 16  mg. 

FEDERAL  L.AW  PROHIBITS 
DISPENSING  WITHOUT  PRESCRIPTION 


Precautions:  Usual  for  aminophylline-ephedrine- 
phenobarbital.  Iodides  may  cause  nausea,  long  use 
may  cause  goiter.  Discontinue  if  symptoms  of 
iodism  develop. 

Iodide  contraindications:  tuberculosis,  pregnancy. 
DOS.4GE 

One  tablet,  with  full  glass  of 
water,  3 or  4 times  daily. 

Dispensed  in  bottles  of  100  and  1000  tablets. 

MUDR.ANE  GG — Formula,  dosage  and  package  identi- 
cal to  Mudrane — except — 100  mg.  glyceryl  guaiacolate 
replaces  the  potassium  iodide.  The  value  of  Mudrane 
cannot  be  enjoyed  by  a small  group  in  which  K.I.  is 
contraindicated.  Mudrane  GG  is  prepared  for  this  group. 

MUDR.4NE  GG  ELIXIR — Four  5 cc  teaspoonfuls  is 
equivalent  to  one  Mudrane  GG  tablet.  Dosage  adjusted 
to  age  and  weight  of  child.  Mudrane  GG  Elixir  is  for 
pediatric  patients  and  those  who  think  they  cannot  swal- 
low tablets.  Dispensed  in  pint  and  half  gallon  bottles. 

WM.  P.  POYTHRESS  & CO.,  INC. 

RICHMOND,  VIRGINIA  23217 
Manujacturersoj  ethical  pharmaceuticais  since  1856 
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Medical  Practice  Available 

Well  established  excellent  medical 
practice  available  with  all  records, 
complete  clinical  laboratory,  business 
equipment,  instruments  and  furniture 
in  new  building  with  five  other 
doctors  and  two  dentists.  Will  discuss 
arrangements.  Available  now.  Health 
is  forcing  retirement. 

Reply:  Kentucky  Medical  Association 
Department  568 
3532  Janet  Avenue 
Louisville,  Kentucky  40205 


KEUTUCKY 


Where  your 
dollars  go  farther 

I 1 

I Department  of  Public  Information,  | 

I Section  PDB  I 

I Copitol  Annex,  Frankfort,  Kentucky  40601  i 

I Please  send,  without  obligation,  informo*  | 
tion  on  Kentucky's  40  state  and  national  I 
I parks,  the  finest  In  the  nation.  i 


Name 

Street 

Address. 


Zip 

Code - I 

I 

State  and  National  Parks 


The  finest 
in  the  nation. 


(Continued  from  Page  481) 

Clay 

President:  J.  L.  Beckwell,  M.D.,  Manchester 
Vice  President:  Ira  Wheeler,  M.D.,  Oneida 
Secretary-Treasurer:  W.  E.  Becknell,  M.D.,  Man- 
chester 

Delegate  to  KM  A:  W .E.  Becknell,  M.D. 

Alternate:  Ira  F.  Wheeler,  M.D. 

Crittenden 

President:  James  O.  Nall,  M.D.,  Marion 
Secretary-Treasurer:  Richard  M.  Brandon,  M.D., 
Marion 

Delegate  to  KM  A:  Richard  M.  Brandon,  M.D. 
Alternate:  James  O.  Nall,  M.D. 

Estill 

President:  C.  E.  Terry,  M.D.,  Irvine 
President-Elect:  S.  G.  Marcum,  M.D.,  Irvine 
Secretary-Treasurer:  Virginia  Wallace,  M.D.,  Ir- 
vine 

Delegate  to  KMA:  C.  E.  Terry,  M.D. 

Fayette 

President:  David  B.  Stevens,  M.D.,  Lexington 
President-Elect:  David  A.  Hull,  M.D.,  Lexington 
Vice  President:  Leslie  W.  Blakey,  M.D.,  Lexington 
Secretary-Treasurer:  Richard  B.  McElvein,  M.D., 
Lexington 

Delegates  to  KMA:  John  F.  Berry,  Jr.,  M.D.,  Lex- 
ington 

Leslie  W.  Blakey,  M.D. 

M.  Cary  Blaydes,  M.D.,  Lexington 
Peter  P.  Bosomworth,  M.D.,  Lexington 

N.  Lewis  Bosworth,  M.D.,  Lexington 
Thomson  R.  Bryant.  Jr.,  M.D.,  Lexington 
Winston  L.  Burke,  M.D.,  Lexington 
Carl  H.  Fortune,  M.D.,  Lexington 
David  A.  Hull,  M.D. 

Irving  F.  Kanner,  M.D.,  Lexington 
Richard  B.  McElvein,  M.D. 

David  B.  Stevens,  M.D. 

Richard  D.  Floyd,  M.D.,  Lexington 
Alternates:  Bush  A.  Hunter,  M.D.,  Lexington 
Carl  H.  Scott,  M.D.,  Lexington 

Franklin 

President:  James  T.  Ramsey,  M.D.,  Frankfort 
President-Elect:  Carl  Shroat,  M.D.,  Frankfort 
Secretary-Treasurer:  Sanford  L.  Weiler,  M.D., 

Frankfort 

Delegates  to  KMA:  Sanford  L.  Weiler,  M.D. 

Harold  Johnson,  M.D.,  Frankfort 
Alternates:  Carl  Shroat,  M.D. 

Dallas  C.  Hagg,  M.D.,  Frankfort 

Garrard 

President:  O.  S.  Playforth,  M.D.,  Lancaster 
Vice  President:  Paul  E.  Lett,  M.D.,  Lancaster 
Secretary-Treasurer:  Paul  J.  Sides,  M.D.,  Lan- 

caster 

Delegate  to  KMA:  Paul  J.  Sides,  M.D. 

Alternate:  O.  S.  Playforth,  M.D. 

(Continued  on  Page  484) 
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B and  C vitamins  aid  therapy: 
Nausea,  vomiting,  and  severe 
diarrhea  may  seriously  interfere 
with  the  digestion  and  absorp- 
tion of  nutrients.  STRESSCAPS 
capsules,  containing  therapeu- 
tic quantities  of  vitamins  B and 
C,  may  help  meet  the  needs  of 
these  patients.  In  digestive  dis- 
orders, as  in  many  stress  condi- 
tions, STRESSCAPS  vitamins 

aid  therapy.  334— 8-6471 


Each  capsule  contains: 

Vitamin  B,  (as  Thiamine 

Mononitrate)  10  mg 

Vitamin  Bj  (Riboflavin) 10  mg 

Vitamin  B^  (Pyridoxine  HCI)  ...  2 mg 

Vitamin  B,,  Crystalline 4 mcgm 

Vitamin  C (Ascorbic  Acid) 300  mg 

Niacinamide 100  mg 

Calcium  Pantothenate 20  mg 


Recommended  intake:  Adults,  1 capsule 
daily,  for  the  treatment  of  vitamin  deficien- 
cies. Supplied  in  decorative  "reminder” 
jars  of  30  and  100. 

LEDERLE  LABORATORIES, 

A Division  of  American 

Cyanamid  Company,  Pearl  River,  N.Y. 


STRESSCAPS 

Stress  Formula  B+C  Vitamins  Lederle 
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House  Doctor 

Openings  July  1,  1968.  Must  be 
eligible  for  Kentucky  License 
Registration.  Foreign  graduates 
must  have  E.C.F.M.G.  and  im- 
migrant visa.  Salary  depending  on 
qualifications  — starting  $15,000 
annually.  Attractive  working 
hours.  For  further  information 
apply  Dr.  Paul  A.  Keeney,  SS. 
Mary  & Elizabeth  Hospital,  4400 
Churchman,  Louisville,  Kentucky 
40215. 


(Continued  from  Page  482) 

Grayson 

President:  J.  Reno  Buckles,  M.D.,  Millwood 
Vice  President:  C.  L.  Bland,  M.D.,  Leitchfield 
President-Elect:  Ray  A.  Cave,  M.D.,  Leitchfield 
Secretary-Treasurer:  Ralph  G.  Thomas,  M.D., 

Leitchfield 

Delegate  to  KMA:  A.  L.  Embry,  M.D.,  Millwood 
Alternate:  Ralph  G.  Thomas,  M.D. 

Greenup 

President:  C.  B.  Johnson,  M.D.,  Russell 
Vice  President:  Virgil  Skaggs,  M.D.,  Russell 
Secretary-Treasurer:  C.  I.  Haeberle,  M.D.,  Russell 
Delegate  to  KMA:  Billy  Riddle,  M.D.,  South 
Shore 

Alternate:  Adrian  N.  Collins,  M.D.,  South  Shore 
Hardin 

President:  Michael  A.  Greenwell,  M.D.,  Elizabeth- 
town 

Vice  President:  Ollie  B.  Emerine,  M.D.,  Elizabeth- 
town 

Secretary-Treasurer:  William  R.  Handley,  M.D., 
Elizabethtown 

Delegate  to  KMA:  Fred  C.  Rainey,  M.D.,  Eliza- 
bethtown 

Alternate:  William  H.  Barnard,  M.D.,  Elizabeth- 
town 

Harrison 

President:  Henry  H.  Moody,  M.D.,  Cynthiana 
Vice  President:  H.  Tod  Smiser,  M.D.,  Cynthiana 
Secretary-Treasurer:  Wilbur  H.  Wilson,  M.D.,  Cyn- 
thiana 

Delegate  to  KMA:  Henry  H.  Moody,  M.D. 
Alternate:  Wilbur  H.  Wilson,  M.D. 

Hart 

President:  Robert  Upton,  M.D..  Munfordville 
Vice  President:  G.  P.  Peterson,  M.D.,  Horse  Cave 
Secretary-Treasurer:  James  E.  McAfee,  M.D., 

Horse  Cave 

Delegate  to  KMA:  James  E.  McAfee.  M.D. 
Alternate:  K.  M.  Hill,  Jr.,  M.D.,  Horse  Cave 

Jackson 

Secretary:  Donald  L.  Petersen,  M.D.,  McKee 
Delegate  to  KMA:  Donald  L.  Petersen,  M.D. 

Jessamine 

President:  V.  C.  Gillispie,  M.D.,  Wilmore 
President-Elect:  V.  C.  Gillispie,  M.D. 
Secretary-Treasurer:  J.  Sankey  Williams,  M.D., 
Nicholasville 

Delegate  to  KMA:  J.  Sankey  Williams.  M.D. 
Johnson 

President:  Lon  C.  Hall,  M.D.,  Paintsville 
Vice  President:  Maurice  M.  Hall,  M.D.,  Paintsville 
Secretary-Treasurer:  Paul  B.  Hall,  M.D.,  Paintsville 
Delegate  to  KMA:  (to  be  selected) 

(Continued  on  Page  486) 
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i\feariness 
vithout  cause” 

Psychic  tension 
with  depressive 
symptomatology? 

“For  weeks  I’ve  done 
practically  nothing  and 
I’m  always  tired.  I wake 
) tired  and  I go  to  bed  tired.  It’s  really  absurd.” 

' hen  the  patient  complains  of  fatigue,  and  you  can 
' d no  organic  cause,  you  recognize  that  it  may  serve 
1 r as  a means  of  avoiding  responsibilities  or  facing 
emotional  problem.  It  is,  in  effect,  a psychological 
treat  behind  a somatic  cover  of  continuous  fatigue 
one  of  the  many  depressive  symptoms  often  asso- 
ited  with  psychic  tension. 

e needs  counsel  and  reassurance,  and  perhaps  a 
inquilizer  to  attenuate  excessive  tension  and  help 
store  the  capacity  to  cope.  As  an  aid  to  successful 
unagement,  consider  the  value  of  Valium®  (diaz- 
am).  As  psychic  tension  is  eased  by  Valium  therapy, 


secondary  depressive  symptoms  too  may  subside. The 
patient  feels  more  capable,  therefore  more  hopeful; 
better  able  to  handle  situations  of  intense  stress. 


fore  prescribing,  please  consult  complete  product  infor- 
iition,  a summary  of  which  follows: 

;Jications:  Tension  and  anxiety  states;  somatic  complaints 
'ich  are  concomitants  of  emotional  factors;  psychoneurotic 
: tes  manifested  by  tension,  anxiety,  apprehension,  fatigue, 
rressive  symptoms  or  agitation;  acute  agitation,  tremor,  de- 
um  tremens  and  hallucinosis  due  to  acute  alcohol  withdrawal; 
unctively  in:  skeletal  muscle  spasm  due  to  reflex  spasm  to 
al  pathology,  .spasticity  caused  by  upper  motor  neuron  dis- 
< ers;  athetosis,  stiff-man  syndrome,  convulsive  disorders  (not 
I sole  therapy). 

t ntraindications : Known  hypersensitivity  to  drug;  children 
-ler6  months  of  age;  acute  narrow  angle  glaucoma;  may  be 
■ d in  patients  with  open  angle  glaucoma  who  are  receiving 
;aropriate  therapy. 

hrnings:  Not  of  value  in  treatment  of  psychotic  patients, 
il  should  not  be  employed  in  lieu  of  appropriate  treatment. 

I with  most  CNS-acting  drugs,  caution  patients  against  haz- 
|lous  occupations  requiring  complete  mental  alertness  {e.g., 
j’rating  machinery,  driving).  When  used  adjunctively  in  con- 
Isive  disorders,  possibility  of  increase  in  frequency  and/or 
'erity  of  grand  mal  seizures  may  require  increase  in  dosage  of 
jndard  anticonvulsant  medication;  abrupt  withdrawal  in  such 
ies  may  also  be  associated  with  temporary  increase  in  fre- 
I ncy  and/or  severity  of  seizures.  Advise  patients  against  si- 
'Itaneous  ingestion  of  alcohol  and  other  CNS  depressants, 
chdrawal  symptoms  (similar  to  those  with  barbiturates  and 
ihol)  have  occurred  following  abrupt  discontinuance.  Keep 
diction-prone  individuals  (such  as  drug  addicts  or  alcoholics) 
ler  careful  surveillance  because  of  their  predisposition  to 
I'ltuation  and  dependence.  Use  of  any  drug  in  pregnancy, 
ation  or  in  women  of  childbearing  age  requires  that  potential 
I efit  be  weighed  against  possible  hazard, 
rcautions:  If  combined  with  other  psychotropics  or  anti- 
jvulsants,  carefully  consider  individual  pharmacologic  effects 
l^rticularly  with  known  compounds  which  may  potentiate 
on  of  Valium,  such  as  phenothiazines,  narcotics,  barbiturates, 
0 inhibitors  and  other  antidepressants.  Employ  usual  pre- 
aons  in  the  severely  depressed  or  in  those  with  latent  depres- 
; suicidal  tendencies  may  be  present  and  protective  mea- 


sures necessary.  Observe  usual  precautions  in  impaired  renal  or 
hepatic  function.  Limit  dosage  to  smallest  effective  amount  in 
elderly  and  debilitated  to  preclude  ataxia  or  oversedation  (ini- 
tially 2 to  2 /’  mg  once  or  twice  daily,  increasing  gradually  as 
needed  or  tolerated). 

Adverse  Reactions:  Side  effects  most  commonly  reported: 
drowsiness,  fatigue  and  ataxia.  Infrequently  encountered:  con- 
fusion, constipation,  depression,  diplopia,  dysarthria,  headache, 
hypotension,  incontinence,  jaundice,  changes  in  libido,  nausea, 
changes  in  salivation,  skin  rash,  slurred  speech,  tremor,  urinary 
retention,  vertigo  and  blurred  vision.  Paradoxical  reactions  such 
as  acute  hyperexcited  states,  anxiety,  hallucinations,  increased 
muscle  spasticity',  insomnia,  rage,  sleep  disturbances  and  stimu- 
lation have  been  reported;  should  these  occur,  use  of  the  drug 
should  be  discontinued.  Because  of  isolated  reports  of  neutro- 
penia and  jaundice,  periodic  blood  counts  and  liver  function 
tests  are  advisable  during  long-term  therapy.  Minor  changes  in 
EEG  patterns  (low-voltage  fast  activity)  observed  during  and 
after  therapy  and  are  of  no  known  significance. 

Dosage:  Individualize  for  maximum  beneficial  effect.  Adults: 
Tension,  anxiety  and  psychoneurotic  states,  2 to  10  mg  b.i.d.  to 
q.i.d.;  alcoholism,  10  mg  t.i.d.  or  q.i.d.  in  first  24  hours,  then  5 mg 
t.i.d.  or  q.i.d.  as  needed;  adjunctively  in  skeletal  muscle  spasm, 
2 to  10  mg  t.i.d.  or  q.i.d.;  adjunctively  in  convulsive  disorders, 
2 to  10  mg  b.i.d.  to  q.i.d.  Geriatric  or  debilitated  patients:  2 to 
IVz  mg,  1 or  2 times  daily  initially,  increasing  as  needed  and 
tolerated.  (See  Precautions.)  Children:  1 to  214  mg  t.i.d.  or 

q.i.d.  initially,  increasing  as  needed 
..  and  tolerated  (not  for  use  under 

rvOCrl0  6 months). 

Supplied:  Valium®  (diazepam) 
Tablets,  2 mg,  5 mg,  and  10  mg; 
bottles  of  50,  100  and  500. 

\&.llUrrr  (diazepam) 

helps  relieve  psychic  tension 

with  associated  depressive  symptoms 


LABORATORIES 

Division  of  Hoffmann -La  Roche  Inc. 
Nutley.  New  Jersey  07110 


Synirin  provides  prompt  barbiturate  potentia- 


(Continued  from  Page  484) 

Knott 

President:  D.  G.  Barker,  M.D.,  Hindman 
President-Elect:  Gene  T.  Watts,  M.D.,  Hindman 
Vice  President:  Gene  T.  Watts,  M.D. 
Secretary-Treasurer:  Gene  T.  Watts,  M.D. 

Delegate  to  KMA:  D.  G.  Barker,  M.D. 

Alternate  : Gene  T.  Watts,  M.D. 

Laurel 

President:  Paul  R.  Smith,  M.D.,  London 
Vice  President:  C.  A.  Wathen,  M.D.,  London 
Secretary-Treasurer:  Boyce  E.  Jones,  M.D.,  Lon- 
don 

Delegate  to  KMA:  Paul  R.  Smith,  M.D. 

Alternate:  Samuel  Adams,  M.D.,  London 

Lawrence 

President:  Norman  E.  Edwards,  M.D.,  Louisa 
Vice  President:  Arthur  B.  Richards,  M.D.,  Louisa 
Secretary-Treasurer:  George  P.  Carter,  M.D., 
Louisa 

Delegate  to  KMA:  Lloyd  M.  L.  Browning,  M.D., 
Louisa 

Alternate:  Norman  E.  Edwards,  M.D. 

Madison 

President:  William  D.  Epling,  M.D.,  Berea 
Vice  President:  William  G.  Clouse,  M.D.,  Rich- 
mond 

Secretary-Treasurer:  Charles  R.  Harris,  M.D., 
Berea 

Delegates  to  KMA:  Clifford  F.  Kerby,  M.D.,  Berea 
R.  Eugene  Bowling,  M.D.,  Richmond 
Alternates:  Dwight  L.  Blackburn,  M.D.,  Berea 
Jerry  Brackett,  M.D.,  Richmond 

Menifee 

President:  D.  L.  Graves,  M.D.,  Frenchburg 
Vice  President:  C.  M.  Brand,  M.D.,  Frenchburg 
Secretary-Treasurer:  D.  L.  Graves,  M.D. 

Morgan 

President:  M.  L.  Peyton,  M.D.,  West  Liberty 
President-Elect:  M.  L.  Peyton,  M.D. 

Vice  President:  George  Bellamy,  M.D.,  West  Lib- 
erty 

Secretary-Treasurer:  Alec  Spencer,  M.D.,  West 

Liberty 

Delegate  to  KMA:  George  Bellamy,  M.D. 

Alternate:  M.  L.  Peyton,  M.D. 

Muhlenberg 

President:  Joseph  Boggess,  M.D.,  Central  City 
Vice  President:  James  Brashear,  M.D.,  Central 
City 

Secretary-Treasurer:  Robert  E.  Robbins,  M.D., 
Greenville 

Delegate  to  KMA:  Robert  E.  Robbins,  M.D. 

Alternate:  Mark  A.  Judge,  M.D.,  Central  City 

Nelson 

President:  William  Yates,  M.D.,  Bloomfield 
Vice  President:  Charles  B.  Spalding,  M.D.,  Bards-  j 
town  1 

May  1968  • The  Jonrna  f 


486 


Secretary-Treasurer;  John  J.  Sonne,  M.D.,  Bards- 
town 

Delegate  to  KM  A:  Emmett  Wood,  M.D.,  Bards- 
town 

Alternate:  Kenneth  L.  Stinnett,  M.D.,  Bardstown 
Nicholas 
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DORSEY 


this  issue: 
serous  otitis  media 
an  originai  articie 
by  Robert  H.  Lofgren,  M.D. 


A journal  within  a journal  published  periodically  in  the  inter- 
ests of  better  medicine  by  Dorsey  Laboratories,  a division  of 
The  Wander  Company,  Lincoln,  Nebraska  68501.  Address 
communications  to  Keith  W.  Sehnert,  M.D.,  Medical  Director. 


sinusitis 


t 


he 

complaining 
earache- 
key  to 

serous  otitis  media 


Robert  H.  Lofgren,  M.D. 

Associate  Surgeon,  Massachusetts  Eye  and  Ear  Infirmary,  Boston,  Massachusetts 


nasal  allergy 
deviated  sept 


aerotttis 


occluded  Eustachiai^ 

I 


adenoids  (enlarged) 


Serous  otitis  media  is  probably  the  most  common 
ear  problem  in  children,  especially  in  the  winter- 
time. Diagnosis  is  usually  easy  in  adults,  but  may  be 
quite  difficult  in  children,  especially  the  very  young 
child  where  one  has  to  depend  almost  entirely  on 
the  physical  findings. 

The  symptoms  of  serous  otitis  are  a fullness  in  the 
ear,  a mild  hearing  loss  and  mild  earache.  The  ear- 
ache can  best  be  described  as  a "complaining  ear- 
ache” instead  of  a "screaming  earache”  as  found  in 
purulent  otitis  media.  A young  child  may  be  irritable 
and  pull  at  the  ear.  In  milder  cases,  and  as  the  ear 
recovers,  gurgling  and  popping  noises  can  be  heard 
in  the  ear. 

On  examination  one  may  see  a yellow  tympanic 
membrane  and  if  a fluid  level  is  present  the  diag- 
nosis becomes  easy.  However,  the  eardrum  may  be 
dull  gray,  or  slightly  pink,  or  even  perfectly  normal. 
Pneumomassage  using  a Siegle  otoscope  or  a closed- 
head  electric  otoscope  must  be  done  on  both  ears, 
otherwise  the  diagnosis  will  be  frequently  missed. 
Attempted  movement  of  the  drum  with  the  pneu- 
matic otoscope  produces  either  a sluggish  motion 
of  the  drum  or  no  motion  at  all  instead  of  the  easily 
movable  normal  drum.  The  Rinne  test  is  negative 
and  there  is  a 15-20  decibel  conductive  hearing  loss. 
The  bone  conduction  may  be  better  than  normal  and 
an  air-bone  gap  may  exist  even  with  the  air  conduc- 
tion within  normal  limits.  Occasionally  one  finds  a 


false  nerve  deafness  on  the  audiogram  when  thi 
glue-like  fluid  causes  immobility  of  both  the  ov 
and  round  window.  Both  conditions  return  to  nt 
mal  when  the  fluid  is  removed,  but  they  make  t 
interpretation  of  screening  audiograms  very  difficu 

There  is  no  single  cause  for  serous  otitis.  One  f; 
tor  always  present  is  blockage  of  the  eustachi 
tube,  but  this  alone  is  not  enough  to  produce  flu 
There  must  also  be  an  inflammatory  reaction.  Blo< 
age  of  the  eustachian  tube  may  be  caused  by  ma 
conditions.  In  children  the  most  common  cause- 
enlarged  adenoids.  In  the  summer  the  next  m^ : 
common  cause  is  allergy.  Upper  respiratory  inf  ■ 
tions  or  influenza  are  common  causes  in  the  wint . 
Nasal  allergy,  acute  and  chronic  sinusitis,  nasal  S'  - 
tal  deformity  and  cleft  palate  can  all  cause  eus  ■ 
chian  tube  obstruction.  Some  children  may  havM 
congenitally  small  eustachian  tube,  but  fortunat  / 
they  usually  "grow  out  of  the  problem,” 

the  first  sign  of  a nasopharyngeal  tumor  is  ofte  i 
serous  otitis.  One  must  always  rule  this  out  in 
adult  who  later  in  life  develops  repeated  or  pets  • ^ 
ing  serous  otitis.  Causes  sometimes  overlooked  f 
nasogastric  tubes  after  surgery,  simple  obesity  ; J 
cardiorenal  disease,  which  may  produce  congest  U 
in  the  mucosal  lining  of  the  eustachian  tube.  Inl'-4 
cent  years  we  have  been  seeing  a new  cause— at 
otitis  media,  where  the  patient  is  adequately 
with  antibiotics  but  where  drainage  has  not  b* 


•,ablished  either  through  the  eardrum  or  down  the 
,,tachian  tube.  A sterile  exudate  is  left  in  the  mid- 
i ■ ear. 


times  a day,  by  taking  a deep  breath,  holding  the 
nose  and  blowing  hard  against  the  closed  lips  for  a 
second  or  two. 


le  inflammatory  response  may  be  caused  by  a 
rrked  negative  pressure  as  in  air  otitis  from  flying, 
) t may  be  from  a mild  bacterial  or  viral  infection 
rthe  middle  ear.  Serous  fluid  is  a good  culture 
rdium  and  will  frequently  go  on  to  purulent  otitis 
ndia,  especially  if  the  original  blockage  was  caused 
■)  an  infectious  process  such  as  acute  rhinitis  or 
i.  noiditis.  When  the  infection  heals  there  may  be 
;c,'ring  in  the  middle  ear  mucosa.  Mucous  glands 
1'  elop  in  this  tissue  and  pour  out  a thick  mucoid 
rterial.  This  ear  usually  looks  normal  until  a 
) ■umatic  otoscope  is  used.  The  objectives  in  treat- 
r serous  otitis  are  to  remove  the  obstructing  agent 
id  to  provide  drainage  from  the  middle  ear.  Often 
I . can  be  accomplished  by  decongestants  and  nose 
J ps.  If  large  obstructing  adenoids  are  present  they 
il  uld  be  removed.  Sinusitis  should  be  treated  with 
>)1  decongestants  or  nose  drops,  plus  antibiotics 
v?re  indicated.  Nasopharyngeal  tumors  should  be 
tilted.  Allergies  should  be  treated  with  antihista- 
.T(ies  and,  where  indicated,  by  desensitization. 


lljhe  fluid  does  not  clear  with  medical  treatment 
V hin  a week  or  two,  a myringotomy  should  be 
djie.  If  there  is  a question  of  active  infection  or  if 
tlj  fluid  looks  purulent,  as  is  seen  at  the  conclusion 
ojicute  otitis,  cultures  are  taken.  On  adults  this  can 
b done  in  the  office  without  anesthesia.  It  is  no 
njre  painful  than  an  intravenous  needle  for  a blood 
t(l:.  A good  safe  topical  anesthetic  has  a tremen- 
das  psychological  value  to  the  patient.  Children 
u^Jer  the  age  of  1 require  no  anesthesia.  Between 
rl  ages  of  1 and  3 anesthesia  is  not  absolutely  es- 
>'  tial  although  a general  anesthetic  may  be  used  to 
Did  the  child’s  possible  mistrust  at  follow-up  ex- 
I inations.  I usually  do  the  myringotomy  at  the 
iijie  time  as  the  adenoidectomy  if  the  adenoids  are 
“jarged.  Once  drainage  has  been  established  with 
Ijongestants  or  by  myringotomy,  positive  pressure 
i|ation  of  the  middle  ear  is  invaluable  in  forcing 
)'  the  serous  fluid  and  keeping  it  from  reforming. 

patient  can  do  this  himself  by  performing  the 
Msalva  maneuver.  This  should  be  done  several 


«I| 


In  resistant  cases  where  the  fluid  refotms  as  soon  as 
the  myringotomy  heals,  small  polyethylene  tubes 
are  inserted  through  the  myringotomy  site.  Insertion 
of  the  tubes,  even  in  adults,  usually  requires  an 
anesthetic.  Good  anesthesia  can  be  obtained  by  in- 
filtrating the  canal  wall  with  a local  anesthetic,  using 
a #27  needle.  Once  inserted  the  patient  has  no  sen- 
sation of  the  tubes’  presence.  Be  careful  to  caution 
the  patient  or  parents  not  to  allow  any  watet  to  get 
into  the  ear  canal  while  a myringotomy  is  open  or  a 
tube  is  in  place.  Water  can  be  kept  out  by  a pledget 
of  lamb’s  wool  in  the  ear  canal  or  a cotton  pledget 
thickly  coated  on  the  outside  with  petroleum  jelly. 
I check  these  patients  a week  after  a myringotomy 
to  be  sure  it  is  healed  and  at  two  month  intervals 
until  the  tubes  have  fallen  out,  usually  within  three 
to  six  months  after  insertion. 

The  mucoid  type  of  fluid  is  so  thick  and  tenacious 
that  it  is  appropriately  called  a glue  ear.  It  is  aspi- 
rated only  with  difficulty  through  the  eardrum,  and 
occasionally  must  be  removed  through  a tympan- 
otomy. This  thick,  glue-like  fluid  is  prone  to  recur, 
as  the  myringotomy  usually  heals  long  before  the 
mucous  membrane  has  returned  to  normal.  Repeated 
myringotomies,  as  many  as  ten  or  twenty,  were  for- 
merly required  for  this  condition.  Now  polyethyl- 
ene tubes  are  inserted  initially  when  this  thick,  glue- 
like material  is  found.  At  times  a subacute  mastoid- 
itis may  accompany  the  serous  otitis,  which  will 
necessitate  a simple  mastoidectomy  before  the  con- 
dition can  be  eradicated.  Usually  the  thin  serous 
fluid  readily  responds  to  decongestants  or  to  a myr- 
ingotomy and  removal  of  the  eustachian  tube  ob- 
struction. Occasionally,  however,  even  serous  fluid 
will  repeatedly  reform.  For  this,  resection  of  the 
tympanic  plexus  of  nerves  which  lies  on  the  prom- 
ontory of  the  middle  ear  has  been  carried  out,  as  the 
tympanic  branch  of  the  glossopharyngeal  nerve  is 
the  secretomotor  nerve  to  the  ear. 

failure  to  diagnose  serous  otitis  is  the  most  common 
cause  of  the  recurrent,  almost  continuous  otitis  me- 
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dia  seen  in  young  children.  In  these  cases  a myrin- 
gotomy will  frequently  provide  a long-term  cure 
without  adenoidectomy  or  any  other  surgery.  Fail- 
ure to  do  this  may  allow  the  condition  to  go  on  to 
acute  or  subacute  mastoiditis.  Adhesive  otitis  media 
with  scar  tissue  binding  down  the  ossicles  or  tym- 
panosclerosis may  also  result  with  permanent  im- 
pairment of  hearing.  The  prognosis  for  hearing 
with  adhesive  otitis  or  tympanosclerosis  is  usually 
poor.  If  the  adhesions  are  removed,  they  reform, 
and  the  same  is  frequently  true  of  tympanosclerosis 
even  after  a tympanoplasty.  For  many  of  these  peo- 
ple a hearing  aid  is  the  only  solution.  The  constant 
negative  pressure  in  long  standing  serous  otitis  me- 
dia may  draw  in  either  Schrapnell’s  membrane  or 
the  posterior  superior  portion  of  the  eardrum  form- 
ing a pocket  to  cause  a chronic  otitis  media  with 
cholesteatoma,  which  may  not  become  apparent  un- 
til twenty  or  thirty  years  later. 

The  non-medical  complications  of  improper  diag- 
nosis or  treatment  may  be  even  more  serious.  The 
irritable  child,  the  frequent  bouts  of  acute  purulent 
otitis  media  with  pain  and  fever,  the  expense  of  anti- 
biotics and  doctors,  and  the  time  lost  from  school  or 
work  affect  the  entire  family. 


You  can  relieve  his 
congestion  and  sniffles 
and  her  concern 
with  ' 

“The  Orange  Medicine' 


In  summary,  serous  otitis  has  many  causes.  There  is 
a blocking  of  the  eustachian  tube  and  an  inflamma- 
tory reaction  in  the  middle  ear  mucosa,  the  latter 
usually  caused  by  a mild  infection.  The  treatment  is 
to  provide  immediate  drainage  by  decongestants 
and  where  necessary,  by  a myringotomy.  The  ob- 
structing agent  must  be  removed  by  surgery  if  it  is 
adenoid  or  by  oral  decongestants,  and  antihista- 
mines or  nasal  spray  if  it  is  an  upper  respiratory 
infection  or  allergy.  Occasionally  resistant  cases  re- 
quire plastic  tubes  placed  through  the  eardrum  or 
other  more  radical  surgery.  Failure  to  treat  properly 
leads  to  hearing  loss  which  may  be  permanent,  re- 
peated acute  otitis  media  or  possibly  even  chronic 
otitis  media  with  cholesteatoma. 
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TRIAMINICSYRUP! 

Each  teaspoonful  (5  ml.)  contains:  phenylpropanol  l 
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ness.  Use  with  caution  in  patients  with  hyperten 
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Technical  Advisory  Committee  on  Indigent 
Medical  Care 

(Title  XIX  of  the  Social  Security  Act) 

Carroll  H.  Robie,  Jr.,  M.D.,  Louisville,  Chairman 

KMA  Headquarters  Office  February  1 , 1 968 

The  Technical  Advisory  Committee  on  Indigent 
Medical  Care  met  February  1.  Special  guest  at  this 
meeting  was  Mr.  Allen  Brands,  Pharmacy  Liaison 
Representative  of  the  Public  Health  Service  in  Was- 
ington,  D.C.,  who  discussed  the  duties  of  a special 
task  force  on  prescription  drugs,  organized  under 
the  Department  of  HEW,  to  examine  a number  of 
factors  involved  with  the  use  and  purchase  of  pre- 
scription drugs.  Mr.  Brands  requested  information  on 
the  drug  program  in  Kentucky. 

Other  guests  at  this  meeting  included  staff  mem- 
bers of  the  Medical  Assistance  Program  in  Kentucky, 
Mr.  Evan  Ray,  Director;  and  Miss  Jean  Thomas, 
R.  Ph.,  Pharmaceutical  Representative. 

Committee  on  School  Health,  Physical 

Education  and  Medical  Aspects  of  Sports 

O.  B.  Murphy,  M.D.,  Lexington,  Chairman 

KMA  Headquarters  Office  February  1,  1968 

The  Committee  on  School  Health,  Physical  Educa- 
tion and  Medical  Aspects  of  Sports  recently  held  its 
first  meeting  under  the  new  KMA  organizational 
structure  and  oultined  its  immediate  and  future 
committee  plans.  Each  committee  member  presented 
the  school  health  activities  being  conducted  in  his 
local  area  and  suggested  methods  for  up-grading  these 
activities. 

A lengthy  discussion  was  held  on  governmental 
programs,  and  the  need  for  strong  county  medical 
society  health  committees  was  stressed.  The  commit- 
tee members  also  reviewed  their  plans  to  present  an 
exhibit  at  the  KEA  Annual  Meeting  in  Louisville  dur- 
ing April  and  set  April  11  as  the  next  meeting  of 
their  committee. 

Advisory  Committee  on  Title  XVIII 
(Social  Security  Act) 

Paul  J.  Parks,  M.D.,  Bowling  Green,  Chairman 

KMA  Headquarters  Office  February  7,  1968 

The  Advisory  Committee  on  Title  XVIII  met  on 
February  7 with  Messrs.  Duane  Harper  and  Doug 
Sutherland  of  the  Blue  Cross  Hospital  Plan,  Inc., 
Louisville,  in  attendance  at  the  morning  session  to 
discuss  Extended  Care  Facilities  and  Utilization  Re- 
view. 

Present  at  the  afternoon  session  of  this  meeting 
was  Mr.  Don  Smith,  manager  of  the  Lexington  of- 
fice of  the  Metropolitan  Life  Insurance  Company, 
who  discussed  Metropolitan’s  program  as  fiscal  agent 
for  Part  B of  Medicare  and  the  1967  Amendments  to 
the  Social  Security  Act. 


legislation  included  the  Kentucky  Medical  Associa- 
tion, the  Kentucky  Society  of  Pathologists,  the  Ken- 
tucky State  Society  of  Medical  Technologists,  the 
Kentucky  Hospital  Association  and  the  Kentucky 
State  Department  of  Health.  Implementation  of  the 
provisions  of  the  Kentucky  Medical  Laboratory  Act 
should  contribute  substantially  toward  improving  the 
quality  of  laboratory  practice  in  Kentucky. 


An  Analysis  of  993  Patients 

(Continued  from  Page  442) 
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TofightTB- 
find  it  first! 

Make  tuberculin  testing  routine 
with  every  physical  examination. 


TUBERCULIN, TINE  TEST 

7 (Rosenthal) 

Side  effects  are  possible  but  rare:  vesiculation.  ulceration,  or  necrosis 
at  test  site.  Contraindications:  none,  but  use  with  caution  in  active 
tuberculosis.  Available  in  5's  and  25's. 
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“When  you’re  finished  with  baby, 
maybe  you  can  teii  me  what  I can  do  about  my  extra  pounds.” 
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Get  them  while 
they’re  easily  reversible 


Obesity  doesn’t  happen  suddenly.  This  insidious  process  has  its  beginning— and  the 
chances  of  reversing  it  are  better— during  the  first  10  to  15  pounds  of  weight  gain. 
When  a new  dietary  pattern  must  be  established,  consider  the  adjunctive  use  of 
BAMADEX  SEQUELS.  Combining  the  proven  anorexigenic  action  of  d-ampheta- 
mine  with  the  tranquilizing  effect  of  meprobamate,  BAMADEX  SEQUELS  controls 
appetite  throughout  the  day,  usually  with  a single  capsule  daily. 


Contraindications:  Dextro-amphetamine  sulfate;  In 
hyperexcitability  and  in  agitated  prepsychotic 
states.  Previous  allergic  or  idiosyncratic  reactions 
to  meprobamate. 

Precautions:  Use  with  caution  in  patients  hyper- 
sensitive to  sympathomimetic  compounds,  who 
have  coronary  or  cardiovascular  disease,  or  are 
severely  hypertensive. 

Dextro-amphetamine  sulfate:  Excessive  use  by 
unstable  individuals  may  result  in  psychological 
dependence. 

Meprobamate:  Careful  supervision  of  dose  and 
amounts  prescribed  is  advised,  especially  for  pa- 
tients with  known  propensity  for  taking  excessive 
quantities  of  drugs.  Excessive  and  prolonged  use 
in  susceptible  persons,  e.g.  alcoholics,  former  ad- 
dicts, and  other  severe  psychoneurotics,  has  been 
reported  to  result  in  dependence  on  the  drug. 
Where  excessive  dosage  has  continued  for  weeks 
or  months,  reduce  dosage  gradually.  Sudden  with- 
drawal may  precipitate  recurrence  of  preexisting 
symptoms  such  as  anxiety,  anorexia,  or  insomnia; 
or  withdrawal  reactions  such  as  vomiting,  ataxia, 
tremors,  muscle  twitching  and,  rarely,  epileptiform 
seizures.  Should  meprobamate  cause  drowsiness 
or  visual  disturbances,  reduce  dosage  and  avoid 
operation  of  motor  vehicles,  machinery  or  other 
activity  requiring  alertness.  Effects  of  excessive  al- 
cohol consumption  may  be  increased  by  meproba- 
mate. Appropriate  caution  is  recommended  with 
patients  prone  to  excessive  drinking.  In  patients 
prone  to  both  petit  and  grand  mal  epilepsy  mepro- 
bamate may  precipitate  grand  mal  attacks.  Pre- 
scribe cautiously  and  in  small  quantities  to  patients 


with  suicidal  tendencies. 

S/c/eEffects;  Overstimulation  of  the  central  nervous 
system,  jitteriness  and  insomnia  or  drowsiness. 
Dextro-amphetamine  sulfate;  Insomnia,  excitabil- 
ity, and  increased  motor  activity  are  common  and 
ordinarily  mild  side  effects.  Confusion,  anxiety, 
aggressiveness,  increased  libido,  and  hallucina- 
tions have  also  been  observed,  especially  in  men- 
tally III  patients.  Rebound  fatigue  and  depression 
may  follow  central  stimulation.  Other  effects  may 
include  dry  mouth,  anorexia,  nausea,  vomiting, 
diarrhea,  and  increased  cardiovascular  reactivity. 

Meprobamate:  Drowsiness  may  occur  and  can 
be  associated  with  ataxia;  the  symptom  can  usu- 
ally be  controlled  by  decreasing  the  dose,  or  by 
concomitant  administration  of  central  stimulants. 
Allergic  or  idiosyncratic  reactions:  maculopapular 
rash,  acute  nonthrombocytopenic  purpura  with 
petechiae,  ecchymoses,  peripheral  edema  and 
fever,  transient  leukopenia.  A case  of  fatal  bullous 
dermatitis,  following  administration  of  meproba- 
mate and  prednisolone,  has  been  reported.  Hyper- 
sensitivity has  produced  fever,  fainting  spells, 
angioneurotic  edema,  bronchial  spasms,  hypoten- 
sive crises  (1  fatal  case),  anuria,  stomatitis,  proc- 
titis (1  case),  anaphylaxis,  agranulocytosis  and 
thrombocytopenic  purpura,  and  a fatal  instance  of 
aplastic  anemia,  but  only  when  other  drugs  known 
to  elicit  these  conditions  were  given  concomitantly. 
Fast  EEG  activity,  usually  after  excessive  dosage. 
Impairment  of  visual  accommodation.  Massive 
overdosage  may  produce  drowsiness,  lethargy,  stu- 
por, ataxia,  coma,  shock,  vasomotor  and  respira- 
tory collapse. 


Bamadex  Sequels" 

Dextro-Amphetamine  Sulfate  (15  mg.)  Sustained  Release  Capsules 
with  Meprobamate  (300  mg.) 


LEDERLE  LABORATORIES 
A Division  of  American  Cyanamid  Company 
Pearl  River,  New  York 
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NEWS  ITEMS 


V.  Wayne  Lowe,  M.D.,  a pediatrician,  is  now  as- 
sociated with  the  Trover  Clinic  in  Madisonville.  Doc- 
tor Lowe  graduated  from  Emory  University  School 
of  Medicine  in  1961  and  has  served  in  the  U.S.  Air 
Force  for  the  past  three  years. 

Norman  E.  Edwards,  M.D.,  a general  practitioner,  is 
now  associated  with  Lloyd  M.  L.  Browning  in  Harlan. 
Doctor  Edwards  graduated  from  the  University  of 
Louisville  School  of  Medicine  in  1964. 

Wally  O.  Montgomery,  M.D.,  a general  surgeon, 
is  now  practicing  in  association  with  Merle  Fowler, 
M.D.,  and  Theodore  Myre,  M.D.,  in  Paducah.  Doctor 
Montgomery  graduated  from  the  University  of  Louis- 
ville School  of  Medicine  in  1962.  He  interned  at 
Baptist  Memorial  Hospital,  Memphis,  Tenn.,  in  1962- 
63  and  received  his  residency  training  at  University 
of  Louisville  Hospitals  from  1963-67. 

Walden  R.  Smith,  M.D.,  an  anesthesiologist, 
recently  opened  an  office  in  Nicholasville.  Doctor 
Smith,  a 1946  graduate  of  the  University  of  Louis- 
ville School  of  Medicine,  had  previously  practiced  in 
Louisville,  Ft.  Knox  and  McDowell. 

Lloyd  M.  L.  Browning,  M.D.,  a general  practi- 
tioner, is  now  practicing  at  Riverview  Hospital  in 
Louisa.  Doctor  Browning  graduated  from  the  Uni- 
versity of  Louisville  School  of  Medicine  in  1964  and 
interned  at  Baptist  Memorial  Hospital,  Memphis, 
Tenn.,  in  1964-65. 

Jim  L.  Rogers,  M.D.,  a 1961  graduate  of  the 
Medical  College  of  Georgia,  is  now  associated  with 
the  Trover  Clinic  in  Madisonville,  limiting  his  prac- 
tice to  obstetrics  and  gynecology.  Doctor  Rogers  in- 
terned in  Rome,  Georgia,  in  1962-63  and  took  his 
residency  training  at  Emory  University  and  Grady 
Memorial  Hospital  in  Atlanta. 

Garner  E.  Robinson,  M.D.,  a pediatrician,  is  now 
practicing  in  association  with  Guy  C.  Cunnin^am, 
M.D.,  in  Ashland.  Doctor  Robinson  graduated  from 
the  University  of  Tennessee  Medical  School  in  1961 
and  completed  his  internship  at  St.  Thomas  Hospital, 
Tenn.,  in  1962.  He  received  his  residency  training 
at  Baptist  Hospital  in  Tennessee  and  at  the  University 
of  Kentucky  Medical  Center  where  he  was  chief 
resident  in  1965. 

Wilbur  H.  Wilson,  M.D.,  a general  practitioner,  is 
now  associated  with  Don  R.  Stephens,  M.D.,  in 
Cynthiana.  Doctor  Wilson  graduated  from  the  Uni- 
versity of  Cincinnati  Medical  School  in  1964  and 
completed  his  internship  at  Cincinnati  General  Hos- 
pital. 

John  B.  Rypstra,  M.D.,  a general  practitioner,  has 
opened  an  office  in  the  London  Medical  Arts  Build- 
ing. Doctor  Rypstra,  a 1947  graduate  of  the  Indiana 
University  School  of  Medicine,  has  practiced  in  Ann- 
ville  for  18  years. 


P.  Bruce  Barton,  M.D.,  a general  practitioner,  is 
now  associated  with  W.  M.  Brown,  M.D.,  in  Corbin. 
Doctor  Barton  graduated  from  the  University  of 
Louisville  School  of  Medicine  in  1966  and  completed 
his  internship  at  Louisville  General  Hospital  in  June 
of  this  year. 

G.  Nelson  Copeland,  Jr.,  M.D.  is  now  associated 
with  Charles  L.  Preston,  M.D.,  in  Lexington,  limiting 
his  practice  to  obstetrics  and  gynecology.  Doctor 
Copeland  graduated  from  the  University  of  Tennessee 
Medical  School  in  1960.  He  interned  at  Vanderbilt 
University  Hospital  and  completed  his  residency  train- 
ing at  Duke  University  Hospital. 

Joseph  R.  Bowling,  M.D.,  is  now  practicing  in  as- 
sociation with  Dorval  H.  Donahoe,  M.D.,  at  Catletts- 
burg.  Doctor  Bowling,  a general  practitioner,  gradu- 
ated from  the  University  of  Kentucky  College  of 
Medicine  in  1964  and  completed  his  internship  at 
St.  Elizabeth  Hospital,  Dayton.  He  served  for  two 
years  as  a captain  in  the  U.S.  Army. 

The  Management  of  Sinus 

{Continued  from  Page  444) 

and  x-rays  are  made.  If  further  treatment  is 
indicated,  the  antrum  is  irrigated  on  two  dif- 
ferent occasions  with  1 percent  saline  solution 
and  if  pus  persists  in  the  return  from  the  si- 
nuses after  two  irrigations,  surgery  is  consid- 
ered indicated.  The  surgery  aims  at  correction 
of  mechanical  obstruction  along  with  an  an- 
tral window.  Very  rarely  is  more  extensive  sur- 
gery, such  as  ethmoidectomy,  sphenoidectomy, 
obliteration  of  the  forntal  sinus  and  other  pro- 
cedures, performed.  A word  of  caution  is  ne- 
cessary when  dealing  with  an  acute  frontal 
sinusitis.  According  to  Kratz  and  Thornell,® 
the  incidence  of  intercranial  complications 
with  this  disease  is  high.  The  acute  case  can 
be  handled  safely  and  without  scarring  by  us- 
ing the  technique  of  Goodyear.^  Goodyear  tre- 
phined a small  opening  into  the  sinus  where 
it  approached  the  root  of  the  nose. 

Summary 

Adequate  early  treatment  of  rhinologic  and 
otologic  disease  can  prevent  deafness,  morbiti- 
ty  and  mortality. 
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OPTICAL  ILLUSION? 


Height  and  width  of  this  hat  are 
equai,  but  the  unbroken  height 
of  the  crown  appears  greater 
than  the  interrupted  width  of 
the  brim.  Don’t  play  games  with 
your  eyes.  Some  glasses  are 
poorly  crafted.  Rely  on  Southern 
Optical  accuracy. 


D 


Charge  accounts^ 
invited 


' Op^ 


SOUTNEIN  OfTICAL  BLOC..  B40  S.  4th^ 
bctvcea  IrMBway  I CUsttiut) 
MCDiCAl  AITS  BLOC..  Easttra  Parkway 
ST.  HAHHEWS.  Wallact  Ctitcr 
HCOICAl  TOWEIS  BLOC..  Flay#  i Cray 
CONTACT  LENSES.  C40  S.  4th 


Louisville 


Bowlins  Green 


Vacation  trip.... 


Motion  sickness? 


This  time  it’ll  be  different.  Emetrol  taken  before  the 
trip  begins  will  usually  prevent  nausea  and  vomiting. 
Emetrol  is  effective  and  safe... most  helpful  where  safe- 
ty is  most  important.  It  acts  locally— not  systemically. 


WILLIAM  H.  RORER,  INC. 
Fort  Washington,  Pa. 


Emetrol® 

phosphorated  carbohydrate 
solution 

emesis  control 


This  Emetrol  advertisement  will  appear  in  the  following  medical  journals 
American  Jl.  of  Diseases  of  Children  California  Medicine 

Jl.  of  Pediatrics  Illinois  Med.  Jl. 

New  York  State  Jl.  of  Med.  State  Journal  Group— 33  Journals 
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MEDICAL  SCHOOL  NEWS  AND  VIEWS 


The  Kentucky  Student  Looks  at  Medical  Education*f 

Richard  Watkins* 


Medical  education  is  in  ferment. 

Or  at  least  the  more  volatile  portions 
of  the  mixture  that  make  up  the 
structure  of  medical  education  are  in  ferment. 
The  concerned  educator  and  the  questioning 
medical  student  discuss  at  length  what  is  to  be 
done  with  the  time-honored  rites  of  becoming 
a physician. 


Largely  medical  education  is  the  victim  of 
tradition — and  understandably  so,  with  its 
modern  occidental  roots  in  European  medical 
schools  of  the  1400’s.  As  a matter-of-fact, 
change-over  in  medical  education  bears  a re- 
markable resemblance  to  the  change-over  in 
secondary  education  during  the  ’thirties  and 
’forties  from  the  classical  Greek  and  Latin  ed- 
ucation, which  also  had  its  modern  roots  in 
Renaissance  Europe. 

Then,  argument  against  change  was  largely 
from  authority  and  precedent.  Authority  said 
nothing  as  long  as  it  was  not  challenged;  when 
it  was  challenged  it  argued  for  education  in 
Greek  and  Latin  classics  on  the  basis  of  the 
liberal  effect  of  sharpening  the  mind.  Un- 
doubtedly classical  studies  did  sharpen  the 
mind.  But  this  was  a far  cry  from  the  original 
reason  for  their  institution  as  the  educational 
cornerstone  of  the  Western  world:  First  of  all, 
Latin  was  the  language  of  finance,  of  science 
and  medicine,  and  of  scholarship  in  general; 
secondly,  the  only  literature  worthy  of  study 
was  in  Latin  and  Greek;  and  finally,  these 
necessary  studies  concomitantly  sharpened  the 
mind. 

Today,  after  the  slow  but  inexorable  change 
that  necessity  imposes  upon  us,  secondary 


t This  article  is  a theoretical  discussion  of  medical 
education  today.  It  will  he  followed  by  an  article  des- 
cribing current  developments  in  the  curriculum  at 
the  University  of  Kentucky  College  of  Medicine 

*Sophomore,  University  of  Kentucky  College  of 
Medicine 


scliool  students  still  sharpen  their  minds,  but  do 
so  within  disciplines  which  are  required  both 
for  liberal  and  practical  reasons:  Now  one 
must  have  a notion  of  the  scope  of  past  liter- 
ature, but  a closer  notion  of  the  literature  of 
today,  since  one  must  participate  in  today;  a 
notion  of  the  sweep  of  history,  but  a closer 
knowledge  of  the  modern  currents  since  one 
must  row  in  those  currents;  today  one  must 
have  knowledge  of  natural  science.  These 
things  the  student  should  learn  as  a simple 
practicality,  and  in  learning  them  he  achieves 
the  classical  goal  of  sharpening  the  mind. 

Medical  education  would  seem  to  stand  to- 
day where  classical  liberal  education  stood  40 
years  ago — torn  between  the  practical  de- 
mands of  a new  time  to  know  new  things,  and 
habituation  and  loyalty  to  an  old  way  which 
has  served  admirably.  But  torn  as  we  may  be, 
the  future  course  will  be  necessarily  toward 
change. 

It  is  obviously  unnecessary  for  the  future 
psychiatrist  to  memorize  all  details  of  the  in- 
trinsic muscles  of  the  foot,  simply  because  all 
physicians  of  yesterday  were  that  familiar 
with  the  human  anatomy — for  the  body  of 
psychiatrically  relevant  knowledge  today  is 
larger  than  the  entire  body  of  yesterday’s  medi- 
cine. It  is  similarly  inefficient  that  all  internists 
should  have,  early  in  their  training,  memorized 
the  layers  of  the  vas  deferens.  That  future  in- 
ternists, psychiatrists,  health  engineers,  sur- 
geons, epidemiologists,  dermatologists,  and 
general  practitioners  should  all  walk  lock- 
step  through  precisely  the  same  course  in  four 
years  of  medical  school  is  a simple  illogicity. 

Yesterday’s  inflexible  and  encyclopediac 
approach  to  medical  education  is  markedly  in- 
efficient in  today’s  world — and  when  one  con- 
siders its  importance  to  the  social  order,  in- 
efficiency in  the  area  of  human  health  becomes 
irresponsibility. 
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DOCTOR- 

You  are  "Special” 

AT 

GENERAL  I 
LEASING 

scouse  doctors  hove  the  highest  i 
redit  rating,  take  better  care  of 
leir  cars,  and  ore  our  best  custo-  i: 
lers  we  extend  to  you  i: 

SPECIAL  RATES 
SPECIAL  TERMS 

LEASING 

ANY  MAKE 
OR  MODEL 

'JEW  '68  CAR 

ing  is  often  better  than 
ning  a cor.  You  hove  no 
'itol  investment  and  certain 
advantages.  But  the  main 
'9  is  you  always  have  a 
>endable  car  at  your  corn- 
id — a brand  new  car  every 
I years,  or  oftener,  if  you 
h.  See  us  for  particulars  of 
special  plan  for  doctors, 

PHONES:  897- 

ieneral  Leasing  Corporation 

A DIVISION  OF  KOSTER-SWOPE,  INC. 

3712  FRANKFORT  AVENUE, 

LOUISVILLE,  KY.  40207 


LEASING 

MEDICAL  OR 
SURGICAL 

EQUIPMENT 

Young  doctors  just  beginning 
practice  who  need  complete  of 
fice  furnishings  and  medical  or 
surgical  equipment  will  find  out 
leasing  plan  is  specially  de- 
signed for  them.  Established 
doctors  planning  enlarged  facil- 
ities and  new  equipment  will 
also  find  our  leasing  plan  eco- 
nomical and  convenient.  Call  us 
for  details. 

1641-895-2451 


Here’s  what  you  do  to 
get  samples  of  the 

anticostive* 

hematinic 


anticostive,  adj.  (anti  opposed  to 
+ costive  causing  constipation.) 
Against  constipation.  (Now  isn’t 
that  a good  idea  in  an  iron-contain- 
ing hematinic?) 

PERITINIC^ 

Hematinic  with  Vitamins  and  Fecal  Softener 


A tablet-a-day  provides: 

• Elemental  Iron  (as  Ferrous  Fumarate) . 100  mg 

# Dioctyl  Sodium  Sulfosuccinate  (to 

counteract  constipating  effect  of  iron)  100  mg 

Vitamin  Bi 7.5  mg 

Vitamin  B2 7.5  mg 

Vitamin  Bo 7.5  mg 

Vitamin  B12 50  mcgm 

Vitamin  C 200  mg 

Niacinamide 30  mg 

Folic  Acid 0.05  mg 

Pantothenic  Acid 15  mg 

Bottles  of  60 


<89-7-6053 
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SAN  FRANCISCO,  CALIFORNIA- JUNE  16-20, 1968 
AMERICAN  MEDICAL  ASSOCIATION’S  117th  ANNUAL  CONVENTION  • BROOKS  HALL 


The  excitement  of  San  Francisco's  famous  sites  is  waiting 
for  you.  Chinatown,  the  Golden  Gate  Bridge,  Fisherman’s  Wharf, 
Telegraph  Hill,  will  add  to  five  memorable  and  stimulating  con- 
vention days.  Plan  to  attend  now  and  look  forward  to  an  excel- 
lent convention  in  a city  of  unlimited  charm. 

Continue  your  postgraduate  education  with  a varied  program 
of  • four  General  Scientific  Meetings  on  Auto  Accidents,  Health 
Care  Planning,  Infectious  Diseases,  Treatment  of  Advanced 
Malignant  Disease  • 23  Section  Programs  • Color  Television 
• Medical  Motion  Pictures  • and  over  600  scientific  and  indus- 
trial exhibits.  All  are  designed  to  bring  you  up-to-date  on  what 
is  making  medical  news  today.  You  will  attend  lectures  by  the 
nation’s  outstanding  medical  authorities  and  discuss  with  them 
the  significant  advances  in  medicine. 

In  addition  the  AMA  TV  network  will  present  more  than  40 
hours  of  convention  news. 

Reserve  now  for  the  Scientific  Awards  Dinner  in  honor  of 
the  Scientific  Award  Winners — Wednesday,  June  19,  1968. 
Since  space  is  limited,  we  suggest  you  make  your  reservations 
before  June  3,  1968.  Tickets  are  $10.00  each,  payable  in 
advance. 

The  complete  scientific  program,  plus  forms  for  advance 
registration  and  hotel  accommodations,  will  be  featured  in 
JAMA,  May  6,  1968. 
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'^por  pron  P^eficiency  Q/dnemia 


FAMOUS 


BREON  LABORATORIES  INC. 

Subsidiary  of  Sterling  Drug  Inc. 

90  Park  Avenue,  New  York,  N.Y.  10016 


brand  of  FERROUS 
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Hgrysi 
wifere  crealts 
and  ointmeiiti 
do  not  spread 


An  invisible 
topical 

problems  ^ 


Moist  or 

intertriginous  areas 

where  arvina  aotinn 


1 


Structurally  unique 
topical  steroid 
in  propylene  glycol 
vehicle  produces 
rapid  response 
in  many  dermatoses. 

Synalar  Solution  produces 
rapid  antiinflammatory,  anti- 
pruritic action  through  its 
unique  topical  corticosteroid, 
fluocinolone  acetonide.  The 
propylene  glycol  vehicle  pro- 
vides additional  benefits  for 
therapy  at  problem  sites  where 
it  is  difficult  to  achieve  contact 
between  the  lesion  and  medica- 
tion — or  where  creams  or 
ointments  may  make  the  lesions 
worse.  Synalar  Solution  has 
proved  particularly  valuable  in 
the  symptomatic  treatment  of 
seborrheic  dermatitis  of  the 
scalp,  nasolabial  folds,  eyebrows, 


ears,  and  in  flexural  folds  such  as 
the  axillae,  inframammary, 
umbilical  and  anocrural  areas. 
It  has  also  been  reported 
to  achieve  excellent  results 
in  the  adjunctive  management 
of  atopic  dermatitis,  contact 
dermatitis,  neurodermatitis, 
nummular  eczema,  psoriasis, 
and  sweat  retention  syndromes 
in  these  problem  sites. 


Ideal  for  moist  or 
intertriginous  areas,  j, 

Propylene  glycol  is  strongly  ) ' 
hygroscopic  and  is  especially  • ( 
useful  where  sweat  retention  ii  I ' 
a problem.  Its  low  surface  * 
tension  permits  easy  spread-  ^ 
ability  in  difficult-to-treat  bod}  • 
areas.  A number  of  studies  ' 
have  also  shown  that  propylen 
glycol  has  inherent  anti-  | ■ 
microbial  activity. 


Penetrates 
the  hairy  sites. 


In  many  areas  of  the  body, 
hair  gets  in  the  way  of  treating 
the  underlying  dermatitis. 

The  propylene  glycol  vehicle  of 
Synalar  Solution  permits 
penetration  and  dispersion  at 
sites  where  creams  and  oint- 
ments do  not  readily  penetrate. 
May  be  applied  without 
matting  of  hair. 


;}metically 
ceptable 
3 exposed  areas. 

b propylene  glycol  vehicle 
;"'nalar  Solution  possesses 
s y useful  cosmetic  properties. 
l»r  and  greaseless,  it  is 
Y ticky  or  messy,  will  not 
a clothing  or  skin. 

1 :posed  areas  of  the  body 
h e cosmetic  appeal  is 
0 >rtant,  Synalar  Solution 
V 's  nothing  but  results. 


^momical-a  little 
a long  way. 


ie  luse  of  the  properties 
f opylene  glycol  and  the 
li  gram  potency  of 
iUjinolone  acetonide,  a small 
pfitity  of  Synalar  Solution 
»{ a long  way.  Also,  the 
*<tription  price  of  a 20  cc. 

If  ic  squeeze  bottle  of 
ij^alar  Solution  is  surprisingly 
B Thus,  your  patients  obtain 

Siomy  with  the  proved 
acy  of  a potent,  truly 
fljinced  topical  corticosteroid. 


Contraindications:  Tuberculous,  fungal, 
and  most  viral  lesions  of  the  skin 
(including  herpes  simplex,  vaccinia,  and 
varicella) . Not  for  ophthalmic  use. 
Qjntraindicated  in  individuals  with  a 
history  of  hypersensitivity  to  any  of 
the  components. 

Precautions:  In  some  patients  with  dry 
lesions,  the  solution  may  increase  dry- 
ness, scaling,  or  itching.  Application  to 
denuded  or  fissured  areas,  such  as 
genital  or  perianal  sites,  may  produce  a 
burning  or  stinging  sensation.  If  this 
persists  and  dermatitis  does  not  improve, 
discontinue  medication.  Although 
propylene  glycol  has  antiseptic  activity, 
there  should  be  careful  initial  evaluation 
and  follow-up  of  infected  sites.  Incom- 
plete response  or  exacerbation  of  lesions 
may  be  due  to  true  infection,  which 
requires  susceptibility  testing  and 
appropriate  therapy.  On  the  other  hand, 
saprophytic  or  low  grade  infections  may 
clear  spontaneously  under  the  influence 
of  Synalar  Solution  alone.  Where  severe 
local  infection  or  systemic  infection 
exists,  the  use  of  systemic  antibiotics 
should  be  considered,  based  on  suscepti- 
bility testing.  While  topical  steroids 
have  not  been  reported  to  have  adverse 
effect  on  pregnancy,  the  safety  of  their 
use  on  pregnant  females  has  not  abso- 
lutely been  established.  Therefore,  they 
should  not  be  used  extensively  on  preg- 
nant patients,  in  large  amounts,  or  for 
prolonged  periods  of  time. 

Side  Effects:  Side  effects  are  not 
encountered  ordinarily  with  topically 
applied  corticosteroids.  As  with  all 


drugs,  however,  a few  patients  may 
react  unfavorably  to  Synalar  under 
certain  conditions. 

Availability:  Synalar  (fluocinolone 
acetonide)  Solution  0.01%  in  a propy- 
lene glycol  vehicle  with  citric  acid  as 
preservative.  20  and  60  cc.  plastic 
squeeze  bottles.  Also  available:  Synalar 
(fluocinolone  acetonide)  Cream  0.025% 
— 5,  15  and  60  Gm.  tubes  and  425  Gm. 
jars.  Cream  0.01%  — 15,  45  and  60  Gm. 
tubes  and  120  Gm.  jars.  Ointment 
0.025%  — 15  and  60  Gm.  tubes. 
Neo-SyneJar®  (neomycin  sulfate  0.5% 
[0.35%  neomycin  base] , fluocinolone 
acetonide  0.025%)  Cream— 5,  15  and 
60  Gm.  tubes. 


fluociriolone  acelonide  — an  original  ateroid  from 


SYNTEXS 

LABORATORIES  INC-  PALO  ALTO.  CALIF. 


An  invisible  topical 


Continuing  Educational  Opportunities 

From  The 

KMA  Postgraduate  Medical  Education  Office 


SEND  IN  MEETING  INFORMATION 

Many  medical  organizations  are  setting  dates  for 
their  fall  and  winter  meetings.  At  the  same  time 
they  are  choosing  the  topics  to  be  discussed,  ar- 
ranging for  speakers  and  planning  programs. 

The  Continuing  Medical  Education  office  of  the 
Kentucky  Medical  Association  would  like  to  urge 
these  societies  and  organizations  to  notify  this  of- 
fice of  these  dates  and  topics  so  they  can  be  added 
to  the  “Continuing  Education  Opportunities”  cal- 
endar in  The  Journal.  In  this  way  conflicts  in  dates 
can  be  avoided  and  a wider  audience  can  be  in- 
formed of  these  upcoming  meetings. 

Please  send  such  information,  when  available, 
to  the  KMA  Continuing  Medical  Education  Office, 
3532  Janet  Avenue,  Louisville,  Ky.  40205. 


IN  SURROUNDING  STATES 

MAY 

13-17  Ohio  State  Medical  Association  Annual  Meet- 
ing, Cincinnati-Exposition  Center,  Cincinna- 
ti, Ohio 

19-20  Symposium  on  Dextrans,  Texas  Heart  As- 
sociation, Elagship  Hotel,  Galveston  Island, 
Texas 


JUNE 


IN  KENTUCKY 

MAY 


9-14  Medical  Library  Association,  Brown  Palace, 
Denver,  Colorado 


14  Thirteenth  KMA  Trustee  District  Meeting, 
6:30  p.m.,  Ironton  Holiday  Inn,  Ashland 

16  Kentucky  Thoracic  Society,  Annual  Meeting 
and  Scientific  Session,  Stouffer’s  Inn,  Louis- 
ville 

17- 18  Kentucky  Surgical  Society  Annual  Meeting, 

Park  Mammoth  Resort,  Park  City 

18- 19  Kentucky  State  Association  of  Medical  As- 

sistants Sixth  Annual  Convention,  Campbell 
House  Inn,  Lexington 

22  Second  Annual  Symposium  on  Birth  Defects, 
Sheraton  Hotel,  Louisville 

22  Fifteenth  KMA  Trustee  District  Meeting, 
4 p.m..  Union  College,  Barbourville 

23  Fourteenth  KMA  Trustee  District  Meeting, 

4 p.m..  Green  Meadow  Country  Club, 

Pikeville 


13-17  American  College  of  Chest  Physicians,  Hil- 
ton Hotel,  San  Francisco,  Calif. 

16  AM  A Committee  on  Medicine  and  Religion, 
“Limits  of  Medical  Responsibility  in  the 
Prolongation  of  Life,”  California  Masonic 
Temple,  San  Francisco,  Calif. 

16  American  College  of  Legal  Medicine,  Clinical 
Meeting,  2-5  p.m.,  San  Francisco  Hilton  Ho- 
tel, San  Francisco,  Calif. 

16-20  American  Medical  Association  117th  Annual 
Convention,  Brooks  Hall,  San  Francisco, 
Calif. 

18-19  American  Medical  Women’s  Association 
Interim  Meeting,  Waldorf  Astoria  Hotel, 
New  York,  New  York 

21-22  Medical  Writing  and  Journalism  Course, 
American  Medical  Writers  Association,  San 
Francisco  Medical  Center,  San  Francisco, 
Calif. 
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HIGHLAND  HOSPITAL 


Asheville,  North  Carolina 

Founded  1904 

A DIVISION  OF  THE  DEPARTMENT  OF  PSYCHIATRY 
OF  DUKE  UNIVERSITY 

Accredited  by  the  Joint  Commission  on  Accreditation  and  Certified  for  Medicare 

Complete  facilities  for  evaluation  of  and  intensi\e  treatment  of  psychiatric  patients,  in- 
cluding individual  psychotherapy,  group  therapy,  psychodrama,  electro-convulsive 
therapy,  Indoklon  convulsive  therapy,  drugs,  social  service  work  with  families,  family 
therapy  and  an  extensive  and  well  organized  activities  program,  including  occupational 
therapy,  art  therapy,  athletic  activities  and  games,  recreational  activities  and  outings. 
The  treatment  program  of  each  patient  is  carefully  supervised  in  order  that  the  thera- 
peutic needs  of  each  patient  may  be  realized. 

Complete  modem  facilities  with  85  acres  of  landscaped  and  wooded  grounds  in  the 
City  of  Asheville. 

Brochures  and  information  on  financial  arrangements  available 
Contact:  Mrs.  Elizabeth  Harkins,  ACSW,  Coordinator  of  Admissions 

or 

Charles  W.  Neville,  Jr.,  M.D. 

Assistant  Professor  of  Psychiatry  and  Medical  Director 
Area  Code  704  - 253-2761 


From  the  First  Family 
of  Tetracycline- 

One  of  the  31  useful  dosage  forms 
in  the  ACHRO  Family 
ACHROSTATIN®  V Capsules 

Tetracycline  HCl  250  mg  /Nystatin  250,000  units 


The  lowest  priced 

tetracycline-nystatin 

combination 


329-8/6094 


ROST  ATI  N*  V 
Jn*AaCllNl  HC!  tit  ’I- 
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KENTUCKY  MEDICAL  ASSOCIATION 

BOARD  OF  TRUSTEES — 1967-1968 


Officers 

GEORGE  F.  BROCKMAN,  2 E.  Main  Cross,  Greenville  (502)  338-3660  President 

HENRY  B.  ASMAN,  1169  Eastern  Pkwy.  Louisville  (502)  454-4649  President-Elect 


ROBERT  E.  PENNINGTON,  Medical  Arts  Bldg.,  London  (606)  864-2144  . . Immediate  Past  President 

GLENN  W.  BRYANT,  910  Heyburn  Bldg.,  Louisville  (502)  585-4123  Vice  President  (Central) 

J.  SANKEY  WILLIAMS,  Box  246,  Nicholasville  (606)  885-4541  :.  . Vice  President  (Eastern) 

LUTHER  M.  WILSON  JR.,  533  E.  Main,  Bowling  Green  (502)  842-1622  . . Vice  President  (Western) 


S.  RANDOLPH  SHEEN,  1249  Medical  Arts  Bldg.,  Louisville  (502)  451-1661  Secretary 

KEITH  P.  SMITH,  Medical  Arts  Bldg.,  Corbin  (606)  528-3211  Treasurer 


RICHARD  F.  GREATHOUSE,  5 Triangle  Cen.,  Louisville  (502)  458-3219  Speaker-House  of  Delegates 

CARL  COOPER,  JR.,  Bedford  (502)  255-3282  Vice-Speaker-House  of  Delegates 

WALTER  L.  CAWOOD,  1200  Bath  Ave.,  Ashland  (606)  325-1 665  Chairman  of  the  Board  of  Trustees 
GEORGE  A.  SEHLINGER,  2312  Medical  Arts  Bldg.,  Louisville  (502)  452-1552  Vice-Chairman  of  the 

Board  of  Trustees 


Delegates  to  the  A.M.A. 

J.  THOS.  GIANNINI,  464  Medical  Towers  South,  Louisville  (502)  583-2766  Jan.  1967-Dec.  1968 

CHAS.  G.  BRYANT,  (Alt.)  1 1 69  Eastern  Pkwy.,  Louisville  (502)  452-1558  ..  Jan.  1967-Dec.  1968 

JOHN  C.  QUERTERMOUS,  204  S.  Fifth  St.,  Murray  (502)  753-5161  Jan.  1968-Dec.  1969 

DARYL  P.  HARVEY,  (Alt.)  Glasgow  (502)  651-2133  Jan.  1968-Dec.  1969 

CHAS.  C.  RUTLEDGE,  Hazard  Clinic,  Hazard  (606)  436-3121  Jan.  1968-Dec.  1969 

DAVID  B.  STEVENS,  (Alt.),  304  S.  Limestone,  Lexington  (606)  254-8008  Jan.  1968-Dec.  1969 


Trustees 

1st  District  JOSEPH  R.  MILLER,  Benton  (502)  527-3421  1968 

2nd  District  WILLIAM  W.  HALL,  Mayfair  Square,  Owensboro  (502)  684-6255  1970 

3rd  District  GABE  A.  PAYNE,  JR.,  1610  S.  Main,  Hopkinsville  (502)  885-8445  1968 

4th  District  HENRY  S.  SPALDING,  116  W.  Broadway,  Bardstown  (502)  348-5968  1968 

5th  District  GEORGE  A.  SEHLINGER,  2312  Medical  Arts  Bldg.,  Louisville  (502)  452-1552  1969 

6th  District •.  REX  E.  HAYES,  Glasgow  (502)  651-5113  1969 

7th  District  DONALD  CHATHAM,  61 5 Washington  St.,  Shelbyville  (502)  633-3525  1970 

8th  District  LEROY  C.  HESS,  252  Main  St.,  Florence  (606)  282-2313  1969 

9th  District  J.  CAMPBELL  CANTRILL,  St.  Luke  PL,  Georgetown  (502)  863-1231  1970 

10th  District  ANDREW  MOORE,  108  E.  Maxwell,  Lexington  (606)  252-4406  1970 

nth  District DOUGLAS  H.  JENKINS,  527  W.  Main,  Richmond  (606)  623-3751  1969 

12th  District  ROBERT  F.  LONG,  423  Clements  Ave.,  Somerset  (606)  678-4111  1968 

13th  District  WALTER  L.  CAWOOD,  1200  Bath  Ave.,  Ashland  (606)  325-1665  1970 

14th  District  BALLARD  W.  CASSADY,  Pikeville  (606)  437-6698  1968 

15th  District  E.C.  SEELEY,  Medical  Arts  Bldg.,  London  (606)  864-2357  1969 


Buyers  Guide 

MAY  BUYERS  GUIDE  FOR  JOURNAL  OF  KMA  1968 


Abbott  Laboratories  419-423 

Breon  Laboratories  501 

Bristol  Laboratories  475 

Burroughs-Wellcome  432 

Campbell  Soup 449 

Carnation  Company  436-41'^ 

Coca  Cola  Company  488 


Dorsey  Laboratories  489-492 

Eastern  Research  433 


Geigy  Pharmaceuticals  430-431,  476-477 

General  Leasing  Corporation  499 

Gerber  Products  Company  417 

Highland  Hospital  507 

Hynson,  Westcott  & Dunning  411 

Kentucky  Travel  Division  482 


Lederle  Laboratories  413-414,  478, 
Lilly,  Eli  and  Company  


483,  488,  493,  494-495,  499, 
507,  509 

438 


Medical  Practice  

Medical  Protective  Company 

Parke,  Davis  and  Company 

Pfizer  Laboratories  

Pitman-Moore  Company  . . . . 
Poythress,  Wm.  P.  Company 


Riker  Laboratories  

Robins,  A.  H.  Company  

Roche  Laboratories  

Rorer  Laboratories  

Sandoz  

Seorle,  G.  D.,  and  Company  . . 

Smith,  Kline  & French  

Southern  Optical  Company 
SS.  Mary  & Elizabeth  Hospital 

Stuart  Company  

Syntex  Corporation  

USV  Pharmaceutical  Corp.  . . . 


482 

501 


410 

450-451 

425 

480,  481,  486,  487 

415 

454 

485.  510 

435,  497 


456 

452-453 

479 

497 

484 

455 

427-429,  502-505 

484 
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When  it’s  more  than  a bad  cold 


your  patient  can  feel  better 
while  she’s  getting  better 


Achrocidih 

Tetracycline  HCl— Antihistamine— Analgesic  Compound 

Each  tablet  contains;  ACHROMYCIN®  Tetracycline  HCl  125  mg.;  Phenacetin  120  mg.; 
Caffeine  30  mg.;  Salicylamide  150  mg.;  Chlorothen  citrate  25  mg. 


In  bacterial/ allergic  u.r.i.,ACHROCIDIN  brings  the  treatment  together  in  a single  prescription 
—prompt  relief  of  headache  and  congestion  together  with  effective  control  of  the  tetracycline- 
sensitive  organisms  frequently  responsible  for  complications  leading  to  prolonged  disability 
in  the  susceptible  patient. 

For  children  and  elderly  patients  you  may  prefer  caffeine-free  ACHROCIDIN  Syrup.  Each 
5 cc  contains:  ACHROMYCIN  (Tetracycline)  equivalent  to  Tetracycline  HCl  125  mg.;  Phen- 
acetin 120  mg.;  Salicylamide  150  mg.;  Ascorbic  Acid  (C)  25  mg.;  Pyrilamine  Maleate  15  mg. 


Average  adult  dosage:  2 tablets  four  times  daily,  given  at 
least  one  hour  before,  or  two  hours  after  meals. 
Contraindications:  History  of  hypersensitivity  to  any 
component. 

Warning:  If  renal  impairment  exists,  even  usual  doses 
may  lead  to  liver  toxicity.  Under  such  conditions,  lower 
than  usual  doses  are  indicated  and,  if  therapy  is  pro- 
longed, serum  level  determinations  may  be  advisable. 
Hypersensitive  individuals  may  develop  a photodynamic 
reaction  to  natural  or  artificial  sunlight  during  use. 
Individuals  with  a history  of  photosensitivity  reactions 
should  avoid  direct  exposure  while  under  treatment, 
which  should  be  discontinued  at  first  evidence  of  skin 
discomfort. 

Precautions:  Some  individuals  may  experience  drowsi- 
ness, anorexia,  and  slight  gastric  distress.  If  excessive 
drowsiness  occurs,  it  may  be  necessary  to  increase  the 
interval  between  doses.  Persons  on  full  dosage  should 
not  operate  any  vehicle.  Use  may  result  in  overgrowth 
of  nonsusceptible  organisms.  If  infections  appear  during 
therapy,  appropriate  measures  should  be  taken.  Infec- 
tions caused  by  beta-hemolytic  streptococci  should  be 
treated  for  at  least  10  full  days  to  help  prevent  rheumatic 


fever  or  acute  glomerulonephritis.  Use  of  tetracycline 
during  tooth  development  may  cause  discoloration  of 
teeth. 

Adverse  Reactions:  Gastrointestinal-anorexia,  nausea, 
vomiting,  diarrhea,  stomatitis,  glossitis,  enterocolitis, 
pruritus  ani.  Skin  - maculopapular  and  erythematous 
rashes  (a  case  of  exfoliative  dermatitis  has  been  re- 
ported); photosensitivity;  onycholysis  and  discoloration 
of  nails  (rare).  Kidney- rise  in  BUN,  apparently  dose 
related.  Hypersensitivity  reactions-urticaria,  angioneu- 
rotic edema,  anaphylaxis.  In  young  infants,  bulging 
fontanels  following  full  therapeutic  dosage  has  been 
reported.  This  has  disappeared  rapidly  when  drug  was 
discontinued.  Teeth-dental  staining  (yellow-brown)  in 
children  of  mothers  given  tetracycline  during  the  latter 
half  of  pregnancy  and  in  children  given  the  drug  during 
the  neonatal  period,  infancy,  and  early  childhood.  En- 
amel hypoplasia  has  been  seen  in  a few  children.  Blood - 
anemia,  thrombocytopenic  purpura,  neutropenia,  eosin- 
ophilia.  Liver-cholestasis  (rare),  usually  at  high  dos- 
age. If  adverse  reaction  or  idiosyncrasy 
occurs,  discontinue  medication  and  insti- 
tute appropriate  therapy. 


the”  Libriumeff ect  ” 

(chlordiazepoxide  HCI) 


For  years,  physicians 
have  valued  Librium 
(chlordiazepoxide  HCI) 
Capsules  for  their  reliable 
calming  effect. 


(in  capsules) 


Now,  the  same  dependable 
antianxiety  effect  can  be 
obtained  with  convenient 
tablets— Libritabs 
(chlordiazepoxide). 


(in  Libritabs ) 

(chlordiazepoxide)  i 


Before  prescribing,  please  consuit 
complete  product  information,  a 
summary  of  which  foiiows: 
Indications:  Indicated  when  anxiety, 
tension  and  apprehension  are  signifi- 
cant components  of  the  clinical 
profile. 

Contraindications:  Patients  with 
known  hypersensitivity  to  the  drug. 
Warnings:  Caution  patients  about 
possible  combined  effects  with  al- 
cohol and  other  CNS  depressants.  As 
with  all  CNS-acting  drugs,  caution 
patients  against  hazardous  occupa- 
tions requiring  complete  mental 
alertness  (e.g.,  operating  machinery, 
driving).  Though  physical  and  psy- 
chological dependence  have  rarely 
been  reported  on  recommended 
doses,  use  caution  in  administering  to 
addiction-prone  individuals  or  those 
who  might  increase  dosage;  with- 
drawai  symptoms  (including  convul- 
sions), following  discontinuation  of 
the  drug  and  similar  to  those  seen 
with  barbiturates,  have  been  re- 
ported. Use  of  any  drug  in  pregnancy, 
lactation,  or  in  women  of  childbear- 
ing age  requires  that  its  potential 
benefits  be  weighed  against  its  pos- 
sible hazards. 

Precautions:  In  the  elderly  and  debili- 
tated, and  in  children  over  six,  limit 
to  smallest  effective  dosage  (initially 
10  mg  or  less  per  day)  to  preclude 


ataxia  or  oversedation,  increasing 
gradually  as  needed  and  tolerated. 

Not  recommended  in  children  under 
six.  Though  generally  not  recom- 
mended, if  combination  therapy  with 
other  psychotropics  seems  indicated, 
carefully  consider  individual  pharma- 
cologic effects,  particularly  in  use  of 
potentiating  drugs  such  as  MAO  in- 
hibitors and  phenothiazines.  Observe 
usual  precautions  in  presence  of 
impaired  renal  or  hepatic  function. 
Paradoxical  reactions  (e.g.,  excite- 
ment, stimulation  and  acute  rage) 
have  been  reported  in  psychiatric 
patients  and  hyperactive  aggressive 
children.  Employ  usual  precautions 
in  treatment  of  anxiety  states  with 
evidence  of  impending  depression; 
suicidal  tendencies  may  be  present 
and  protective  measures  necessary. 
Variable  effects  on  blood  coagulation 
have  been  reported  very  rarely  in 
patients  receiving  the  drug  and  oral 
anticoagulants;  causal  relationship 
has  not  been  established  clinically. 
Adverse  Reactions:  Drowsiness,  ataxia 
and  confusion  may  occur,  especially 
in  the  elderly  and  debilitated.  These 
are  reversible  in  most  instances  by 
proper  dosage  adjustment,  but  are 
also  occasionally  observed  at  the 
lower  dosage  ranges.  In  a few  in- 
stances syncope  has  been  reported. 
Also  encountered  are  isolated  in- 
stances of  skin  eruptions,  edema, 


minor  menstrual  irregularities,  nau- 
sea and  constipation,  extrapyramidal 
symptoms,  increased  and  decreased 
libido— all  infrequent  and  generally 
controlled  with  dosage  reduction; 
changes  in  EEG  patterns  (low-voltage 
fast  activity)  may  appear  during  and 
after  treatment;  blood  dyscrasias  (in- 
cluding agranulocytosis),  jaundice 
and  hepatic  dysfunction  have  been 
reported  occasionally,  making  peri- 
odic blood  counts  and  liver-function 
tests  advisable  during  protracted 
therapy. 

Usual  Daily  Dosage:  Individualize  for 
maximum  beneficial  effects.  Ora/— 
Adults;  Mild  and  moderate  anxiety 
and  tension,  5 or  10  mg  t.i.d.  or  q.i.d.; 
severe  states,  20  or  25  mg  t.i.d.  or 
q.i.d.  Geriatric  patients:  5 mg  b.i.d.  to 
q.i.d.  (See  Precautions.) 

Supplied:  Librium®  (chlordiazepoxide 
HCI)  Capsules,  5 mg,  10  mg  and 
25  mg— bottles  of  50.  Libritabs^.M. 
(chlordiazepoxide)  Tablets,  5 mg, 

10  mg  and  25  mg— bottles  of  100. 

With  respect  to  clinical  activity,  cap- 
sules and  tablets  are  indistinguish- 
able. 


Roche 

LABORATORIES 

Division  of  Hoffmann-La  Roche  Inc 

Nuiley.  New  Jersey  07110 
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Dilantin 

(diphenylhydantoin) 

PARKE-DAVIS 


In  untold  thousands  of 
epileptic  patients... 
Dilantin  has  been,  and 
continues  to  he,  the 
bedrock  of  therapy. 


DILANTIN  is  useful  in  the  treatment  of  grand  mal 
epilepsy  and  certain  other  convulsive  states.  Its 
use  will  prevent  or  greatly  reduce  the  incidence 
and  severity  of  convulsive  seizures  in  a substan- 
tial percentage  of  epileptic  patients,  without  the 
hypnotic  and  narcotizing  effects  of  many  anti- 
convulsant drugs. 

PRECAUTIONS:  Periodic  examination  of  the  blood 
is  advisable.  Nystagmus  in  combination  with  diplo- 
pia and  ataxia  indicates  dosage  should  be  re- 
duced. The  possibility  of  toxic  effects  during 
pregnancy  has  not  been  explored.  ADVERSE 
REACTIONS:  Allergic  phenomena  such  as  poly- 
arthropathy, fever,  skin  eruptions,  and  acute  gen- 
eralized morbilliform  eruptions  with  or  without 
fever.  Rarely,  dermatitis  goes  on  to  exfoliation  with 
hepatitis,  and  further  dosage  is  contraindicated. 
Gingival  hypertrophy,  hirsutism,  and  excessive 
motor  activity  are  occasionally  encountered.  Dur- 
ing initial  treatment,  side  effects  may  include  gas- 
tric distress,  nausea,  weight  loss,  nervousness, 
sleeplessness,  feeling  of  unsteadiness.  Macrocy- 
tosis,  megaloblastic  anemia,  leukopenia,  granulo- 
cytopenia, thrombocytopenia,  pancytopenia, 
agranulocytosis,  and  aplastic  anemia  have  been 
reported.  Nystagmus,  lymphadenopathy,  lupus 
erythematosus,  erythema  multiforme  (Stevens- 
Johnson  syndrome),  and  a syndrome  resembling 
infectious  mononucleosis  with  jaundice  have  occurred. 
DILANTIN  is  supplied  in  several  forms  including 
Kapseals®  containing  0.1  Gm.  and  0.03  Gm. 
diphenylhydantoin  sodium. 

Parke,  Davis  & Company,  Detroit,  Michigan  48232 


The  color  combinations  of  the  banded  capsules  are 
Parke-Davis  trademarks.  The  orange-banded  white  capsule 
identifies  Parke-Davis  0.1  Gm.  diphenylhydantoin  sodium; 
the  pink-banded  white  capsule  0.03  Gm.  diphenylhydantoin  sodium. 


PARKE-DAVIS 


OI5R67 


■ to  help  restore  and  stabilize 
the  intestinal  flora 

■ for  fever  blisters  and  canker 
sores  of  herpetic  origin 


LACTINEX  contains  both  Lactobacillus  acid- 
ophilus and  L.  hulgaricus  in  a standardized  viable 
culture,  with  the  naturally  occurring  metabolic 
products  produced  by  these  organisms. 

First  introduced  to  help  restore  the  flora  of 
the  intestinal  tract  in  infants  and  adults, 
LACTINEX  has  also  been  shown  to  be  useful  in  the 
treatment  of  fever  blisters  and  canker  sores  of 
herpetic  origin.^’®’’’’’® 

No  untoward  side  effects  have  been  reported  to 
date. 

Literature  on  indications  and  dosage  available  on 
request. 
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b.i.d. 


If  your  objective  in  the  use  of  a broad-spectrum  antibiotic 
is  prolonged  action,  with  high  blood  levels,  consider 
DECLOxMYCIN  300  mg  b.i.d. 

The  maintenance  dosage  of  DECLOM^  CIN 
300  mg  can  be  kept  at  this  convenient  schedule 
because  of  its  unusually  high  effective  blood 
and  tissue  levels. 

In  clinical  practice,  blood  levels  produced  by  a 
therapeutic  dose  of  DECLOMYCIN  are  high, 
prolonged,  and  effective,  because  of  high  serum 
binding  and  slow  renal  clearance. 

BECLOMYCIIV 

DEMETHYLCHLORTETRACYCLINE 


Prescribing  information  on  next  page. 


lOI  ]CI  X)M  VCI X 

I)fmiCTIIYir]lU)RTETRACYCLINE 

b.i.d. 

DECLOMYCIN  Demethylchlortetracycline  should  be 
equally  or  more  effective  therapeutically  than  other 
tetracyclines  ■when  the  offending  organisms  are 
tetracycline-sensitive. 

Contraindication;  History  of  hypersensitivity  to 
demethylchlortetracycline. 

Warning— In  renal  impairment,  usual  doses  may  lead 
to  excessive  accumulation  and  liver  toxicity.  Under  such 
conditions,  lower  than  usual  doses  are  indicated,  and,  if 
therajjyis  prolonged, serum  level  determinations  maybe 
advisable.  A photodynamic  reaction  to  natural  or  artifi- 
cial sunlight  has  been  observed.  Small  amounts  of  drug 
and  short  exposure  may  produce  an  exaggerated  sun- 
burn reaction  which  may  range  from  erythema  to  severe 
skin  manifestations.  In  a smaller  proportion,  photo- 
allergic  reactions  have  been  reported.  Patients  should, 
avoid  direct  exposure  to  sunlight  and  discontinue  drug 
at  the  first  evidence  of  skin  discomfort.  Necessary  subse- 
quent courses  of  treatment  with  tetracyclines  should  be 
carefully  observed. 

Precautions— Overgrowth  of  nonsusceptlble  organisms 
may  occur.  Constant  observation  is  essential.  If  new  in- 
fections aj)pear,  appropriate  measures  should  be  taken. 
In  infants,  increased  intracranial  pressure  with  bulging 
fontanels  has  been  observed.  All  signs  and  symptoms 
have  disappeared  rapidly  upon  cessation  of  treatment. 
Side  Effects— G astrointestinal  system— anorexia, 
nausea,  vomiting,  diarrhea,  stomatitis,  glossitis,  entero- 
colitis, pruritus  ani.  Skin— maculopapular  and  erythema- 
tous rashes;  a rare  case  of  exfoliative  dermatitis  has 
been  reported.  Photosensitivity;  onycholysis  and  dis- 
coloration of  the  nails  (rare).  Kidney— rise  in  BUN, 
apparently  dose  related.  Transient  increase  in  urinary 
output,  sometimes  accompanied  by  thirst  (rare).  Hyper- 
sensitivity reactions— urticaria,  angioneurotic  edema, 
ana])hylaxis.  Teeth— dental  staining  (yellow-brown)  in 
children  of  mothers  given  this  drug  during  the  latter 
half  of  pregnancy,  and  in  children  given  the  drug  during 
the  neonatal  period,  infancy  and  early  cliildhood. 
Enamel  liypoplasia  has  been  seen  in  a few  children.  If 
adverse  reaction  or  idiosyncrasy  occurs,  discontinue 
medication  and  institute  appropriate  therapy. 

Average  Adult  Daily  Dosage:  150  mg  q.i.d.  or  300 
mg  b.i.d.  Should  be  given  1 hour  before  or  2 hours  after 
meals,  since  absorption  is  impaired  by  the  concomitant 
administration  of  high  calcium  content  drugs,  foods  and 
some  dairy  products.  Treatment  of  streptococcal  infec- 
tions should  continue  for  10  days,  even  though  symp- 
toms have  subsided. 

In  the  trcatiiieni  of  syphilis  a dosage  schedule  of  a total  of  12  to  18 
Cm  given  in  equally  divided  doses  over  a period  of  10  to  15  days 
should  he  followed.  Close  follow-up  observation  of  the  patient  is 
recommended,  including  appropriate  laboratory  tests,  since  demethyl- 
chlortetracycline has  not  had  adequate  evaluation  in  all  stages  of 
syphilis.  Spinal  fluid  examination  should  be  included  as  part  of  this 
follow-up. 

Acute  gonococcal  anterior  urethritis  in  males  has  been  treated  ef- 
fectively with  a single  dose  of  600-900  mg  of  UECLO.MY'CIN  De- 
methylchlortetracycline. Individuals  unable  to  tolerate  large  single 
doses  due  to  gastrointestinal  side  effects  may  be  treated  with  150  mg 
every  6 hours  for  a minimum  of  4 doses  or  300  mg  every  12  hours  for 
a minimum  of  2 doses.  Females  should  be  treated  with  a dosage  of 
150  mg  every  6 hours  or  300  mg  every  12  hours  until  a cure  is  effected. 
Primary  Atypical  Pneumonia  (Eaton  .Agent):  The  average  adult  daily 
dosage  is  900  mg  in  3 divided  doses  for  six  days. 

LEDERLE  LABORATORIES,  A Division  of 
American  Cyanamid  Company,  Pearl  River,  N.Y. 


SIDE  EFFECTS:  Due  mainly  to  anticholinergic 
action  and  usually  at  high  dosage.  They  may 
include  dryness  of  the  mouth,  tachycardia, 
palpitation,  urinary  hesitancy  or  retention,  blurred 
vision,  dilatation  of  the  pupil,  increased  ocular 
tension,  weakness,  nausea,  vomiting,  headache, 
dizziness,  constipation,  and  drowsiness. 
Infrequently,  mental  confusion  in  the  elderly, 
urticaria  or  other  dermatoses.  Side  effects  are 
usually  eliminated  by  reduction  in  dosage.  Two 
cases  of  aplastic  anemia,  with  no  established 
causal  relationship,  have  been  reported. 

DOSAGE:  INJECTABLE  — Average  adult  dose 
one  ampul,  2 cc.  (60  mg.  orphenadrine  citrate) 

I.M.  or  I.V.  May  be  repeated  every  12  hours. 

Relief  may  be  maintained  with  one 
NORFLEX  tablet  b.i.d.  TABLETS -Two 
tablets  per  day  for  adults,  one  in  the 
morning,  one  in  the  evening.  Each  tablet 
contains  100  mg.  orphenadrine  citrate. 

For  full  information,  see  Package  Insert 
or  P.D.R. 

Riker  Laboratories 
Northridge,  California  91324 


Norflex 

(orphenadrine  citrate) 


The  muscle  relaxant 
that  works 

before  you  write  a prescription 

Relieve  painful  skeletal  muscle  spasm  in  your  office 
in  minutes  with  a single  2 cc.  injection  of  NORFLEX. 

Then,  for  sustained  relief,  write  a prescription 
for  NORFLEX  tablets,  1 tablet  b.i.d. 

CONTRAINDICATIONS:  Due  to  its  anticholinergic 
action,  NORFLEX  should  not  be  used  in  patients 
with  glaucoma,  pyloric  or  duodenal  obstruction, 
stenosing  peptic  ulcer,  prostatic  hypertrophy  or 
obstruction  at  the  bladder  neck,  cardiospasm 
(megaesophagus)  and  myasthenia  gravis.  Use  with 
caution  in  patients  with  tachycardia.  Do  not  use 
propoxyphene  (Darvon^)  concurrently. 


WARNING : T ransient  lightheadedness  or  dizziness 
following  NORFLEX-INJECTABLE  may  occur. 


MESSAGE 
EROM  THE 
PRESIDENT 


Welcome  Aboard,  Mr.  Secretary 


IN  1943,  Senate  Bill  1161  (Murray-Wagoner-Dingle)  proposed  a system  of 
compulsory  national  medical  insurance.  One  of  the  authors  was  an  obscure 
young  labor  economist  named  Wilbur  J.  Cohen.  In  the  years  and  the  campaigns 
for  Social  Security  medicine  that  followed,  Wilbur  J.  Cohen,  seldom  in  the  public 
eye,  climbed  the  ranks  of  the  federal  bureaucracy.  By  1965,  it  was  Under- Secretary 
Wilbur  J.  Cohen  who  masterminded  the  adoption  of  Medicare.  Through  all  those 
years,  I seemed  to  become  progressively  more  of  a pubUc  nuisance  in  writing  and 
speaking  on  the  perils  and  pitfalls  of  Social  Security  compulsory  medical  insurance. 

In  April  1968,  the  Honorable  Secretary  of  HEW,  Wilbur  J.  Cohen,  was  asked 
by  Senator  Ribicoff:  “Do  you  see  merit  in  a universal  health  insurance  program?" 
Secretary  Cohen  replied; 

“ I strongly  favored  such  a universal  health  insurance  program  as  it 

was  advocated  in  this  country  in  the  1940’s.  I think  that  from  the  experience 
that  we  have  had  in  the  last  two  years,  I have  come  to  the  conclusion  that  it  is 

a much  more  monumental  task  than  was  first  apparent I think  it 

would  be  better  to  go  at  this  problem  in  terms  of  looking  at  the  priority  needs 
that  exist  and  in  meeting  those,  than  trying  to  find  a kind  of  simple  blueprint 
that  would  probably  not  fit  all  of  these  various  conditions.” 

May  we  hope  that  this  is  finally  acceptance  of  what  I held  to  be  an  elementary 
premise — that  it  is  much  easier  for  a physician  to  understand  social  problems  than 
it  is  for  a social  worker  to  master  the  problems  of  medical  care. 


Doctor . . . 


the  VOLUNTARY  SYSTEM  is  always  SUPERIOR! 
Here  are  3 more  big  examples  why  you 
can  recommend  with  confidence  the 

VOLUNTARY  PLANS  . . . 

BLUE  SHIELD  & BLUE  CROSS 


• BENEFITS  . . . Improved  June  1,  1968 

• DUES  . . . DEcrease  15%  next  billing  date 

These  changes  apply  to  ALL  SUBSCRIBERS  of 
this  certificate,  which  adds  to  but  does 
not  duplicate  Medicare  benefits. 


date  for  the  following  sub- 
scribers: 

• Direct  Pay 

• Groups  of  50  or  less 

• F arm  Bureau 


Subscribers  in  groups  of  50  or  more  are  adjusted  according  to 
an  approved  rating  formula  on  their  contract  anniversary  date 


• BENEFITS  — Improved  June  1,  1968 
at  no  increase  in  dues. 

Benefits  will  be  improved  in  all  groups  except  where 
impossible  because  of  the  terms  of  a group  contract. 


DETAILED  INFORMATION  REGARDING  THESE  CHANGES  HAS 
BEEN  MAILED  TO  EVERY  KENTUCKY  PHYSICIAN 


Your  support  in  strengthening  the  VOLUNTARY  PREPAYMENT 
SYSTEM  is  needed. 


BLUE  SHIELD®  & BLUE  CROSS® 


3101  Bardstown  Road  • Louisville,  Ky.  40205  • Phone  452-1511 


519 


THE  INSURANCE  PAGE 


Blues  Increase  Benefits;  Lower  Costs 


IN  THESE  days  when  everyone  is  discussing  the 
increasing  cost  of  health  care,  it  was  very  en- 
couraging to  learn  that  Kentucky  Blue  Cross  and 
Blue  Shield  have  been  able  to  reduce  dues  and  in- 
crease benefits  on  some  of  their  contracts. 

The  Blue  Cross  and  Blue  Shield-65  contract  which 
is  designed  to  extend  the  coverage  of  Medicare  for 
our  elderly  Kentuckians  has  made  dramatic  changes. 
The  Blue  Cross  and  Blue  Shield-65  contract  was  first 
offered  to  Kentuckians  on  July  1,  1966,  the  effective 
date  of  Medicare.  The  coverage  includes  payment  of 
the  deductibles  for  covered  hospital  services  as  well 
as  the  co-pay  features  not  covered  by  Medicare. 

The  Extended  Benefits  portion  of  the  Blue  Cross 
and  Blue  Shield-65  contract  pays  for  the  co-pay  per- 
centage not  covered  by  Medicare  for  professional 
and  certain  other  services  after  a $50  deductible. 

The  additional  benefits  being  added  include:  Pay- 
ment in  full  of  the  $20  per  day  deductible  if  the  pa- 
tient chooses  to  use  the  new  in-hospital  lifetime 
Medicare  reserve;  coverage  in  approved  Extended 
Care  Facilities;  necessary  private  duty  nursing  up  to 
$2,500  while  a hospital  in-patient;  and  a lifetime  maxi- 
mum benefit  increase  from  $5,000  to  $10,000. 

The  monthly  dues  of  $5  per  member  for  Blue 
Cross  and  Blue  Shield-65  is  being  reduced  to  $4.25. 

The  effective  date  for  the  implementation  of  these 
new  benefits  will  be  June  1,  1968.  All  Blue  Cross 
and  Blue  Shield-65,  group,  non-group  and  direct-pay 
members  will  receive  notification  of  these  changes 
by  mail  and  adjustment  of  their  dues  beginning  with 
the  July  1,  1968  billing  period  and  thereafter. 

Additional  coverage  has  also  been  added  to  the 
Extended  Benefits  contract  which  pays  over  and 


above  basic  Blue  Cross  and  Blue  Shield.  Increased 
benefits  are  effective  June  1,  1968  for  these  sub- 
scribers. 

The  most  dramatic  of  these  changes  as  it  ap- 
plies to  physicians,  is  the  increased  surgical  benefits 
which  have  been  tied  into  Usual  and  Customary  con- 
cepts and  the  in-hospital  medical  rider  which  has  been 
increased  from  $3  per  day  to  $5.  All  home  calls  were 
increased  from  $4  to  $6  and  office  calls  from  $4  to 
$5. 

Payment  for  necessary  care  rendered  a member  in 
a nursing  home  will  be  increased  from  $8  per  day 
to  $12.  A new  benefit  is  the  addition  of  in-hospital 
consultations  if  a limited  physical  examination  is  nec- 
essary and  $20  if  a complete  physical  is  necessary. 

The  maximum  on  Extended  Benefits  has  been 
raised  from  $10,000  to  $20,000  and  it  is  now  possible 
for  the  subscribers  with  this  contract  to  continue  on 
a direct  basis  when  they  leave  a group  plan. 

Blue  Shield  Schedules  C & D Subscribers  who  are 
enrolled  on  a direct  pay  basis,  Farm  Bureau  or  in  a 
group  with  less  than  50  subscribers  will  receive  a 
rate  reduction  of  about  10  percent  for  their  current 
coverage.  This  rate  reduction  is  effective  July  1. 

Groups  over  50  are  rated  according  to  a formula 
approved  by  the  Commissioner  of  Insurance  and  their 
experience  is  reviewed  annually. 

The  rates  for  all  Blue  Cross  and  Blue  Shield  sub- 
scribers are  based  upon  cost  of  care  and  utiliza- 
tion of  services  by  members. 

The  Blue  Shield  staff  is  preparing  a mailing  which 
will  be  sent  to  your  office  to  help  answer  any  ques- 
tions your  patients  might  have. 

William  W.  Hall,  M.D. 
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Abbott 

Antihypertensive 
Building  Blocks 


"A  simplified  approach  ^ 
to  the  practice  management 
^ of  hypertension 


PAlfUiYLliMi; 


DiiisPiiPimNi;; 


PAUGYLIXP 


PAUGYLlNl!; 


Enduron:  (methyclothiazide)  A basic 
building  block  for  mild  hypertensives 


Excellent  day-long  output, 
yet  easy  on  the  K'’ 

Enduron  provides  an  excellent  starting  therapy.  Your  patient 
sodium  excretion  is  greatly  enhanced.  Yet  potassium  loss  is  lov 
The  therapeutic  action  is  smooth,  and  persists  for  a full  24  hour  , 
With  Enduron  you  can  prescribe  convenient  once-a-day  dosa^  i 
without  skimping  your  patients  on  day-long  thiazide  effectivenes 
Of  course,  as  with  all  thiazides,  supplemental  dietary  potassiui 
should  also  be  considered. 

Use  Enduron  as  a basic  therapy  in  patients  with  mild  to  moi 
erate  hypertension.  A single  5-mg.  tablet  each  day  is  ample 
most  cases. 


Once  a day,  every  day 

ENDURON 

IIHVCIOIHIWIDE 


See  Brief  Summary  on  final  page  of  advertisement 


znduronyl:  Its  deserpidine  component 
adds  response  in  moderate  hypertension 


Less  frequent  rauwolfia  side 
effects  than  with  reserpine 

When  you  wish  to  build  further  response,  consider  shifting  to 
Enduronyl, 

Enduronyl  adds  a building  block  of  deserpidine.  This  is  a puri- 
fied rauwolfia  alkaloid  available  only  from  Abbott.  It  adds  good 
antihypertensive  and  tranquilizing  activity.  Yet  its  incidence  of 
untoward  effects,  particularly  lethargy  and  depression,  is  lower 
than  with  reserpine. 

Enduronyl  is  available  plain  or  Forte.  The  latter  provides  its 
variation  where  most  helpful,  by  doubling  the  deserpidine. 

Use  Enduronyl  for  patients  throughout  the  broad  range  of  mild 
to  moderately  severe  hypertension. 


Once  a day,  every  day 

ENDURONYL’ 

iIHYCll)TlllAZID[5mg.witli 

]ESEIIPIOINE  0.25  fH§.  or  (FORIE)  0.5  fH§[.  see  Brief  summary  on  final  page  of  advertisement 


MILD  TO  MODERATE  TO  SEVERE 


801094 


Eutron:  A unique  combination  for  handling 
moderate  to  severe  cases 


NETIIYCLOTIILIZIDE 


Affords  almost  uniform  diastolic 
reduction  in  all  body  positions 

Eutron  lowers  diastolic  pressures  nearly  equally,  whether  your 
patient  is  standing  up  or  lying  down. 

Thus,  in  clinical  trials,  average  standing  diastolic  readings  were 
reduced  from  112  pre-treatment  to  90  post-treatment;  sitting  from 
115  to  95;  and  recumbent  from  112  to  94. 

Note  that  following  Eutron,  the  diastolic  reductions  were  nearly 
alike  in  all  three  body  positions. 

Use  Eutron  for  managing  your  moderate  to  severe  cases.  Its 
building  blocks  enhance  each  other;  hence  lesser  doses  often  suffice. 


Once  a day,  every  day 

EUTRON 


PMi;yLIN[llYDiCHL0IIID[25nig. 

witliMElHYCLOlHIilZIDESnig. 


MILD  TO  MODERATE  TO  SEVERE 


See  Brief  Summary  on  final  page  of  advertisement 
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ENDURON 

MEinVClOTHIAZIDE 


ENDURONYi: 

Each  tablet  contains 
Methyclothiazide  5 mg.  with 
Deserpidine  0.25  mg.  or  0.5  mg. 


Indications:  Edema  and  mild  to  moderate  hypertension 
(Enduron),  and  mild  to  moderately  severe  hypertension 
(Enduronyl).  More  potent  agents,  if  added,  can  be  given 
at  reduced  dosage. 

Contraindications:  Sensitivity  to  thiazides;  severe  renal 
disease  (except  nephrosis)  or  shutdown;  severe  hepatic 
disease  or  impending  hepatic  coma  (hepatic  coma  due  to 
hypokalemia  has  been  reported  in  patients  on  thiazides). 
Do  not  use  Enduronyl  in  severe  mental  depression,  sui- 
cidal tendencies,  active  peptic  ulcer,  or  ulcerative  colitis. 
Warnings:  Consider  possible  sensitivity  where  there  is 
history  of  allergy  or  asthma.  If  added  potassium  is  indi- 
cated, dietary  supplementation  is  recommended.  Reserve 
enteric-coated  potassium  tablets  for  cautious  use  only 
when  necessary,  as  they  may  induce  serious  or  fatal 
small  bowel  lesions  (stenosis  with  or  without  ulceration), 
cause  obstruction,  hemorrhage,  and  perforation  often 
requiring  surgery;  discontinue  them  immediately  if  ab- 
dominal pain,  distention,  nausea,  vomiting,  or  g.i.  bleed- 
ing occurs.  Neither  Enduron  nor  Enduronyl  contains 
added  potassium. 

Precautions:  Use  thiazides  cautiously  in  severe  renal 
dysfunction,  impaired  hepatic  function  or  progressive 
liver  disease;  also  in  pregnancy  (bone  marrow  depres- 
sion, thrombocytopenia,  and  altered  carbohydrate  me- 
tabolism have  been  reported  in  certain  newborn).  In 
surgery,  thiazides  may  reduce  response  to  vasopressors, 
and  increase  response  to  tubocurarine.  Antihypertensive 
response  may  be  enhanced  following  sympathectomy. 
Watch  for  electrolyte  imbalance  (e.g.,  hyponatremia)  in 
all  patients.  In  hypokalemia  (especially  in  digitalized  pa- 
tients) give  supplemental  potassium.  In  hypochloremic 
alkalosis,  give  supplemental  chloride. 

Use  rauwolfias  with  caution  in  patients  with  history  of 
peptic  ulcer.  Rauwolfias  with  anesthetics  may  produce 
hypotension  and  bradycardia.  Discontinue  Enduronyl  two 
weeks  before  elective  surgery.  Consider  vagal  blocking 
agents  during  emergency  surgery.  In  epilepsy,  adjust 
anticonvulsant  dosage.  In  electroshock,  shorten  stimulus 
strength  and  duration.  In  occasional  patients  with  de- 
pressive tendencies,  rauwolfias  may  precipitate  severe 
mental  depression  that  usually  disappears  when  drug  is 
stopped. 

Adverse  Reactions:  Thiazide  reaction  include  blood  dys- 
crasias  (thrombocytopenia  with  purpura,  agranulocytosis, 
aplastic  anemia);  elevation  of  BUN,  serum  uric  acid  or 
blood  sugar;  anorexia,  nausea,  vomiting,  diarrhea,  head- 
ache, dizziness,  paresthesia,  weakness,  skin  rash,  photo- 
sensitivity, jaundice,  symtomatic  gout,  and  pancreatitis. 
Cutaneous  vasculitis  in  the  elderly  has  been  reported 
with  other  thiazides.  Adverse  effects  with  deserpidine  are 
qualitatively  similar  to  those  with  reserpine,  but  their  in- 
cidence is  lower.  These  include  nasal  stuffiness,  ab- 
dominal cramps  or  diarrhea,  nausea,  headache,  weight 
gain,  reduced  libido  and  potency,  peptic  ulcer  aggrava- 
tion, epistaxis,  skin  eruption,  asthma  in  susceptible  pa- 
tients, electrolyte  imbalance,  excessive  salivation,  and  a 
reversible  Parkinson’s  syndrome.  Excessive  drowsiness, 
fatigue,  weakness,  and  nightmares  may  signal  mental  de- 
pression. Thrombocytopenia,  purpura,  and  a symptom 
manifested  by  dull  sensorium,  deafness,  uveitis,  glaucoma, 
and  optic  atrophy  are  rare  allergic  reactions  to  other 
rauwolfias.  Hypotension  from  antihypertensive  agents 
may  precipitate  angina  attacks  in  susceptible  individuals. 
Usually  adverse  reactions  disappear  when  drug  is  with- 
drawn. 


EUTRON™ 


Each  tablet  contains 
Pargyline  Hydrochloride  25  mg. 
with  Methyclothiazide  5 mg. 


Indications— Moderate  to  severe  hypertension. 
Corrframd/caf/ons— Pheochromocytoma,  paranoid  schizo- 
phrenia, hyperthyroidism  and  advanced  renal  failure.  Not 
recommended  in  malignant  hypertension,  children  under 
12,  pregnant  patients. 

Do  not  use  with:  centrally  or  peripherally  acting  sym- 
pathomimetic drugs;  foods  high  in  tyramine  (e.g.,  aged 
and  natural  cheeses);  parenteral  reserpine  or  guanethi- 
dine;  imipramine,  amitriptyline,  desipramine,  nortripty- 
line or  their  analogues;  other  monoamine  oxidase  inhib- 


itors; methyidopa  or  dopamine;  separate  Eutron  and 
these  agents  by  two  weeks. 

Sensitivity  to  thiazides;  severe  renal  disease  (except 
nephrosis)  or  shutdown;  severe  hepatic  disease;  impend- 
ing hepatic  coma  from  thiazide-induced  hypokalemia. 

IVarn/ngs— Patients:  1.  No  other  drugs  (particularly  "cold 
preparations"  and  antihistamines),  cheese  or  alcohol 
without  physician’s  consent.  2.  Promptly  report  ortho- 
static symptoms,  severe  headache,  other  unusual  symp- 
toms. 3.  Angina  pectoris  or  coronary  artery  disease 
patients  must  not  increase  physical  activity  with  improved 
anginal  symptoms  or  well-being. 

Physicians:  1.  Use  antihistamines,  hypnotics,  sedatives, 
tranquilizers  and  narcotics  (meperidine  contraindicated) 
cautiously  in  reduced  doses.  2.  Stop  Eutron  two  or  more 
weeks  before  elective  surgery:  in  emergency  surgery  re- 
duce premedication  (narcotics,  sedatives,  analgesics, 
etc.)  to  1/4  to  1/5;  carefully  adjust  anesthetic  dosage  to 
patient  response.  3.  Use  cautiously  in  advanced  renal 
failure.  4.  Pargyline  may  induce  hypoglycemia.  5.  Con- 
sider possible  sensitivity  reactions  when  a history  of 
allergy  or  asthma  is  present.  6.  If  potassium  is  indicated, 
dietary  supplement  is  recommended;  enteric-coated  po- 
tassium tablets  may  induce  serious  or  fatal  small  bowel 
lesions  (stenosis  with  or  without  ulceration),  cause  ob- 
struction, hemorrhage,  and  perforation  frequently  re- 
quiring surgery;  discontinue  medication  immediately  if 
abdominal  pain,  distention,  nausea,  vomiting  or  gastro- 
intestinal bleeding  occurs;  Eutron  does  not  contain 
added  potassium.  7.  Possible  systemic  lupus  erythema- 
tosus has  been  reported  for  thiazides. 

Precauf/orrs— Pargyline:  Use  cautiously  at  reduced  dosage; 
caffeine,  alcohol,  antihistamines,  barbiturates,  chloral 
hydrate,  other  hypnotics,  sedatives,  tranquilizers,  nar- 
cotics. Periodically  do  urinalyses,  blood  counts,  liver 
function  tests,  etc.  Use  with  caution  in  liver  disease. 
Watch  for  orthostatic  hypotension,  especially  in  impaired 
circulation  (e.g.,  angina  pectoris,  coronary  artery  dis- 
ease, cerebral  arteriosclerosis):  also,  augmented  hypo- 
tension in  concomitant  febrile  illnesses.  Reduce  or  dis- 
continue if  hypotension  is  severe.  In  impaired  renal 
function  watch  for  cumulative  drug  effects,  elevated  BUN 
and  other  evidence  of  progressive  renal  failure;  withdraw 
drug  if  these  persist.  In  surgery  increased  central  de- 
pressant response  (hypotension  and  increased  sedative 
effect)  can  be  controlled  by  (1)  discontinuing  at  least  two 
weeks  prior;  (2)  in  emergency  surgery  lowering  dose  of 
premedication;  (3)  when  necessary,  administering  a vaso- 
pressor. Do  not  use  in  hyperactive  and  hyperexcitable 
patients.  Pargyline  may  unmask  severe  psychotic  symp- 
toms where  emotional  problems  pre-exist.  Use  cautiously 
in  Parkinsonism,  especially  with  antiparkinsonian  agents. 
In  prolonged  therapy,  examine  for  change  in  color  per- 
ception, visual  fields,  fundi  and  visual  acuity.  Also,  pro- 
longed therapy  has  made  certain  patients  refractory  to 
nerve  blocking  effects  of  local  anesthetics. 

Methyclothiazide:  Use  cautiously  in  severe  renal  dys- 
function, impaired  hepatic  function  or  progressive  liver 
disease;  also  in  pregnancy  (bone  marrow  depression, 
thrombocytopenia,  and  altered  carbohydrate  metabolism 
have  been  reported  in  certain  newborn).  In  surgery  thia- 
zide may  reduce  vasopressor  response  and  increase  tu- 
bocurarine response.  Antihypertensive  response  may  be 
enhanced  following  sympathectomy.  Watch  for  electro- 
lyte imbalance  (e.g.,  hyponatremia).  Give  supplemental 
chloride  if  hypochloremic  alkalosis  occurs  and  supple- 
mental potassium  if  hypokalemia  occurs  (especially  in 
digitalized  patients).  Thiazides  may  decrease  serum 
P.B.I.  without  signs  of  thyroid  disturbance. 

Adverse  Reactions  — PargyWne:  Orthostatic  hypotension 
and  associated  symptoms,  mild  constipation,  fluid  reten- 
tion, edema,  dry  mouth,  sweating,  increased  appetite, 
arthralgia,  nausea,  vomiting,  headache,  insomnia,  diffi- 
cult in  micturition,  nightmares,  impotence,  delayed  ejac- 
ulation, rash,  purpura,  weight  gain,  hyperexcitability, 
increased  neuromuscular  activity  and  other  extrapy- 
ramidal  symptoms.  Drug  fever  is  extremely  rare.  Reduc- 
tion in  blood  sugar  and  hypoglycemic  effects  are  pos- 
sible. Congestive  heart  failure  has  been  reported  in  a 
few  patients  with  reduced  cardiac  reserve. 

Methyclothiazide:  Blood  dyscrasias  (thrombocytopenia 
with  purpura,  agranulocytosis,  aplastic  anemia);  eleva- 
tion of  BUN,  blood  sugar  or  serum  uric  acid  (gout  may 
be  induced);  anorexia,  nausea,  vomiting,  diarrhea,  head- 
ache, dizziness,  paresthesia,  weakness,  skin  rash,  photo- 
sensitivity, jaundice  and  pancreatitis.  Cu- 
taneous vasculitis  in  elderly  patients  has 
been  reported  with  other  thiazides. 

If  side  effects  are  severe  or  persist,  re- 
duce dosage  or  withdraw  drug.  somssr 
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HEREDITY,  DISEASE,  & MAN:  Genetics  in  Medicine:  Alan 
E.  H.  Emery,  M.D.;  Published  by  the  University  of  California 
Press,  Berkeley,  California,  1968;  247  Pages;  Price  $6.95. 

For  those  readers  who  enjoy  science  (and  genetics) 
in  the  manner  it  is  usually  presented  in  the  Scientific 
American,  this  book  will  offer  a very  profitable  even- 
ing. A flock  of  very  simplified  diagrams,  tables 
and  graphs  illustrate  this  necessarily  sketchy  review 
of  current  ideas  and  methods  in  human  genetics.  Ap- 
parently directing  his  material  primarily  to  the  student, 
rather  than  to  the  clinician,  the  author  only  nudges 
the  big  problem  facing  the  physician  in  practice — that 
of  genetic  counseling  to  parents  and  families. 

The  first  three  chapters  discuss  genes  and  chromo- 
somes from  the  morphological  and  functional  view- 
point. There  is  an  excellent  discussion  in  Chapter 
Four  of  the  genetic  role  in  embryological  develop- 
ment, including  the  story  of  the  inactivation  of  the 
X chromosome  in  females.  Chapters  Five  and  Six 
discuss  the  relationship  of  heredity  and  disease,  and 
Chapter  Seven  outlines  the  relationship  of  drug  re- 
actions to  hereditary  factors  (now  grouped  under  an 
ever  increasingly  fashionable  term,  pharmaco- 
genetics). 

In  Chapter  Eight  we  come  up  against  those  arch 
villains  of  medical  students  who  have  to  memorize 
the  population  “laws”,  Flardy  and  Weinberg.  The  ef- 
fect of  radiation  on  man  is  reviewed  in  Chapter 
Nine,  and  only  in  the  final  chapter  does  the  book 
attempt  to  relate  some  practical — as  far  as  the 
clinician  is  concerned — problems  to  our  newly  gained 
knowledge  in  human  genetics. 

This  is  a well-written  and  organized  book,  but  not 
exactly  what  the  doctor  ordered. 

Leonard  E.  Reisman,  M.D. 

SURGERY  OF  THE  AGED  AND  DEBILITATED  PATIENT: 
edited  by  John  H.  Powers,  M.D.;  Published  by  W.  B. 
Saunders  Company,  Philadelphia  and  London,  1968;  611 
Pages;  Price  $19.00. 

This  is  an  excellent  book  which  presents  an  en- 
lightened and  intelligent  approach  to  surgery  in  the 
aged  and  debilitated  patient.  The  book  points  out 
that  chronologic  age  is  not  a reliable  index  of  ability, 
and  that  age  affects  all  organs  and  systems  in  the 
same  fashion,  with  a progressive  loss  of  functioning 
cells.  This  book  notes  both  biologic  and  pathologic 
aging  and  suggests  that  much  of  the  infirmities  and 
disability  of  aging  are  a re.sult  of  pathologic  proc- 
esses. It  further  suggests  that  in  those  animals  pos- 
sessing an  immune  response,  longevity  may  be  in- 
creased. 

The  metabolic  variables  of  the  elderly  surgical  pa- 
tient. as  opposed  to  the  younger  patient,  differ  on  a 


quantitative  rather  than  a qualitative  basis.  Diminished 
functional  capacity  of  vital  organs  in  the  aged  patient 
demands  more  precise  preoperative  preparation,  op- 
erative management  and  postoperative  care.  From  the 
preoperative  standpoint,  adequate  blood  volume,  ex- 
tracellular fluid,  and  source  of  energy  for  normal 
metabolism  are  emphasized.  To  achieve  these  ends 
the  book  recommends  a training  period,  during  which 
blood  volume  is  built,  cardio-pulmonary  deficiencies 
are  corrected  and  adequate  nutrition  is  achieved  for 
the  elderly  elective  surgical  patient.  Anesthesia  in 
such  patients  is  accompanied  by  an  increased  risk. 
This  can  best  be  minimized  by  moderation  both  in 
the  use  of  premedication  and  in  the  use  of  anesthetic 
agents.  In  both  situations,  individualization  is  im- 
portant, and  probably  there  is  less  disturbance  of 
physiologic  function  with  conduction  anesthesia  as 
opposed  to  general  anesthesia.  However,  in  certain 
operations  in  different  individuals,  general  anesthesia 
is  more  appropriate.  Proper  monitoring  of  the  patient 
is  essential  during  anesthesia  and  in  the  immediate 
postoperative  period.  Quite  often  difficulty  in  the  post- 
operative period  is  associated  with  co-existing  degen- 
erative and  debilitating  diseases  which  have  not  been 
diagnosed  in  the  preoperative  period.  Therefore,  these 
patients  may  have  been  inadequately  treated  or  mis- 
managed. This  emphasizes  the  importance  of  me- 
ticulous preoperative  investigation  and  preparation 
for  whatever  surgery  is  indicated.  A sympathetic  un- 
derstanding of  the  emotional  needs  and  psychologic 
problems  of  the  aged  patient  will  facilitate  his  surgi- 
cal care. 

One  chapter  of  the  book  is  devoted  to  infections 
in  the  debilitated  surgical  patient,  primarily  to  the 
recognition,  surgical  treatment,  and  chemotherapy 
of  the  various  types  of  surgical  infection,  with  spe- 
cial consideration  for  the  organisms  involved.  This 
chapter  is  rather  well  done  and  worthy  of  considera- 
ble contemplation.  The  last  150  pages  of  the  book 
are  devoted  to  elective  surgery,  urgent  surgery,  vascu- 
lar surgery,  fractures  and  orthopedics  of  the  debili- 
tated patient,  cancer  in  the  older  patient,  post- 
operative management  and  complications,  hepatic 
failure  in  the  surgical  patient,  rehabilitation  after 
major  surgery  trauma,  and  surgical  mortality.  In 
these  chapters  several  interesting  points  are  made  and 
elaborated  upon.  It  is  essential  in  some  situations  to 
modify  the  operation  to  suit  the  patient  on  the 
basis  of  his  age  and  degree  of  debility  and  in  some 
situations  of  elective  surgery,  all  that  can  be  done  is 
to  do  no  harm.  Diagnosis  is  important  so  that  surgery 
may  be  direct  and  precise.  Postoperative  complica- 
tions should  be  avoided  since  they  prolong  the  con- 
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valescent  period  and  use  up  the  elderly  patient’s  re- 
serve. 

Age  per  se  is  not  an  indication  for  inferior  treat- 
ment, and  before  a surgeon  condemns  a patient  to 
gradual  increasing  disability,  he  should  be  certain 
that  nothing  more  can  be  done.  The  cancer  surgeon, 
in  his  zeal  to  cure  the  disease,  whether  his  surgery  be 
palliative,  radical,  or  super-radical,  must  always  re- 
member the  patient’s  quality  and  dignity  for  life 
after  surgery.  Every  effort  should  be  made  to  re- 
habilitate the  patient  following  surgery,  both  on 
a physical  as  well  as  a psycho-social  level.  In  dis- 
cussing surgical  mortality,  the  importance  of  avoiding 
complications  is  emphasized  as  well  as  the  elimina-  j 
tion  of  primary  disease,  even  though  asymptomatic,  j 
in  order  to  avoid  lethal  complications  later.  Profes-  | 
sional  errors  are  considered  and  it  is  felt  that  this  is 
an  area  in  which  reduction  can  be  achieved. 

John  L.  Cook,  M.D. 

Ernest  F,  Oblander,  M.D.  is  the  new  director  of 
Maternal,  Child  and  School  Health  for  the  Louisville 
and  Jefferson  County  Department  of  Health.  Doctor 
Oblander,  an  obstetrician,  graduated  from  the  Uni- 
versity of  Louisville  School  of  Medicine  in  1963  and 
completed  his  internship  and  residency  training  at 
Baptist  Hospital,  Nashville,  Tenn. 


TofightTB- 

finditfirstl 


Make  tuberculin  testing  routine 
with  every  physical  examination. 


TUBERCULIN, TINE  TEST 

' (Rosenthal) 

Side  effects  are  possible  but  rare:  vesiculation.  ulceration,  or  necrosis 
at  test  site.  Contraindications:  none,  but  use  with  caution  in  active 
tuberculosis.  Available  in  5’s  and  25’s. 


After  the  picnic 
even  Gramps 

Was  a victim  of 
intestinal  cramps 

Parepectolin  for  quick  relief  of  acute  diarrhea 
. . . soothes  colicky  pain  with  paregoric* 

. . . consolidates  fluid  stools  with  pectin 
. . . adsorbs  irritants  with  kaolin, 
and  protects  intestinal  mucosa 

In  elderly  patients  it  is  particularly  important 
to  stop  the  diarrhea  fast.  Parepectolin  helps  you 
control  diarrhea  promptly  and  gain  the  patient’s 
confidence  until  etiology  has  been  determined. 


Contains  opium  (34  grain)  15  mg.  per  fluid 
ounce. 


xvarning : may  be  habit  forming 

Pectin (23/2  grains)  162  mg. 

Kaolin  (specially  purified)  ....  (85  grains)  5.5  Gm. 
( alcohol  0.69%) 

Usual  Adult  Dose:  One  or  two  tablespoonfuls  three  times 
daily. 


330-8/6135 


WILLIAM  H.  RORER,  INC. 

Fort  Washington,  Pa. 
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From  the  files  of  the 

COMMITTEE  FOR  THE 


STUDY  OF  MATERNAL  MORTALITY 


CASE  28-66.  A 38  year  old  married  white 
gravida  7,  para  6,  was  admitted  to  the 
hospital  in  labor  at  term  at  6:35  p.m. 
on  October  3,  1966.  The  temperature  was 
98.6°,  pulse  80,  respiration  18  and  blood  pres- 
sure 100/60.  The  fetal  heart  beat  was  count- 
ed at  160  in  the  right  lower  quadrant.  The 
cervix  was  thick,  6 cm  dilated  with  the  mem- 
branes intact,  and  a forebag  present.  The  pa- 
tient was  sedated  with  50  mg  Demerol  and 
20  mg  Largon  at  8:30  p.m.  At  10:30  p.m. 
the  cervix  was  dilated  to  8 cm.  She  was 
moved  to  the  delivery  room  where  the  mem- 
branes were  ruptured  artificially.  She  received 
3 minim  doses  of  Pitocin  at  10:55  p.m.  and 
11:25  p.m.  The  cervix  was  then  completely 
dilated.  Her  physician  then  discovered  that  the 
fetus  lay  in  face  presentation;  he  attempted  to 
flex  the  head  but  was  unable  to  do  so.  A 
nurse  was  called  to  administer  a general 
anesthetic  with  sodium  pentothal,  and  an  in- 
ternal podalic  version  and  breech  extraction 
was  performed  with  delivery  at  12:55  a.m.  of 
a living  male  infant  in  good  condition  weigh- 
ing 10  lb.  11  oz.  One  ampule  of  Pitocin  was 
given  immediately  postpartum.  The  placenta 
was  expressed  spontaneously  at  1 :05  a.m. 
and  then  one  ampule  of  Ergotrate  was  given. 
The  baby  received  0.2  mg  of  Nalline  intramuscu- 
larly at  12:56  a.m.  The  patient  was  watched 
in  the  delivery  room  until  1 :40  a.m.,  when 
her  pulse  was  88,  the  uterus  was  firm,  and 
the  bleeding  was  controlled.  The  infant  was 
also  in  good  condition. 

The  patient  was  conscious  before  she  was 
removed  from  the  delivery  room.  In  her  room 
she  talked  sensibly  with  her  husband.  At  2:00 
a.m.,  however,  the  patient  complained  to  her 
husband  that  she  was  smothering.  When  the 
nurse  arrived  in  a few  minutes,  she  was  found 
to  be  in  deep  shock.  Dextran  and  glucose  were 
started  intravenously  and  her  physician  was 
called.  He  arrived  at  2:10  a.m.  and  started 
administering  oxygen  by  mask.  He  gave  her 
5 mg  aramine  intramuscularly;  blood  was  or- 


dered and  started  at  3:00  a.m.  Her  initial 
blood  pressure  of  70/44  began  to  fall.  Ara- 
mine was  given  intravenously  without  im- 
provement. At  no  time  was  there  any  exces- 
sive vaginal  bleeding,  and  the  fundus  was  de- 
scribed as  remaining  firm  and  high. 

Repeated  checks  of  her  lung  fields  showed 
no  sign  of  atelectasis,  though  the  breath  sounds 
were  loud  and  harsh.  There  was  no  dullness 
to  percussion  in  either  lung  base.  Initially  her 
pulse  had  been  100  and  regular,  but  as  the 
state  of  shock  advanced  the  rate  became  fast- 
er, and  an  irregular  rhythm  with  many  extra- 
systoles developed,  and  ultimately  the  rate  was 
completely  irregular  and  very  rapid.  The  pa- 
tient died  at  4:10  a.m.  Permission  for  an  au- 
topsy was  refused.  The  cause  of  death  was 
listed  on  the  certificate  as  “coronary  embolism 
due  to  childbirth”. 

Comments 

The  committee  classified  this  as  a direct 
obstetrical  death  with  preventable  factors  on 
the  part  of  the  physician.  This  38  year  old 
grande  multipara  received  3 minim  of  Pitocin 
on  two  occasions  after  the  membranes  were 
artificially  ruptured  with  the  cervix  8 cm  di- 
lated in  the  presence  of  an  undiagnosed  ab- 
normal presentation.  The  choice  of  anesthetic 
agent  was  inappropriate  for  obtaining  suffi- 
cient uterine  relaxation  to  permit  an  internal 
podalic  version  and  extraction.  The  committee 
agreed  that  the  most  likely  cause  of  death  was 
a rupture  of  the  uterus  with  intra-abdominal 
bleeding.  This  could  have  resulted  from  the 
ill-advised  administration  of  Pitocin  to  a pa- 
tient with  an  undiagnosed  cephalopelvic  dis- 
proportion. or  from  the  internal  podalic  ver- 
sion. Even  though  there  was  no  excessive  va- 
ginal bleeding,  the  fundus  was  described  as 
“firm  and  high”,  suggesting  possible  displace- 
ment by  a hematoma.  Certainly  an  autopsy 
was  needed  in  this  case  to  make  the  unlikely 
diagnosis  of  coronary  embolism,  rather  than 
the  obvious  possibility  of  uterine  rupture. 
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Results  on  skin  are  final  proof  of  any  topical  antibiotic’s  effectiveness 

No  in  vitro  test  can  duplicate  a clinical  situation  on  living  skin.  ‘Neosporin’  (polymyxin  B 
— bacitracin  — neomycin)  Ointment  has  consistently  proven  its  effectiveness  in  thousands  of 
cases  of  bacterial  skin  infection.  The  spectra  of  the  three  antibiotics  overlap  in  such  a way 
as  to  provide  bactericidal  action  against  most  pathogenic  bacteria  likely  to  be  found  topically. 
Diffusion  of  the  antibiotics  from  the  special  petrolatum  base  is  rapid  since  they  are  insoluble 
in  the  petrolatum,  but  readily  soluble  in  tissue  fluids.  The  Ointment  is  bland  and  nonirritating. 

Caution;  As  with  other  antibiotic  preparations,  prolonged  use  may  result  in  overgrowth  of  nonsuscep- 
tible  organisms  and/or  fungi. -Appropriate  measures  should  be  taken  if  this  occurs.  Articles  in  the 
current  medical  literature  indicate  an  increase  in  the  prevalence  of  persons  allergic  to  neomycin. 
The  possibility  of  such  a reaction  should  be  borne  in  mind. 

Contraindications:  This  product  is  contraindicated  in  those  individuals  who  have  shown  hyper- 
sensitivity to  any  of  its  components. 

Supplied:  Tubes  of  1 oz.,  Va  oz.  with  applicator  tip,  and  Ve  oz.  with  ophthalmic  tip. 

Complete  literature  available  on  request  from  Professional  Services  Dept.  PML. 
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POLYMYXIN  B-BACITRACIN-NEOMYCIN 

OINTMENT 


BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,  Tuckahoe,  N.Y. 
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New 


Tegretof 

carbamazepine 


Therapeutic 
breakthrough 
in  non-narcotic 
control  of 
the  pain  of 


trigeminal 

neuralgia 


Warning 

Fatal  cases  of  aplastic  anemia  have  been  reported  following  treatment 
with  Tegretol.  Agranulocytosis,  thrombocytopenia  and  transitory 
leukopenia  have  also  been  observed. 

Complete  blood  and  platelet  counts  should  be  done  prior  to  and  at  regular 
intervals  during  treatment  with  the  drug  (see  recommendations  under 
“Important  Note  and  Precautions”)  to  help  in  the  early  detection  of  serious 
bone  marrow  injury.  Abnormalities  in  initial  blood  tests  should  rule  out 
use  of  the  drug.  Also,  patients  should  be  made  aware  of  such  early  toxic 
signs  of  a potential  hematologic  problem  as  fever,  sore  throat,  mouth 
ulcers,  easy  bruising  and  petechial  or  purpuric  hemorrhage.  Should  such 
signs  appear,  the  patient  should  be  advised  to  discontinue  the  drug  and  to 
report  to  the  physician  immediately. 


Indication  Tegretol  is  indicated  in  the  treatment  of  the  pain  associated 
with  true  trigeminal  neuralgia.  It  is  not  a simple  analgesic  and  should 
never  be  administered  for  relief  of  trivial  facial  aches  or  pains. 
Contraindication  Do  not  use  in  those  with  a known  sensitivity  to  any 
tricyclic  compound  or  in  those  being  treated  with  M.A.O.I.  agents.  As  long 
a period  as  possible  should  elapse  before  using  Tegretol  in  patients  who 
have  been  treated  with  M.A.O.I.'s,  with  a minimum  of  7 days.  In  such 
cases,  initial  dosage  should  be  low  and  the  patient’s  reaction  to  gradual 
increments  closely  observed. 

Important  Note  and  Precautions  Familiarity  with  the  clinical  symptoms 
which  lead  to  an  accurate  diagnosis  of  true  trigeminal  neuralgia  and  with 
the  complete  prescribing  information,  careful  patient  selection,  a 
thorough  examination  before  treatment  and  close  patient  supervision 
throughout  the  treatment  period  are  essential  to  the  safe  and  effective 
use  of  this  drug. 

Where  feasible,  Tegretol  should  not  be  used  in  conjunction  with  any  potent 
drug  which  may  increase  the  possibility  of  toxic  reactions. 

In  pregnancy,  the  drug  should  not  be  prescribed  during  the  first  trimester 
and  thereafter  only  to  patients  in  whom  the  clinical  situation  warrants  the 
potential  risk.  It  should  not  be  administered  to  nursing  mothers. 

Patients  with  increased  intraocular  pressure  should  be  closely  observed 
during  treatment  with  this  drug  because  of  its  anticholinergic  effect. 
Because  of  the  drug’s  relationship  to  other  tricyclic  compounds,  the  possi- 
bility of  activation  of  latent  psychosis  and,  in  the  elderly,  of  confusion  or 
agitation,  should  be  considered. 

Dizziness  and  drowsiness  may  occur  and  patients  should  be  cautioned 
about  the  hazards  of  operating  machinery  or  automobiles  and  of  engaging 
in  other  hazardous  tasks. 

Use  cautiously  in  patients  with  a history  of  corona^  artery  disease, 
organic  heart  disease,  congestive  failure  or  liver  disease. 

Before  initiating  therapy,  the  following  laboratory  procedures  should 
be  performed: 

1.  Complete  blood  and  platelet  counts  which,  if  abnormal,  should  rule  out 
the  use  of  the  drug. 

2.  Baseline  evaluations  of  liver  function. 

During  treatment  with  Tegretol,  the  following  laboratory  procedures  should 
be  performed: 

1.  Complete  blood  and  platelet  counts  should  be  done  at  intervals  of  one 
week  during  the  first  month  of  drug  treatment,  every  two  weeks  during  the 
second  and  third  months,  and  at  monthly  intervals  thereafter  for  as  long 
as  the  patient  is  taking  the  drug.  A trend  toward  a decreasing  white  blood 
cell  count  should  suggest  a dosage  reduction  and  more  frequent 


laboratory  and  clinical  evaluations.  Should  this  trend  continue,  the  d 
should  be  discontinued. 

2.  Liver  function  tests  must  be  performed  at  regular  intervals  during 
ment  with  this  drug  since  liver  damage  may  occur  during  therapy.  Th 
drug  should  be  discontinued  immediately  in  cases  of  aggravated  live 
dysfunction  or  active  liver  disease. 

3.  Periodic  eye  examinations,  including  slit-lamp,  funduscopy  and  ton 
etry,  are  recommended  for  patients  being  treated  with  this  drug  sine 
many  phenothiazines  and  related  drugs  have  been  shown  to  causes) 
changes. 

4.  Complete  urinalysis  and  BUN  should  be  done  on  patients  treated 
Tegretol  because  of  observed  renal  dysfunction. 

Adverse  Reactions  Dizziness,  drowsiness,  unsteadiness  on  the  feet, 
nausea,  vomiting,  aplastic  anemia,  transitory  leukopenia,  agranulocyti 
eosinophilia,  leukocytosis,  thrombocytopenia,  purpura,  abnormalities 
liver  function  tests,  cholestatic  and  hepatocellular  jaundice,  urinary  fr 
quency,  acute  urinary  retention,  oliguria  with  elevated  blood  pressure 
albuminuria,  glycosuria,  elevated  BUN,  microscopic  deposits  In  the  ui 
impotence,  disturbances  of  coordination,  confusion,  headache,  fatigu 
blurred  vision,  transient  diplopia  and  oculomotor  disturbances,  speec 
disturbances,  abnormal  involuntary  movements,  peripheral  neuritis  ar 
paresthesias,  depression  with  agitation,  talkativeness,  nystagmus,  tin- 
nitus, paralysis  and  other  symptoms  of  cerebral  arterial  insufficiency,, 
pruritic  and  erythematous  rashes,  urticaria,  Stevens-Johnson  syndron 
photosensitivity  reactions,  alterations  in  skin  pigmentation,  exfoliative 
dermatitis,  alopecia,  diaphoresis,  recurrence  of  thrombophlebitis,  ery 
multiforme  and  nodosum,  aggravation  of  disseminated  lupus  erythenti 
tosus,  gastric  distress,  abdominal  pain,  diarrhea,  constipation,  anore 
dryness  of  the  mouth  and  pharynx,  glossitis,  stomatitis,  fever,  chills, 
adenopathy,  lymphadenopathy,  aching  joints  and  muscles,  leg  cramp' 
conjunctivitis,  left  ventricular  failure,  aggravation  of  hypertension,  hyi 
tension,  syncope  and  collapse,  edema,  aggravation  of  coronary  artery 
disease  and  congestive  heart  failure.  (Whether  these  cardiovasculare 
are  drug-related  is  not  known.  However,  some  of  these  complications 
resulted  in  fatalities.)  The  necessity  tor  discontinuing  the  drug  should 
dictated  by  the  gravity  and  severity  of  the  adverse  reactions. 

Dosage  and  Administration  The  drug  should  always  be  taken  with  me 
if  possible. 

Initial:  One-half  tablet  (100  mg.)  b.i.d.  on  the  first  day.  Thereafter,  the  i 
should  be  increased  in  one-half  tablet  (100  mg.)  increments  every  12 1 
until  freedom  from  pain  is  achieved.  To  relieve  pain,  between  200  mg. 
1200  mg.  per  24  hours  may  be  necessary. 

Maintenance:  Initial  control  of  pain  can  be  maintained  in  most  patient 
with  a dose  of  400  mg.  to  800  mg.  daily.  Maintenance  doses  may  rangi 
between  200  mg.  and  1200  mg.  daily. 

At  least  once  every  3 months  during  treatment  period  attempts  should 
made  to  discontinue  the  drug  or  to  reduce  the  dose  to  the  minimum 
effective  level. 

Availability  Round,  white,  single-scored  tablets  of  200  mg.  in  bottles 
of  100  and  1000.  (B)46-820- 

For  complete  details,  please  see  Prescribing  Information. 


Geigy  Pharmaceuticals 
Division  of  Geigy  Chemical  Corporation 
Ardsley,  New  York  10502 
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Grounds...for  Regrotoni 

chlorthalidone  50  mg. 
reserpine  0.25  mg. 


I hen  you  want  to  provide  the  combined 
3nef  its  of  two  accepted  agents 
the  treatment  of  miid  to  moderate 

^pertension.  (Contraindications:  history  of  mental 
pression,  hypersensitivity,  and  most  cases  of  severe  renal  or 
patic  diseases.) 

hen  you  want  to  prescribe  therapy 
lat  is  generaiiy  weil  toierated. 

3wever,  adverse  reactions  may  occur.  For  a complete  listing, 
^ase  refer  to  the  full  prescribing  information  which  is  sum- 
irized  below.) 

vhen  your  patient  wants  an  easy-to- 

emember  and  reasonabiy  priced 

■ 

egimen.  One  tablet  a day  usually  costs  about  a dime.) 


idications:  Hypertension.  Contraindications:  History  of  mental 
epression,  hypersensitivity,  and  most  cases  of  severe  renal  or 
epatic  diseases.  Warning:  With  the  administration  of  enteric- 
oated  potassium  supplements,  which  should  be  used  only  when 
dequate  dietary  supplementation  is  not  practical,  the  possibility 
I small-bowel  lesions  (obstruction,  hemorrhage,  and  perforation) 
lould  be  kept  in  mind.  Surgery  for  these  lesions  has  frequently 
een  required  and  deaths  have  occurred.  Discontinue  coated 
otassium-containing  formulations  immediately  if  abdominal  pain, 
istention,  nausea,  vomiting,  or  gastrointestinal  bleeding  occur, 
iscontinue  1 week  before  electroshock  therapy,  and  if  depression 
r peptic  ulcer  occurs.  Use  in  pregnancy:  Regroton  should  be  used 
I pregnant  patients  or  in  women  of  childbearing  potential  only 
hen,  in  the  judgment  of  a physician,  its  use  is  deemed  essential  to 
le  welfare  of  the  patients;  adverse  reactions  (thrombocytopenia, 
yperbilirubinemia,  altered  carbohydrate  metabolism,  etc.)  are  po- 
mtial  problems  in  the  newborn.  Precautions:  Antihypertensive 
lerapy  with  Regroton  should  always  be  initiated  cautiously  in  post- 
ympathectomy  patients  and  in  patients  receiving  ganglionic  block- 
ig  agents,  other  potent  antihypertensive  drugs,  or  curare.  Reduce 
osage  of  concomitant  antihypertensive  agents  by  at  least  one- 
alf.  To  avoid  hypotension  during  surgery,  discontinue  Regroton 
lerapy  two  weeks  prior  to  elective  surgical  procedures.  In  emer- 
ency  surgery,  use,  if  needed,  anticholinergic  or  adrenergic  drugs 
r other  supportive  measures  as  indicated.  Because  of  the  possibil- 
y of  progression  of  renal  damage,  periodic  kidney  function  tests 
re  indicated.  Discontinue  if  the  BUN  rises  or  liver  dysfunction  is 
Sgravated.  Hepatic  coma  may  be  precipitated.  Electrolyte 
nbalance,  sodium  and/or  potassium  depletion  may  occur.  If  po- 
issium  depletion  should  occur  during  therapy,  Regroton  should 
B discontinued  and  potassium  supplements  given,  provided  the 
atient  does  not  have  marked  oliguria.  Take  particular  care  in  cir- 
losis  or  severe  ischemic  heart  disease  and  in  patients  receiving 


corticosteroids,  ACTH,  or  digitalis.  Salt  restriction  is  not  recom- 
mended. Use  cautiously  in  patients  with  ulcerative  colitis  or  gall- 
stones (biliary  colic  may  be  precipitated).  Bronchial  asthma  may 
occur  in  susceptible  patients.  Adverse  Reactions:  The  drug  is  gen- 
erally well  tolerated.  The  most  frequent  side  effects  are  nausea, 
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Kidney  Transplantation: 

Patient  Selection  and  Long-Term  Caret 

H.  M.  Kauffman,  Jr.,  M.D.* * **  and  Loren  J.  Humphrey,  M.D.,  Ph.D.*'®' 

Lexington,  Kentucky 


General  guidelines  for  recognizing  which 
patient  qualifies  for  a renal  transplant 
are  presented.  Complications  and  prob- 
lems in  long-term  care  are  pointed  out 
with  suggestions  for  weekly  evaluation 
of  the  transplant  patient  who  has  re- 
turned to  the  community . 

NOW  that  most  of  the  technical  aspects 
and  some  of  the  immunological  aspects 
of  human  kidney  transplantation  have 
been  mastered,  it  has  become  incumbent  upon 
physicians  in  many  specialties  to  be  aware  of 
some  of  the  basic  considerations  of  patient 
selection  and  long-term,  follow-up  care.  This 
statement  is  supported  by  the  fact  that  1,187 
human  kidney  transplants  had  been  performed 
in  the  United  States  as  of  January  1,  1967^. 
While  the  initial  patient  management  is  per- 
formed at  the  transplant  center,  long-term, 
follow-up  care  must  often,  of  necessity,  be  per- 
formed by  physicians  in  the  community.  It  is 
the  intent  of  this  paper  to  discuss  four  aspects 
of  kidney  transplantation:  (1)  the  magnitude 
and  scope  of  the  problem;  (2)  criteria  of 
donor  and  recipient  selection;  (3)  immuno- 
suppressive therapy;  and  (4)  long-term  care. 


f Presented  at  the  Annual  Meeting  of  the  Kentucky 
Medical  Association,  Louisville,  September  27,  1967 

* Assistant  professor  of  surgery,  Marquette  University 
School  of  Medicine,  Milwaukee,  Wisconsin 

** Associate  professor  of  surgery  and  cell  biology. 
University  of  Kentucky  Medical  Center,  Lexington 


including  the  more  frequently  encountered 
complications. 

The  Magnitude  of  the  Problem 

The  need  for  renal  homotransplantation  is 
quite  real  when  one  considers  that  in  the 
United  States  approximately  7,500  patients 
(five  to  60  years  of  age)  will  die  from  chronic 
renal  disease  per  year-.  These  patients  are  in 
the  productive  years  of  their  lives;  therefore, 
every  attempt  usually  should  be  made  to  pro- 
long their  lives  with  either  chronic  hemodi- 
alysis or  kidney  transplantation. 

Although  the  use  of  chronic  hemodialysis  to 
maintain  patients  with  irreversible  end-stage 
renal  disease  has  considerable  merit,  this  type 
of  management  involves  numerous  limitations. 
One  of  the  most  overwhelming  problems  is 
the  increased  demand  for  medical  person- 
nel. With  present  techniques  a physician  can 
manage  only  a small  number  of  patients  at 
any  given  time.  As  mentioned  above,  ap- 
proximately 7,500  patients  are  potential  candi- 
dates for  dialysis  each  year,  but  during  the 
year  1964-65  we  managed  to  graduate  only 
7,409  physicians  from  U.S.  medical  schools^. 
In  addition,  the  yearly  cost  of  hemodialysis  is 
quite  high,  conservatively  estimated  at  $8,000 
to  $13,000  per  patient.  The  hypertension  as- 
sociated with  chronic  renal  disease  continues 
to  be  a major  problem.  Although  hemodialysis, 
fluid  restriction,  and  anti-hypertensive  drugs 
effectively  control  this  in  many  patients,  hy- 
pertension is  relieved  in  some  of  these  patients 
only  by  bilateral  nephrectomy^.  Progressive 
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peripheral  neuropathy  and  disorders  of  cal- 
cium metabolism  are  frequent  and  trouble- 
some problems.  Patients  on  chronic  hemodi- 
alysis remain  chronically  anemic  and  are  sub- 
jected to  all  of  the  risks  of  transfusions.  Prob- 
lems with  the  arteriovenous  shunts  have  in- 
cluded infections,  bleeding,  and  even  ex- 
sanguination®  and  false  aneurysm®.  The  aver- 
age survival  time  of  the  arteriovenous  shunts 
is  four  to  five  months".  There  are,  of  course, 
marked  geographical  limitations. 

Patient  Selection 

Patients  are  selected  for  kidney  transplan- 
tation on  the  basis  of  several  criteria.  The  pri- 
mary and  foremost  consideration  is  that  these 
patients  must  require  either  chronic  hemodi- 
alysis or  transplantation  for  the  maintenance 
of  life.  There  must  be  no  uncontrolled  malig- 
nancy or  limiting  cardiovascular  or  metabolic 
disease^.  In  addition,  since  these  patients 
must  undergo  lifetime  drug  therapy  and  fol- 
low-up, they  must  be  not  only  reliable  but 
of  average  intelligence  and  motivation.  Final- 
ly, with  the  recent  development  of  various 
techniques  of  tissue  typing®,  it  is  desirable  to 
match  donors  and  recipients  as  closely  as  cir- 
cumstances permit. 

The  best  results  have  been  obtained  with 
living  related  donors.  Obviously,  this  poses 
both  moral  and  ethical  problems  since  com- 
plications occasionally  occur  with  these  donors. 
They  are  between  21  and  55  years  of  age 
and  must  have  the  same  major  blood  group 
as  the  recipient.  A prospective  donor  receives 
thorough  medical  evaluation.  Any  findings 
indicating  that  he  is  not  a perfect  operative 
risk  with  perfect  renal  function  precludes  him 
from  donating  a kidney.  The  living  related 
donor  is  ideal  from  many  standpoints,  not  the 
least  of  which  is  the  chance  to  attempt  to 
match  donor  and  recipient  more  closely  by  the 
available  histocompatibility  tests.  Of  the  tests 
available,  the  selection  of  donor-recipient  on 
the  basis  of  leukocyte  typing  or  mixed  leuko- 
cyte cultures  seems  most  logical.  Unfortunate- 
ly, the  human  is  such  a mongrel  that  these 
techniques  need  further  refinement  and  ease 
of  performance  to  be  of  practical  value.  Other 
tests  such  as  third  party  skin  grafting  and 
lymphocyte  transfer  tests  have  such  problems 
that  they  remain  on  an  experimental  basis. 

Cadaver  donors  have  been  used  more  fre- 
quently than  any  single  category  of  living 
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donors^.  Although  results  with  this  type  of 
donor  are  improving,  they  do  not  equal  those 
obtained  when  living  related  donors  are  used. 
At  the  University  of  Kentucky  Medical  Center 
the  type  of  cadaver  donor  most  commonly 
used  is  the  young  healthy  patient  who  has  suf- 
fered a lethal  head  injury;  this  type  of  injury 
allows  the  necessary  rapid  screening  to  pre- 
pare for  the  transplant.  The  donor  and  pro- 
posed recipient  must  be  compatible  with  re- 
spect to  major  blood  group,  and  a blood 
urea  nitrogen  and  urinalysis  are  performed  to 
ascertain  renal  function.  The  donor’s  past  his- 
tory is  screened  for  renal  disease,  hyperten- 
sion, chronic  uncontrolled  infection,  malig- 
nancy, and  uncontrolled  metabolic  disease, 
e.g.,  juvenile  diabetes.  If  all  of  these  factors 
are  favorable,  permission  to  remove  the  kid- 
neys for  transplantation  immediately  after 
death  is  obtained  from  the  responsible  family 
member. 

Immunosuppressive  Therapy 

The  most  widely  accepted  regimen  of  im- 
munosuppressive therapy  currently  being  used 
consists  of  azathioprine,  prednisone,  and 
local  graft  radiation®.  At  times  of  threatened 
graft  rejection  the  prednisone  dosage  is  in- 
creased— often  to  doses  of  200  mg.  per  day. 
Since  azathioprine  is  largely  excreted  by  the 
kidney  and  since  azathioprine  overdosage  re- 
sults in  leukopenia,  the  dosage  of  azathio- 
prine is  not  usually  increased  at  the  time  of 
threatened  rejection.  Actinomycin  C is  ad- 
ministered for  one  or  multiple  doses,  depend- 
ing upon  the  severity  of  the  rejection  episode. 
Rejection  episodes  that  are  particularly  severe 
or  are  difficult  to  reverse  are  also  treated 
with  additional  doses  of  local  graft  radiation. 

Other  forms  of  therapy  that  have  been  used 
by  some  centers,  but  which  have  not  been 
generally  accepted,  include  anti-lymphocyte 
serum^®,  thoracic  duct  fistula^ k and  extra- 
corporeal radiation  of  circulating  blood®. 

Long-Term  Care 

To  appreciate  the  problems  involved  in 
long-term  care  of  the  transplant  patient,  one 
must  consider  the  complications  which  may 
occur  during  the  immediate  postoperative  peri- 
od, since  many  of  these  problems  recur  or  re- 
main throughout  the  period  of  long-term  care. 

In  addition,  realistic  awareness  of  possible 
complications  in  living  donors  must  be  main- 
tained so  that  families  can  be  approached  in 
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a frank  manner  regarding  donating  a kidney. 
The  renal  transplant  registry^  has  collected 
data  on  650  live  donors.  Although  there  was 
no  mortality  in  these  donors,  complications 
did  occur:  would  infection  in  1.5  percent, 
urinary  tract  infection  in  1.7  percent,  and 
prolonged  hospitalization  over  three  weeks  in 
1.2  percent.  Hence,  it  is  important  to  realize 
that  nine  percent  of  the  650  donors  suffered 
some  complication. 

Since  the  recipient  does  not  enjoy  the  same 
state  of  health  as  the  live  donor  and  is  sub- 
mitted to  various  immunosuppressive  regimens, 
it  is  understandable  that  the  complication  rate 
in  the  recipient  will  be  greater.  Complications 
following  renal  transplantation  can  be  con- 
sidered in  the  following  categories:  graft  re- 
jection, infection  secondary  to  immunosup- 
pressive therapy,  pulmonary  emboli,  glomeru- 
lonephritis in  the  transplanted  kidney,  bleeding 
problems,  hypersplenism,  urologic  complica- 
tions, and  hyperparathyroidism. 

The  data  from  the  Kidney  Transplant 
Registry^  indicates  that  80  percent  of  re- 
cipients undergo  at  least  one  rejection  episode, 
and  rejection  is  the  cause  of  death  in  six  per- 
cent of  patients.  This  obviously  indicates  that 
most  rejection  episodes  can  be  successfully 
treated  by  intensified  immunosuppressive 
therapy.  It  is  generally  conceded  that  early 
diagnosis  and  prompt  intensification  of  im- 
munosuppressive therapy  are  important  to 
achieve  reversal  of  graft  rejection. 

Rejection  episodes  vary  in  intensity  and  in 
symptomatology  from  an  acutely  explosive 
process  with  fever,  malaise,  anorexia,  de- 
creased urinary  output,  and  tenderness  and 
swelling  over  the  transplant  to  a bland,  subtle 
process  which  is  only  detectable  by  a high  in- 
dex of  suspicion  and  repeated  laboratory  de- 
terminations^^.  Because  rejection  is  often  de- 
tected only  by  laboratory  tests,  frequent  fol- 
low-up examinations  and  laboratory  determi- 
nations are  necessary.  A brief  review  of  vari- 
ous sophisticated  laboratory  methods  has  re- 
cently been  outlined  by  Hume‘S.  In  the  rou- 
tine follow-up  by  the  physician  in  the  com- 
munity, the  following  determinations,  in  ad- 
dition to  the  history  and  physical  examination, 
are  necessary  to  evaluate  kidney  graft  function: 
weight,  blood  pressure,  urinalysis,  blood  urea 
nitrogen,  and  white  blood  count.  A sudden  in- 
crease in  weight  not  related  to  steriod  dosage 
or  salt  and  water  intake  should  make  one 
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suspicious  of  decreased  graft  function  and  re- 
quires further  diagnositc  studies  at  the  trans- 
plant center.  Similarly,  development  of  hyper- 
tension in  a previously  normotensive  indi- 
vidual or  increase  in  hypertension  in  a hyper- 
tensive patient  requires  investigation  at  the 
transplant  center.  In  some  patients  undergo- 
ing indolent,  chronic  homograft  rejection,  hy- 
pertension may  be  the  only  detectable  mani- 
festation. 

Urinalysis  is  a simple  but  important  method 
of  following  kidney  transplant  patients.  The 
development  of  proteinuria  is  indicative  of  re- 
jection until  proven  otherwise,  and  patients 
undergoing  chronic  graft  rejection  almost  in- 
variably have  proteinuria^^.  Therefore,  the 
development  of,  or  an  increase  in  the  amount 
of,  proteinuria  requires  further  investigation  at 
the  transplant  center.  Similarly,  study  of  the 
urine  sediment  is  often  helpful  in  detecting 
graft  rejection.  Lymphocytes  in  the  urine  may 
be  the  first  or  only  sign  of  rejection^-.  In 
the  patient  who  suddenly  develops  fever,  graft 
tenderness,  and  leukocytosis,  examination  of 
the  stained  urine  sediment  may  be  the  only 
way  to  differentiate  acute  pyelonephritis  from 
acute  rejection.  In  the  former,  large  numbers 
of  polymorpho-nuclear  leukocytes  will  be  seen, 
while  in  the  latter,  the  predominant  cells  will 
be  lymphocytes  and  tubular  cells.  Staining  of 
the  urine  sediment  is  quite  simple^^ 
easily  be  performed  in  the  physician’s  office. 
After  centrifugation  the  sediment  is  air  dried 
on  slides,  fixed  with  alcohol,  and  stained  with 
Wright’s  or  Giemsa  stain.  Because  the  cells  in 
urine  frequently  stain  too  deeply  with  standard 
techniques  for  blood  smears,  the  time  of  ap- 
plication of  both  stain  and  buffer  is  decreased 
to  50-75  percent  of  that  used  with  blood.  It  is 
important  to  examine  freshly  voided  urine  as 
bacteruria,  especially  gram  positive  organisms, 
often  results  in  such  significant  distortion  of 
cells  that  identification  is  impossible. 

One  of  the  most  useful  indices  for  detection 
of  graft  rejection  is  a rise  in  the  blood  urea 
nitrogen'’.  This  may  occur  without  an  accom- 
panying rise  in  serum  creatinine,  and 
if  promptly  treated,  the  other  signs  of  re- 
jection may  not  appear'*.  Acute  rejections  are 
always  accompanied  with  a rise  in  BUN,  and 
chronic  rejection,  if  followed  long  enough,  will 
always  demonstrate  a BUN  rise. 

Neither  the  white  blood  count  nor  the  dif- 
ferential count  is  of  particular  value  in  detecting 
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rejection  episodes  per  se.  However,  since  one 
of  the  more  frequent  complications  of  im- 
munosuppressive therapy  is  leukopenia^  it  is 
important  to  continually  monitor  the  white 
blood  count.  Manipulation  of  immunosuppres- 
sive therapy  is  dictated  both  by  graft  function 
and  the  white  blood  count.  It  is  important  to 
be  aware  that  azathioprine  is  largely  excreted 
by  the  kidney,  and  at  times  of  graft  rejection 
with  deterioration  of  renal  function  the 
amount  of  excreted  azathioprine  decreases; 
therefore,  even  though  the  patient  may  be 
maintained  on  a constant  dose  level,  the  blood 
level  of  azathioprine  rises.  For  this  reason,  at 
times  of  severe  graft  rejection  we  do  not  raise 
the  dose  of  azathioprine  and  often  may  de- 
crease it. 

The  most  frequent  cause  of  morbidity  and 
mortality  reported  in  the  transplant  registry^ 
has  been  infection.  Twenty-one  percent  of  949 
transplanted  patients  died  of  infection,  and  an 
additional  45  percent  had  a reportable,  non- 
fatal  infection.  Therefore,  66  percent  of  all 
transplanted  patients  had  some  clinical  form 
of  infection  after  transplantation.  This  is  due 
to  the  fact  that  immunosuppressive  drugs  cur- 
rently used  in  clinical  transplantation  can 
cause  leukopenia,  profound  lymphoid  deple- 
tion, and  inhibition  of  antibody  responses  to 
a wide  variety  of  antigenic  stimuli.  Infections 
result  not  only  from  common  pathogenic  bac- 
teria, but  infections  from  viruses,®’  bacteria 
that  are  usually  non-pathogenic®,  and  fungi 
not  only  occur  but  are  occasionally  fatal. 
Therefore,  prophylactic  antibiotics  are  con- 
traindicated because  the  incidence  of  emer- 
gence of  secondary  infections  by  antibiotic  re- 
sistant bacteria  or  by  fungi  will  be  quite  high. 
Antibiotic  therapy  should  be  directed  by  cul- 
ture and  sensitivity  data  whenever  possible, 
and  in  general  we  try  to  avoid  prolonged 
therapy  with  broad  spectrum  antibiotics.  Since 
immunosuppressive  drugs  may  depress  the 
bone  marrow,  particularly  the  leukocytes,  we 
tend  to  avoid  antibiotics  which  have  the 
capability  of  causing  marrow  depression  un- 
less sensitivity  data  indicates  them  to  be  the 
agent  of  choice.  Lastly,  it  is  important  to  be 
aware  that  certain  antibiotics  are  nephrotoxic^® 
or  can  cause  increasing  azotemia^®  or  sig- 
nificant ototoxicity^®  in  individuals  with  im- 
paired renal  function. 

The  spectrum  of  sites  of  infection  in  the  im- 
munosuppressed  patient  is  as  diverse  as  the 


spectrum  of  infecting  organisms.  The  Kidney 
Transplant  Registery^  lists  the  following  data 
regarding  the  sites  of  non-fatal  infections:  in- 
cision, 17  percent;  pulmonary,  16  percent; 
genitourinary  tract,  43  percent;  blood,  16  per- 
cent; peritoneum,  seven  percent;  and  central 
nervous  system,  one  percent.  Because  the  mor- 
tality from  infection  in  these  immunosuppressed 
patients  is  high  and  because  of  the  wide  di- 
versity of  offending  organisms,  we  feel  that 
most  post-transplant  infectious  problems 
should  be  managed  at  the  transplant  center. 

The  incidence  of  pulmonary  emboli  in  trans- 
planted patients®  appears  to  be  higher  than 
that  observed  with  other  surgery  of  compara- 
ble magnitude.  This  probably  is  due  to  the 
fact  that  the  transplanted  kidney  is  located  in 
the  iliac  fossa  in  close  proximity  to  the  pelvic 
veins.  A significant  amount  of  inflammatory 
reaction  exists  around  rejecting  kidneys,  and 
this  may  predispose  to  the  development  of 
pelvic  vein  thrombosis.  For  this  reason  we 
now  ligate  all  of  the  branches  (including  the 
hypogastric)  of  the  iliac  veins  at  the  time  of 
transplantation.  Hume®  reported  a fourfold 
increase  in  the  incidence  of  pulmonary  em- 
bolism in  splenectomized  patients.  Since  there 
was  no  demonstrable  improvement  in  survi- 
val of  splenectomized  patients®,  routine  sple- 
nectomy was  abandoned.  Similarly,  we  do  not 
perform  routine  splenectomy  at  the  University 
of  Kentucky  but  have  employed  it  in  two  pa- 
tients who  developed  hypersplenism  post-trans- 
plantation.  Najarian^'  has  demonstrated  that 
fat  embolism  may  occur  in  patients  on  massive 
doses  of  steroids. 

Approximately  one  to  two  percent  of  kid- 
ney transplant  recipients  have  been  reported 
to  develop  the  original  kidney  disease  in  the 
transplant^  As  more  becomes  known  about 
the  pathology  and  clinical  manifestations^’®  of 
chronic  graft  rejection,  it  may  become  ap- 
parent that  some  of  the  patients  who  are 
diagnosed  as  having  chronic  glomerulonephri- 
tis in  the  graft  are  indeed  patients  with 
chronic  graft  rejection. 

The  majority  of  bleeding  problems  are  re- 
lated to  surgical  complications,  thrombocyto- 
penia secondary  to  either  sepsis  or  drug-in- 
duced marrow  aplasia,  or  steriod-induced  peptic 
ulcers’®.  Post-transplantation  bleeding  prob- 
lems may  be  particularly  difficult  to  manage; 
and  generally,  when  they  arise,  patients  should 
be  returned  to  the  transplant  center. 
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The  occurrence  of  hypersplenism’'*  in  post- 
transplant patients  is  greater  than  that  seen 
in  a non-transplant  population.  A high  index 
of  suspic'on  should  arise  when  the  transplant 
patient’s  white  blood  and/or  platelet  counts 
seem  particularly  sensitive  to  azathioprine 
dosage.  The  diagnosis  can  be  established  by 
Cr"’^  tagged  red  blood  cell  survival  studies 
combined  with  splenic  scans. 

A comprehensive  review  of  urologic  com- 
plications following  renal  homotransplanta- 
tion has  been  presented  by  Prout  et  al.-'^ 
Seventy-five  percent  of  their  patients  had  a 
significant  urinary  tract  infection  at  some  time 
in  their  post-transplant  course.  However,  when 
la^t  evaluated,  67  percent  had  an  insignificant 
number  of  organisms  present  in  their  urine 
cultures.  This  would  indicate  that,  although  the 
frequency  of  urinary  tract  infections  is  high, 
the  number  of  patients  that  can  be  treated 
successfully  is  also  high.  Since  quantitative 
bacterial  culture  data  and  antibiotic  sensitivi- 
ties are  necessary  to  adequately  manage  uri- 
nary tract  infections,  it  often  is  necessary  to 
return  the  patient  to  the  transplant  center  for 
evaluation  and  therapy. 

Most  other  urological  complications,  such 
as  ureterovesical  leaks,  vesicocutaneous  fistu- 
lae,  perivesical  abscess,  and  ureteral  obstruc- 
tion are  infrequent  and  usually  occur  in  the 
immediate  post-transplant  period-".  While 
isolated  ureteral  rejection  may  possibly  occur, 
evidence  has  been  presented  that  it  is  quite 
rare-/ 

Secondary  hyperparathyroidism  occurs 
commonly  in  chronically  uremic  patients,  and 
it  appears  that  an  autonomous  state  of 
parathyroid  hyperfunction  may  persist  in  some 
patients  after  renal  homotransplantation  has 
corrected  the  uremic  state--.  For  this  reason 
calcium  and  phosphorus  levels  are  monitored 
at  the  transplant  center  during  the  post-trans- 
plant period.  When  there  is  evidence  of  per- 
sistent, autonomous  hyperparathyroidism, 
these  patients  should  be  treated  as  any  other 
patient  with  primary  hyperparathyroidism. 

The  above  represents  the  more  commonly 
encountered  post-transplant  complications. 
Since  management  of  immunosuppressive 
drug  therapy  is  often  more  difficult  at  the 
time  of  treatment  of  these  complications,  they 
usually  are  best  managed  at  the  transplant 
center.  Prompt  recognition  and  vigorous  treat- 


ment often  make  the  difference  between  suc- 
cess and  failure.  Fortunately,  the  incidence  of 
complications  decreases  progressively  with 
time,  and  many  of  the  long-term  survivors 
require  only  periodic  examinations  in  order  to 
adequately  assure  their  health  status. 

Having  discussed  the  high  incidence  of 
complications  along  with  the  problems  in  long- 
term care,  it  would  be  self-defeating  not  to 
mention  the  accomplishments.  The  renal  hom- 
ograft registry  figures^  show  that  the  two- 
year  transplant  survival  figures  among  mono- 
zygotic twins  is  77  percent;  recipients  with 
sibling  grafts,  53  percent;  parents,  43  percent; 
living  unrelated,  15  percent;  and  cadaver 
grafts,  14  percent. 

At  the  University  of  Kentucky  Medical 
Center  the  philosophy  “lose  the  graft  but 
save  the  patient”  has  resulted  in  less  aggres- 
sive immunosuppressive  therapy,  fewer  com- 
plications, and  an  88  percent  patient  survival. 
To  achieve  this,  six  patients  have  received 
two  separate  transplants,  and  two  others  have 
received  three  kidneys. 
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Bladder  Sign:  A New  Sign  To  Aid  in  the 
Radiological  Diagnosis  of  Pelvic  Masses 

T.  R.  Marshall,  M.D.* 

Louisville,  Kentucky 


This  new  radiological  sign  consists  of  a 
mass  blending  with  the  ilia  bilaterally 
and  causing  obliteration  of  the  normally 
clear  zone  adjacent  anteriorly  and  later- 
ally to  the  pelvic  inlet.  The  mass  forms 
a clear  oval  margin  and  characteristic 
angle  posteriorly  by  displacing  the  colon. 
Ovarian  and  uterine  masses  cannot  pro- 
duce this  radiological  finding. 

The  correct  diagnosis  of  a pelvic  mass 
is  a difficult  problem.  The  presence  of 
an  abnormal  density  on  the  radiograph 
must  first  be  determined  by  the  observer,  and 
then  many  radiological  facts  and  aids  must  be 
employed.  Considerations  should  be  given  to 
the  size,  shape,  location,  density,  and  presence 
or  absence  of  calcifications.  Surrounding  struc- 
tures must  be  analyzed  to  see  if  they  have 
been  altered  by  the  mass.  Appearance  of  x- 
ray  densities  produced  by  air,  soft  tissue,  bone, 
water,  and  metals  must  be  constantly  kept  in 
mind.  Contrast  materials  or  air  may  be  inject- 
ed to  develop  distinction  between  the  sur- 
rounding structures.  The  size  in  relation  to  the 
organs  or  structures  in  the  area  should  always 
be  given  importance.  Shape  is  of  value  in  that 
most  benign  lesions  will  tend  to  be  regular 
and  have  distinct  margins.  The  location  will 
help  in  identification  of  the  organ  or  struc- 
ture involved. 

A completely  full  urinary  bladder  contains 
approximately  600  cc.  and  has  an  oval  form. 
The  long  diameter  of  the  oval  measures  about 
12  centimeters  and  is  directed  superiorly  and 
interiorly.  It  has  a postero-superior,  antero- 
inferior, fundal,  apical  and  two  lateral  sur- 
faces. The  postero-superior  surface,  directed 

* Associate  clinical  professor  of  radiology.  University 
of  Louisville  School  of  Medicine  and  University  of 
Kentucky  College  of  Medicine 


upward  and  backward,  is  covered  by  peri- 
toneum. It  is  separated  from  the  rectum  by 
the  rectovescial  excavation,  and  anteriorly  it 
is  in  contact  with  loops  of  the  small  intestine. 
The  antero-inferior  surface  is  not  covered  by 
peritoneum  and  lies  against  the  pubic  bones. 
Superiorly  it  is  in  contact  with  the  posterior 
aspect  of  the  anterior  wall  of  the  abdomen. 
Laterally  the  bladder  is  devoid  of  peritoneal 
investment  and  is  in  contact  with  the  lateral 
walls  of  the  pelvis.  In  a distended  bladder  the 
fundus  is  separated  from  the  rectum  merely 
by  the  rectovesical  fascia.  Its  apex  is  dis- 
placed upward  and  forward  superior  to  the 
point  of  the  attachment  of  the  middle  um- 
bilical ligament. 

An  empty  bladder  assumes  the  form  of  a 
flattened  tetrahedron,  with  the  vertex  tilted 
forward.  It  has  four  surfaces:  fundus,  vertex, 
and  superior  and  inferior  surfaces.  The  vertex 
is  also  directed  forward  toward  the  upper 
part  of  the  symphysis  pubis.  This  causes  the 
fundus  to  become  triangular  and  directed 
downward  and  backward  to  the  rectum.  The 
superior  surface  is  triangular  and  is  bounded 
on  either  side  by  a lateral  border  which  sepa- 
rates it  from  the  inferior  surface  and  behind 
by  a posterior  border.  The  border  is  repre- 
sented by  a line  joining  the  two  ureters. 

Discussion 

Based  on  anatomical  considerations  of  a 
normal  and  distended  bladder,  in  a random 
study  of  over  200  patients,  a new  sign  is 
described  to  distinguish  the  bladder  from 
uterine,  ovarian  and  other  pelvic  masses.  The 
principles  of  the  bladder  sign  are:  1.  A dis- 
tended bladder  always  obliterates  the  normal- 
ly clear  zone  adjacent  anteriorly  and  laterally 
to  the  pelvic  inlet.  2.  A uniform  density  rises 
superiorly  from  the  pelvis  and  blends  with  the 
ilia  bilaterally,  forming  a clear  oval  margin 
and  characteristic  angle  above  the  acetabulum. 
The  mass  displaces  the  rectosigmoid  and 
cecum  laterally.  (Figures  1 and  2) 
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FIGURE  1.  Distended  bladder  with  lower  arrow  pointing 
to  obliteration  of  the  normal  clear  zone  adjacent  to  the 
pelvic  inlet.  Upper  arrow  demonstrates  the  angle  formed 
by  displacement  of  the  recto-sigmoid  colon  laterally. 


FIGURE  2.  Markedly  distended  bladder  with  arrows  show- 
ing obliteration  of  the  clear  zone  in  the  pelvis  and  dis- 
placement of  the  recto-sigmoid  colon  laterally.  The  sign 
is  true  of  either  mild  or  markedly  distended  urinary 
bladders. 

The  obliteration  of  the  clear  zone  is  due 
to  the  fact  that  the  distended  bladder  is  largely 
an  anterior  retroperitoneal  structure  at  the 
pelvic  inlet  which  displaces  the  bowel  by 
pushing  into  the  abdominal  cavity.  The  char- 
acteristic angle  is  then  formed  by  the  retro- 


peritoneal attachment  of  the  bladder  as  it 
pushes  into  the  abdominal  cavity  from  below. 

Uterine  and  ovarian  masses  lie  in  the  mid 
pelvis  and  not  in  the  anterior  pelvis.  Enlarge- 
ment of  either  cannot  obliterate  the  anterior 
clear  zone  since  neither  has  anterior  attach- 
ments. In  general,  they  do  not  enlarge  sym- 
metrically. Also,  the  ovaries  are  lateral  in 
position  and  tend  to  enlarge  superiorly  into 
the  abdomen  out  of  the  pelvis  area.  (Figure 
3) 


FIGURE  3.  Large  ovarian  cyst  with  the  arrow  showing  that 
no  obliteration  of  the  normal  clear  zone  has  occurred,  nor 
the  recto-sigmoid  colon  displaced  laterally. 


Summary 

A new  sign,  called  the  bladder  sign,  has 
been  described  to  aid  in  the  differential  di- 
agnosis of  a distended  bladder  from  uterine 
or  ovarian  masses.  A distended  bladder  causes 
obliteration  of  the  normally  clear  zone  adjacent 
anteriorly  and  laterally  to  the  pelvic  inlet,  and 
blends  with  the  ileum  bilaterally  forming  a 
clear  oval  margin  and  characteristic  angle 
above  the  acetabulum,  displacing  the  gas- 
filled  recto-sigmoid  and  cecum  laterally. 
Uterine  and  ovarian  masses  are  located  in 
the  mid-pelvis,  rather  than  anteriorly  and 
when  present  arise  superiorly  into  the  ab- 
domen from  this  region,  and  therefore  cannot 
obliterate  the  anterior  clear  zone. 
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Shigellosis:  Complications  and  Associated 
Diseases  in  Infants  and  Children 

Myung-Hi  Kim,  M.D.*  and  Walter  T.  Hughes,  M.D.** 

Louisville,  Kentucky 


One  hundred  thirteen  children  with 
shigellosis  were  studied.  Of  these  cases, 
37  had  clinical  manifestations  limited  to 
the  gastrointestinal  tract  only  and  76  had 
one  or  more  complications.  Of  the  com- 
plicated cases,  21  had  no  identifiable 
etiology  other  than  shigella,  but  53  had 
associated  and j or  concurrent  diseases. 

The  wide  variation  in  clinical  manifesta- 
tions of  shigellosis  (bacillary  dysentery) 
has  been  well-recognized.  This  is  espe- 
cially apparent  in  infections  with  Sh.  dys- 
enteriae  seen  in  the  Orient  and  Near  East. 
Convulsions’  with  shigellosis’ and  such 
atypical  manifestations  as  Reiter’s  syndrome 
5,0, T.s  j^ave  been  reported. 

We  have  been  impressed  by  the  unusual 
manifestations  and  unexpected  complications 
of  shigellosis  in  children. 

The  purpose  of  this  study  is  to  evaluate  the 
complications  and  associated  diseases  of  bacil- 
lary dysentery  by  retrospective  analysis  of  1 1 3 
patients  with  shigellosis.  All  patients  were  ad- 
mitted during  a five-year  period  from  January, 
1962,  through  December,  1966,  to  the  pedi- 
atric services  of  Louisville  General  Hospital 
and  Louisville  Children’s  Hospital.  Previously, 
a similar  group  of  patients  encountered  be- 
tween 1942  and  1962  in  the  same  hospitals 
has  been  studied  and  reported.^ 

Method  of  Study 

The  subjects  included  in  this  study  were  in- 
fants and  children  with  shigellosis  proven  by 
culture  and  with  clinical  manifestations  of 
gastroenteritis.  Asymptomatic  carriers  were 
not  included  in  the  analysis. 

^Resident  in  pediatrics,  University  of  Louisville 
School  of  Medicine 

**Professor  of  pediatrics,  University  of  Louisville 
School  of  Medicine 
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For  the  purpose  of  analysis  the  subjects 
were  divided  into  the  following  groups: 

Group  I:  Patients  with  clinical  manifesta- 
tions limited  to  gastrointestinal  tract 
only 

Group  II:  Complicated  patients 

Group  II-A:  With  no  identifiable  eti- 
ology other  than  shigellosis 
Group  II-B:  Associated  with  the  con- 
current and  separate  diseases 

Results 

Analysis  of  Entire  Study  Group:  113  Cases 

A total  of  1 1 3 cases  were  available  for  this 
study. 

Race  and  Sex:  Sixty-one  (54%)  were 
males  and  52  (46% ) were  females.  Fifty- 
eight  (51%)  were  white  and  55  (49%) 

Negroes. 

Age:  The  mean  age  was  40.1  months 
(range:  newborn  to  14-3/12  years). 

Of  113  cases,  25  (22.1%)  were  below  one 
year  of  age.  Seventy-six  (67.5%)  occurred 
during  the  first  four  years  of  life  and  37 
(32.5%)  were  over  four  years  of  age.  Graph 
1 shows  the  age  incidence  of  shigellosis  in  re- 
lation to  clinical  groups. 

Seasonal  Incidence:  Fifty-four  percent  of  all 
cases  occurred  in  the  four-month  period  from 
August  to  November.  The  month  with  the 
largest  number  of  cases  was  October  (28 
cases)  while  the  fewest  cases  occurred  in 
April  (two  cases).  (Graph  2) 

Organisms  Isolated:  Sh.  flexneri  was  isolat- 
ed from  the  stool  in  68  (60.2%),  Sh.  sonnei 
in  43  (38.0%)  and  the  Alkalescens-Dispar  in 
two  (1.8%)  cases.  (Graph  3) 

Comparison  of  Complicated  ard  Uncomplicated 

Cases 

Group  I (Clinical  manifestations  limited  to 
gastrointestinal  tract  only):  37  Cases 

Of  113  cases  studied  37  (32.7%)  were  in 
Group  I.  The  mean  age  of  Group  I was  45.4 
months  (range:  two  months  to  9.5  years). 
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GRAPH  1.  Age  incidence  of  shigellosis  in  relation  to  clinical 

Twenty-four  cases  were  white  and  13  were 
Negro.  In  22  cases  (59.4%  of  Group  I)  the 
etiologic  agent  was  Sli.  flexneh,  in  14 
(37.8%),  Sh.  sonnei  and  one  (2.7%)  had 
A Ikalescens-Dispar.  Clinical  manifestations 
were  no  different  from  those  well-known  to 
occur  in  bacillary  dysentery,  including  diarrhea, 
fever  and  vomiting. 

Group  II  {Complicated  cases):  76  Pa- 
tients 

Seventy-six  cases  (67.5%)  had  one  or 
more  complications.  Of  these  we  classified  21 
(18.6%  of  total)  as  Group  II- A,  and  55 
(48.7%  of  total)  as  Group  II-B.  The  mean 
age  of  Group  II  was  40.4  months  (range; 
newborn  to  14-3/12  years). 

Group  II-A  {Complicated  cases  with  no 
identifiable  etiology  other  than  shigellosis) : 
21  Patients 

Table  1 summarizes  Group  II-A. 

The  mean  age  of  Group  II-A  was  49.95 
months  (range:  six  to  14-3/12  years).  Of 
these  21  cases,  13  (62%)  had  Sh.  jlexneri 
and  eight  had  Sh.  sonnei  infections. 

One  or  more  convulsions  occurred  in  1 5 
cases  in  this  group.  In  four  cases  the  convul- 
sion preceded  the  onset  of  diarrhea  and  in  1 1 
patients  the  seizure  occurred  after  the  onset  of 
gastroenteritis. 


groups  (cases  with  convulsion  are  indicated) 

Five  cases  in  this  group  will  be  described 
briefly  because  of  the  unusual  aspects  of  their 
illnesses. 

Two  patients  (seven  yr.  and  six  yr.  re- 
spectively) had  definite  signs  of  meningeal 
irritation  and  change  in  mental  status  with 
periods  of  coma.  The  spinal  fluid  examination 
was  normal  in  both. 

A 14-year-old  Negro  female  presented  with 
pain  in  both  knee  joints,  headache,  mild  ab- 
dominal pain  and  low  grade  fever.  She  did 
not  have  diarrhea  until  the  third  day  of  the 
illness.  She  became  completely  asymptomatic 
by  the  fifth  day  without  any  specific  treat- 
ment. The  ASO  titer,  sedimentation  rate  and 
sickle  cell  preparation  were  negative. 

A six-year-old  white  female,  whose  illness 
had  started  as  typical  gastroenteritis,  de- 
veloped severe  intestinal  bleeding.  The  hemo- 
globin dropped  from  12  gm%  to  6 gm% 
within  24  hours.  She  required  transfusion  of 
1,250  ml  of  whole  blood.  Contrast  roent- 
genograms of  upper  gastrointestinal  tract  were 
normal.  Before  hospitalization  she  was  given 
aspirin,  pyralgin  and  two  suppositories  of  un- 
known content  for  vomiting  during  the  first 
two  days  of  her  illness. 

A three-year-old  white  girl  with  severe  de- 
hydration and  impending  circulatory  collapse 
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GRAPH  2.  Seasonal  incidence  of  shigellosis  in  relation  to  clinical  groups 


developed  acute  renal  failure.  She  was  oliguric 
for  three  to  four  days  and  the  BUN  increased 
to  92  mg%.  Normal  renal  function  resumed 
after  nine  days  and  she  recovered.  She  did 
not  have  the  hemolytic-uremic  syndrome. 

Group  II-B  {Complicated  cases  associated 
with  concurrent  diseases)'.  55  Patients 

Table  2 summarizes  Group  II-B.  The  mean 
age  of  this  group  was  30.9  months  (range: 
newborn  to  9.5  years).  Of  the  55  cases, 

33  (60.0%)  had  Sh.  jlexneri,  21  (38.2%) 
had  Sh.  sonnei  and  one  (1.8%)  had  Alka- 
lescens-Dispar  isolated  from  the  stool. 

The  most  commonly  affected  organ  system 
with  concurrent  diseases  was  the  respiratory 
system.  Of  the  55  cases,  44  had  one  or  more 
forms  of  respiratory  tract  infection,  including 
nasopharyngitis,  tonsillitis,  otitis  media,  bron- 
chiolitis and  pneumonia.  In  21  cases  the 
respiratory  illness  preceded  the  onset  of  in- 
testinal symptoms. 

Of  all  associated  diseases  (65  diseases) 

34  (52.3%)  had  occurred  before  the  onset  of 
dysentery,  11  (16.9%)  after  and  II  (16.9%) 
with  the  onset  of  dysentery.  In  nine  (13.9%) 
the  time  of  the  onset  was  not  recorded. 

Ten  patients  of  this  group  had  convulsions. 
In  seven  cases  the  convulsion  occurred  before 


the  onset  of  gastroenteritis  and  in  three  cases 
afterwards. 

The  following  three  cases  merit  brief  de- 
scriptions because  of  their  unusual  clinical 
course: 

A four-month-old  Negro  male  had  bilateral 
retinal  hemorrhage  (Roth’s  spots).  This  infant 
had  suffered  from  an  “upper  respiratory  tract 
infection”  for  one  month  before  the  onset  of 
diarrhea.  Three  days  after  the  onset  of  dys- 
entery he  had  grand  mal  seizures,  apnea  and 
signs  of  meningeal  irritation.  Roth’s  spots  in 
retina  were  present  at  the  time  of  admission. 
He  was  not  dehydrated.  The  lumbar  puncture 
was  traumatic.  Serum  electrolytes,  skull  roent- 
genograms and  subdural  tap  were  normal. 
Blood  culture  produced  no  bacterial  growth. 
Three  weeks  after  admission  he  had  re- 
covered completely  and  the  retina  became 
normal. 

Two  patients,  a nine-month-old  Negro  fe- 
male, S.C.,  and  her  20-month-o!d  sister,  C.C., 
with  a “pertussis-like  syndrome”  were  of  par- 
ticular interest.  All  other  members  of  the  fami- 
ly including  the  mother  experienced  a mild 
diarrheal  disease.  In  both  patients  the  illnesses 
started  as  an  upper  respiratory  tract  infection 
with  cough  and  purulent  nasal  discharge.  Four 
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GRAPH  3.  Shigella  organisms  isolated  from  1 1 3 cases 

to  five  days  later  they  became  febrile  and 
developed  a mucoid  bloody  diarrhea.  Also 
herpetic  lesions  on  the  oral  mucosa  were  not- 
ed. Several  grand  mal  convulsions  occurred  in 
C.S.,  but  not  in  C.C.  After  admission  diar- 
rhea was  controlled  easily.  The  oral  lesions 
lasted  for  10  to  14  days.  The  severe  parox- 
ysmal coughing  spells  persisted  for  four  weeks. 
The  coughing  attacks  were  initiated  and  aggra- 
vated by  almost  any  stimulus  and  were  followed 
by  vomiting.  Sh.  sonnei  was  isolated  from  the 
stool  of  both  patients  and  the  mother.  Cultures 
from  nasopharynx,  throat  and  oral  lesions 
failed  to  reveal  any  bacterial  pathogens.  Cul- 
ture of  naso-pharyngeal  swab  on  Bordet- 
Gengou  media  failed  to  grow  B.  pertussis.  The 
cerebrospinal  fluid,  nasopharyngeal  and  throat 
swabs  and  stools  for  virus  isolations  were  nega- 


tive. No  serological  evidence  of  recent  viral 
infections  was  demonstrated  in  either  case. 

Convulsions 

Of  the  total  113  cases,  25  (22.1%)  had 
one  or  more  convulsions.  The  mean  age  for 
these  25  cases  was  32.4  months  (range:  one 
month — 7.5  years.  Convulsions  occurred 

before  the  onset  of  diarrhea  in  seven  cases 
and  afterward  in  18  cases.  Of  25  cases  who 
had  convulsions,  10  had  one  or  more  identi- 
fiable diseases  other  than  shigellosis.  70.1% 
of  the  patients  in  Group  II-A  and  18.1%  of 
Group  II-B  had  convulsions. 

Twenty-five  per  cent  (17  of  68  cases)  of 
patients  with  Sh.  flexneri  and  18.6%  (eight 
of  43  cases)  of  those  with  Sh.  sonnei  had  con- 
vulsions. 

Eighty  percent  of  the  patients  with  convul- 
sions (20  of  25  cases)  had  a temperature  of 
103°  F.  or  greater;  four  cases  with  101°  to 
103°  F.,  and  one  case  with  101°  F.  had  con- 
vulsions. Of  all  patients  who  had  convulsions 
in  the  absence  of  other  associated  diseases, 
the  temperature  was  102.8°  F.  or  greater. 
(Table  3)  A lumbar  puncture  was  performed 
in  19  of  25  cases.  In  two  patients  the  protein 
was  elevated  (greater  than  40  mg.  %).  Pleo- 
cytosis (greater  than  15  cells  per  cu.  mm.) 
was  present  in  one  case. 

Blood  Cultures 

Venous  blood  samples  were  cultured  from 
36  patients. 

Sh.  flexneri  was  isolated  from  blood  as  well 
as  from  stools  of  two  cases.  One  of  these  pa- 
tients, a newborn  infant,  expired.  The  second 
patient,  a seven-week-old  infant  had  a severe 
gastroenteritis  and  passed  necrotic  tissue  per 
rectum  on  several  occasions.  Both  infants  were 


Group  II-A 

(Complicated  Cases  with  no  identifiable 

etiology  other  than  shigellosis) 

Complications 

Number  of 
Cases 

Relationship  to 

Onset  of  Diarrhea 

Before 

After 

With 

Convulsion 

15 

4 

n 

0 

Acute  renal 
failure* 

1 

0 

1 

0 

Meningeal  signs 
and  coma 

2 

1 

1 

0 

Arthralgia 

1 

1 

0 

0 

Epistaxis 

2 

0 

2 

0 

Massive  G-l 
bleeding 

1 

0 

1 

0 

*Also  had  convulsion 
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extremely  ill  with  paralytic  ileus. 

Hemolytic  staphylococcus  aureus  was  iso- 
lated from  the  blood  of  a seven-month-old 
patient  who  had  bilateral  pneumonia  and 
cystic  changes  of  the  lungs. 

Mortality 

Two  patients  died.  In  both,  Sh.  flexneri 
was  isolated.  One  was  a newborn  infant  who 
contracted  the  disease  presumably  at  birth 
and  developed  symptoms  of  gastroenteritis 
and  sepsis  during  the  first  few  days  of  life. 
The  mother  had  mild  diarrhea  on  the  second 
postpartum  day.  Sh.  flexneri  was  also  isolated 
from  the  stool  of  the  mother.  Autopsy  (died 
at  5Vi  weeks)  revealed  a congenital  defect  of 
the  mesentery  with  herniation  of  the  small 
bowel  through  the  defect. 

The  second  case  was  a 15-month-old  white 
male  with  severe  hypertonic  dehydration  and 
malnutrition.  Blood  culture  was  not  obtained. 
Autopsy  was  not  available. 

Other  Enteric  Pathogens  in  Shigellosis 

In  six  cases  more  than  one  enteric  pathogen 
was  isolated  from  stool.  Enteropathogenic  E. 
coli,  in  addition  to  Sh.  flexneri,  was  isolated 
from  five  cases.  Sh.  sonnei  and  Salmonella 
typhimurium  were  present  in  one  patient  with 
cerebral  palsy. 
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The  associated  pathogens  did  not  appear  to 
influence  clinical  manifestations  in  five  of 
these  six  cases.  In  one  infant  with  E.  coli 
01 19 ;B  14  the  illness  was  prolonged  until  both 
pathogens  were  eradicated. 

The  therapy  was  not  evaluated  in  this  study. 
All  but  six  cases  received  specific  antibiotic 
therapy. 

Discussion 

Diarrhea,  abdominal  pain  and  fever  are 
well-known  manifestations  of  bacillary  dysen- 
tery. Although  the  clinical  manifestations  vary 
from  case  to  case,  the  majority  of  cases  in  the 
United  States  are  of  a mild  type.®’  ® This 
has  been  confirmed  recently  by  Rosenstein’s 
study. ^ Also,  the  rarity  of  the  classic  syn- 
drome in  children  has  been  reported  by 
others. 

It  should  be  emphasized  that  all  patients  in 
our  study  were  hospitalized.  This  excluded 
cases  with  milder  symptoms.  Therefore,  the 
incidence  of  complicated  cases  in  our  study 
cannot  be  interpreted  as  representative  of 
shigellosis  in  general. 

Although  Alkalescens-Dispar  is  still  classi- 
fied as  shigella,^-  it  perhaps  is  more  properly 
excluded  from  this  genus. Two  cases  were 
included  in  this  study  to  comply  with  the 


Complications 


Respiratory  tract 
Infections** 
Congenital  defect 
of  mesentery 
Failure  to  thrive 
and  malnutrition 
Skin  and/or  nail 
infections 
Cerebral  palsy 
Conjunctivitis 
Herpetic  lesions 
lorall 

Infestation  with 
Ascaris  lumbricoides 
Retinal  hemorrhage 
and  convulsions 
Pertussis-like 
syndrome 

Total 


Group  ll-B 


TABLE  2 

(Complicated  Cases  with  Concurrent 

Number  of 
Cases 

44 


and  Separate  Diseases) 

Relationship  to  Onset  of  Diarrhea 
Before  After  With  Unknown* 

21t  8 10  5 


1 

2 

3 
1 

4 

4 

2 

1 

2 

65* 


10  0 0 
2 0 0 0 


2 

1 

0 

2 


0 

0 

1 

1 


0 

0 

0 

1 


1 

0 

3 

0 


2 0 0 0 
0 10  0 


2 0 0 


0 


34  11  11  9 


*Time  of  onset  not  mentioned,  of  first  found  on  admission 
**Rhinitis,  pharyngitis,  tonsillitis,  otitis  media,  bronchitis,  pneumonia  and  rubeola 
tTwo  patients  had  rubeola 
45  patients  had  more  than  one  complication 
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classification  of  Manual  of  Determinative  Bac- 
teriology (Bergey). 

The  high  incidence  of  underlying  or  con- 
current illnesses  in  salmonellosis  is  well-recog- 
nized in  contrast  to  shigellosis.  Rosenstein^ 
found  an  associated  disease  in  1 8 of  93  cases 
of  salmonellosis  but  in  only  20  of  399  cases 
of  shigellosis.  However,  he  included  non-hos- 
pitalized  patients. 

Our  study  indicates  that  the  severity  of 
clinical  manifestations  and  incidence  of  con- 
current disease  are  not  related  to  the  organism 
isolated,  age  of  the  patient  or  season  of  the 
year. 

In  5 1 % of  patients  with  the  associated 
diseases  the  illness  occurred  before  the  onset 
of  dysentery.  It  is  likely  that  the  associated 
diseases  might  have  provoked  clinical  signs  of 
bacillary  dysentery  from  a carrier  state. 

One  remarkable  feature  of  the  associated 
diseases  is  the  high  incidence  of  the  respiratory 
tract  infections.  This  might  be  simply  a re- 
flection of  a high  incidence  of  respiratory  ill- 
nesses in  pediatric  age  group;  however,  the  as- 
sociation of  upper  respiratory  symptoms  with 
mesenteric  lymphadenitis  in  acute  bacterial 
dysentery  has  previously  been  encountered  in 
children.® 

Roentgenographic  evidence  of  pneumonia 
was  found  in  eight  of  our  patients.  In  four  of 
these  the  respiratory  symptoms  preceded  the 
onset  of  diarrhea  by  three  to  five  days.  The 
other  four  cases  developed  pneumonia  after 
the  onset  of  dysentery.  Two  of  these  patients 
had  bacteremia  (one  with  Sh.  flexneri  and  one 
Staph,  aureus.  Pneumonia  in  shigellosis  has 
been  reported.®’  Shigella  organisms  have  been 
isolated  from  the  sputum  in  one  case  ( adult 
The  mechanism  of  pneumonia  in  shigellosis 
is  not  known.  In  1937,  Felsen^'*  described 
the  pneumonic  form  of  dysentery  as  being 
abrupt  in  onset  with  chills,  hyperpyrexia  and 
pulmonary  manifestations.  These  findings 
were  transitory  and  were  succeeded  within  24 
hours  by  the  intestinal  symptoms.  Pneumonia 
in  our  patients  was  clearly  of  two  types,  one 
preceding  and  the  other  following  dysentery. 
This  suggests  that  pneumonia  might  occur  in  a 
carrier  state  in  some  cases  and  in  others  the 
pneumonia  is  a complication  of  shigellosis. 

Reiter’s  syndrome  in  shigellosis  has  been 
reported. Magilith^’  in  1962,  reviewing 
literature,  stated  that  the  cause  of  Reiter’s 
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TABLE  3 

Incidence  of  Convulsion  in 
Relation  to  Degree  of  Temperature 


Degree  of 
Fever 

Total  Number 
of  Patients 

Number 

with 

of  Patients 
Convulsion 

Greater  than 
103°F. 

53 

20 

(37.7%  1 

101  - 103°F. 

46 

4 

( 8.7%) 

Less  than 
101®F. 

14 

1 

( 6.3  % 1 

Total 

113 

25 

(22.1  %) 

syndrome  remains  unknown  but  in  children 
may  be  related  to  flexner  bacillus  dysentery. 
In  our  series  purulent  conjunctivitis  was  found 
in  four  cases.  One  case  had  arthralgia  involving 
both  knee  joints  in  early  stage  of  illness.  No 
case  had  a complete  Reiter’s  Syndrome. 

Oral  lesions  similar  to  herpetic  gingivosto- 
matitis were  found  in  four  cases.  In  two  cases 
in  whom  viral  studies  were  done  there  was  no 
evidence  of  herpes  simplex  virus  infection. 
The  relationship  between  herpetic  stomatitis 
and  shigellosis  is  not  clear.  Felsen  et  al'  in  re- 
viewing the  Jersey  City  epidemic  in  1934 
found  herpetic  lesions  in  13%  of  cases  and 
these  were  invariably  related  with  the  “men- 
ingitic type”  of  shigellosis.  This  was  not  found 
in  our  cases. 

Hemorrhage  into  visceral  organs,  expected 
to  occur  in  sepsis  due  to  various  pathogens, 
has  been  reported  in  dysenteric  bacillemia.^® 
Autopsy  was  available  only  in  one  case  of  our 
series  and  did  not  have  hemorrhages,  although 
the  patient  had  septicemia  due  to  Sh.  flexneri. 
Bilateral  retinal  hemorrhage  was  observed  in 
one  case  and  the  blood  culture  was  negative. 

Unusually  severe  gastrointestinal  bleeding 
was  observed  in  one  patient.  The  massive 
bleeding  in  this  case  could  have  been  due,  at 
least  in  part,  to  adverse  reactions  of  dipyrone 
and  aspirin. 

The  frequent  occurrence  of  convulsions  in 
shigellosis  has  been  well-documented,  the  re- 
ported incidence  being  from  4.8%  to 
45%^-'’’^’*’“®  A meningitic  type  of  infection 
and  toxic  cerebral  manifestations''  have  been 
described. 

The  high  incidence  of  convulsions  in  the 
absence  of  central  nervous  system  infection 
suggests  the  possibility  of  neurotoxin  produc- 
tion. So  far,  the  exotoxin  (thermolabile  neuro- 
toxin) produced  by  Sh.  dysenteriae  has  not 
been  found  in  any  of  the  other  shigella  organ- 
isms.®’ Endotoxin  has  been  demonstrated 
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in  many  species  of  shigellae.  But  coliform 
and  other  enteric  bacilli  possessing  similar 
endotoxins  behave  differently  from  shigellae 
in  the  intestine.  Intravenous  administration  of 
such  an  endotoxin  results  in  bowel  pathology 
in  some  animals  but  not  when  given  by  the 
oral  route. 

Sanyal,  Hughes  and  Falkner^  in  1963  re- 
ported from  Louisville  that  60%  of  23  pa- 
tients with  convulsions  associated  with  shigel- 
losis had  Sh.  sonnet  as  the  etiologic  agent. 
Donald  et  at  in  reviewing  64  cases  of  shigel- 
losis found  that  convulsions  occurred  in  50% 
with  S/i.  sonnet  and  44.6%  with  Sh.  flexnert 
infections.  In  our  study  Sh.  flexnert  was  pre- 
dominant in  patients  with  convulsions.  The  in- 
cidence of  seizures  does  not  appear  to  be  re- 
lated with  any  specific  group  of  shigellae. 

Our  study  agrees  with  others,  in  that  the 
evidence  of  active  meningeal  inflammation 
was  lacking,^’--^*  convulsions  were  most 
commonly  associated  with  high  fever^  and 
convulsions  did  not  affect  the  seriousness  of 
the  illness.^’  ^ One  death  occurred  among  the 
patients  with  convulsions.  This  patient,  how- 
ever, had  severe  hypernatremic  dehydration 
and  malnutrition.  Our  data  confirms  that 
younger  children  (below  four  years  of  age) 
with  high  fever  are  more  likely  to  have  con- 
vulsions.^ 

Generally,  the  shigella  bacilli  remain  limit- 
ed to  the  intestinal  wall  and  bacteremia  is 
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rare.  But  the  occurrence  of  bacteremia  due  to 
various  species  of  organisms  has  been  re- 
ported. 

Summary  and  Conclusion 

A total  of  1 1 3 cases  of  shigellosis  observed 
over  a period  of  five  years  were  evaluated 
with  a special  attention  to  complications  and 
associated  diseases. 

From  this  study  we  conclude,  that: 

1.  Complications  and  atypical  manifesta- 
tions of  shigellosis  are  common  in  infants 
and  children. 

2.  Shigellosis  in  infancy  and  childhood  is 
not  infrequently  associated  with  concur- 
rent diseases  and  with  possibly  pre- 
disposing illnesses.  Respiratory  tract  in- 
fection is  the  most  frequently  associated 
disease. 

3.  Convulsions  are  more  likely  to  occur  in 
younger  patients  with  high  fever.  The 
occurrence  of  other  complications  and 
associated  diseases  are  not  related  to 
age  of  patients,  season  of  the  year  or  the 
type  of  organism  isolated. 

4.  Manifestations  of  central  nervous  system 
involvement  are  not  accompanied  by 
evidence  of  an  inflammatory  process  in- 
volving central  nervous  system  and  are 
not  related  to  the  outcome  of  the  disease. 

5.  Associated  diseases  occurred  before  the 
onset  of  dysentery  in  more  than  50%  of 

(Continued  on  page  579) 
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|et’s  be  specific  about  Campbell’s  Soups... 
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There  are  more  than  30  million  people  in  America  who  are  overweight. 
During  the  next  year,  you  probably  will  see  more  than  1,000  of  them  in 
your  own  practice. 

One  good  way  to  help  these  patients  is  to  give  them  a reducing  diet 
based  on  ordinary  eating  patterns. 

Campbell  has  prepared  a sensible  plan  for  weight  control  based  on 
ordinary  eating  patterns.  The  plan  consists  of  a patient  in- 
struction booklet  and  a set  of  menus  which  provide  approxi- 
mately 1,200  calories  daily.  The  menus  are  balanced  to 
provide  the  minimum  daily  requirements  of  nutrients. 

To  obtain  a supply  for  your  office  write  to: 

Campbell  Soup  Company,  Box  265,  Camden,  N.J.  08101 


True  Drug  Failure.. 

How  often  does  it  occu] 


Cure  rates  in  10,700  patients 

treated  for  trichomoniasis  with  Flagyl  and  reported  in 
60  papers  published  in  the  United  States. 


L 

Indications:  Flagyl  is  indicated  only  in  the  treat- 
ment of  trichomoniasis  in  both  men  and  women. 

Contraindications:  Pregnancy;  disease  of  the  cen- 
tral nervous  system;  evidence  or  history  of  blood 
dyscrasia. 

Precaution:  Complete  blood  cell  counts  should  be 
made  before,  during  and  after  therapy,  especially 
if  a second  course  is  necessary. 

Side  Effects:  Infrequent  and  minor  side  effects 


include  nausea,  metallic  taste  and  furry  tong 
Gastrointestinal  disturbances,  flushing  and  he: 
ache  sometimes  occur,  especially  with  concc 
itant  ingestion  of  alcohol.  The  taste  of  alcohc 
beverages  may  be  altered.  Other  effects,  all 
ported  in  an  incidence  of  less  than  1 per  cent, ; 
diarrhea,  dizziness,  vaginal  dryness  and  bumi) 
dry  mouth,  rash,  urticaria,  gastritis,  drowsine 
insomnia,  pruritus,  sore  tongue,  darkened  uri 
anorexia,  vomiting,  epigastric  distress,  dysui 
depression,  vertigo,  incoordination,  ataxia,  : 


I 

I 


I 

iith  Flagyl? 

brand  of 

metronidazole 

:linical  practice  an  occasional  uncooperative  or  drug-sensitive  patient 
! spouse  makes  100  per  cent  cure  of  trichomonal  vaginitis  in  large  series 
patients  difficult. 

j Further  a very  few  patients  who  apparently  absorb  Flagyl  poorly 
i a few  rare  instances  of  trichomonads  resistant  to  Flagyl  have  been 
lorted.  Nevertheless,  approximately  half  the  United  States  investiga- 
s report  a final  cure  rate  of  100  per  cent  with  Flagyl. 

Sixty  papers^  published  on  the  use  of  Flagyl  in  trichomoniasis  in  the 
ited  States  and  comprising  a total  of  10,700  patients  have  been  evalu- 
d.  In  thirty  of  the  papers  it  was  declared  that  all  patients  adequately 
lowed  and  treated  were  free  of  trichomonal  infection. 

Analysis  of  all  of  these  papers  shows  that  the  incidence  of  cures  for 
: initial  course  of  therapy  ranged  from  76.6  per  cent  to  100  per  cent, 
e cure  rates  after  retreatment  of  female  patients  and  treatment  of  their 
sbands  when  indicated  ranged  from  84.7  to  100  per  cent.  The  average 
al  cure  rate  reported  in  all  investigations  was  97.1  per  cent. 


minal  cramping,  constipation,  stomatitis, 
mbness  or  paresthesia  of  an  extremity,  joint 
ins,  confusion,  irritability,  weakness,  cystitis, 
Ivic  pressure,  dyspareunia,  fever,  polyuria,  in- 
ntinence,  decreased  libido,  nasal  congestion, 
octitis  and  pyuria.  Elimination  of  trichomonads 
ly  aggravate  candidiasis. 
jsage  and  Administration:  In  women:  one 
0-mg.  oral  tablet  three  times  daily  for  ten  days, 
vaginal  insert  of  500  mg.  is  available  for  local 
jrapy  when  desired.  When  used,  one  vaginal 


insert  should  be  placed  high  in  the  vaginal  vault 
each  day  for  ten  days;  concurrently  two  oral  tab- 
lets should  be  taken  daily. 

In  men:  When  trichomonads  are  demonstrated, 
one  250-mg.  oral  tablet  twice  daily  for  ten  days 
in  conjunction  with  treatment  of  his  female 
partner. 

Dosage  Forms:  Oral  tablets— 250  mg. 

Vaginal  inserts— 500  mg. 

1.  Complete  list  of  references  on  request. 


SEARLE 


Research  in  the  Service  of  Medicine 


a puzzle 
of  antacid 
complaints 


“Will  this  one 
taste  O.K.?” 


Will  it  help  “my 
gassy  stomach?” 


a solution 
to  peptic  ulcer 
distress 


Stuart 


Division/Pasadena,  Calif. 


ATLAS  CHEMICAL  INDUSTRIES.  INC. 


Effective  neutralization— 

with  the  two  most  widely  prescribed  antacids; 
aluminum  and  magnesium  hydroxides. 

Concomitant  relief  of  G.l.  gas  distress— 

with  the  proven^  defoaming  action  of  simethicone. 

Prolonged  acceptance  confirmed- 

in  87.5%  of  104  patients  after  a total  of  20,459 
documented  days  of  therapy.^ 

Composition:  Each  Mylanta  chewable  tablet  or  teaspoonful 
(5  ml.)  contains:  magnesium  hydroxide,  200  mg.; 
aluminum  hydroxide,  dried  gel,  200  mg.;  simethicone,  20  mg. 
Dosage:  One  or  two  tablets  (well  chewed  or  allowed 
to  dissolve  in  the  mouth)  or  one  or  two  teaspoonfuls  to  be 
taken  between  meals  and  at  bedtime. 

References:  1.  Hoon,  J.R.:  Arch.  Surg.  93:467  (Sept.)  1966. 

2.  Danhof,  I.E.,  Personal  communication. 


Don’t  let  monilia 

cut  broad-spectrum  therapy  short... 


start  with 

Tetrex-F 

;etracycline  phosphate 
complex-nystatin 


Use  of  broad-spectrum  antibiotics  can  cause 
fungal  overgrowth  in  the  alimentary  tract... 
and  give  rise  to  symptoms  so  troublesome 
that  therapy  must  be  prematurely  stopped. 
Tetrex-F  (tetracycline  phosphate  complex- 
nystatin)  helps  you  circumvent  this  problem. 

The  nystatin  can  prevent  overgrowth  of 
monilia;  the  phosphate  complex  delivers  tet- 
racycline to  the  blood  rapidly.  Side  effects 
are  infrequent. 

High-Risk  Patients 

Tetrex-F  (tetracycline  phosphate  complex- 
nystatin)  is  especially  useful  in  patients  most 
susceptible  to  fungal  overgrowth  during  tet- 
racycline therapy:  (1)  the  elderly  or  debili- 
tated, (2)  young  children,  (3)  the  diabetic, 

(4)  those  on  long-term  tetracycline  therapy, 

(5)  those  on  steroid  therapy,  (6)  those  who 
have  had  moniliasis  before,  and  (7)  pregnant 
patients  with  a history  of  monilial  vaginitis. 

When  you  start  with  economical  Tetrex-F 
(tetracycline  phosphate  complex-nystatin), 
you  can  complete  the  full  course  of  broad- 


spectrum  therapy  with  less  chance  of  los- 
ing control  elsewhere.  A good  start  for  a 
healthy  finish. 

PRESCRIBING  INFORMATION.  For  complete  information 
consult  Official  Package  Circular.  Indications:  Infections  of  res- 
piratory, gastrointestinal  and  genitourinary  tracts  and  skin  and 
soft  tissues  due  to  tetracycline-sensitive  organisms,  in  patients 
with  increased  susceptibility  to  monilial  infections.  Contraindi- 
cations: The  drug  is  contraindicated  in  patients  hypersensitive 
to  its  components.  H'arnings:  Photodynamic  reactions  have  been 
produced  by  tetracyclines.  Natural  and  artificial  sunlight  should 
be  avoided  during  therapy.  .Stop  treatment  if  skin  discomfort 
occurs.  W'ith  renal  impairment,  systemic  accumulation  and  hep- 
atotoxicity  may  occur.  In  this  situation,  lower  doses  should  be 
used.  Tooth  staining  and  enamel  hypoplasia  may  be  induced 
during  tooth  development  (last  trimester  of  pregnancy,  neonatal 
period  and  childhood).  Precautions:  Bacterial  superinfections 
may  occur.  Infants  may  develop  increased  intracranial  pressure 
with  bulging  fontanels.  In  gonorrheal  therapy,  serologic  tests 
for  syphilis  should  be  conducted  initially  and  monthly  for  3 
months.  Adverse  Reactions:  Glossitis,  stomatitis,  nausea,  diar- 
rhea, flatulence,  proctitis,  vaginitis,  dermatitis,  and  allergic  re- 
actions may  occur.  Usual  Adult  Dosage:  1 capsule  q.i.d.  Con- 
tinue for  10  days  in  Beta-hemolytic  streptococcal  infections. 
Administer  one  hour  before  or  two  hours  after  meals.  Supplied: 
Capsules,  bottles  of  16  and  100.  Each  capsule  contains  tetra- 
cycline phosphate  complex  equivalent  to  250  mg.  tetracycline 
HCl  activity  and  250,000  units  of  nystatin.  For  Oral  Suspension, 
125  mg.  tetracycline  and  125,000  u.  nystatin/  5 ml.,  60  ml.  bottles. 
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Med-Ed 


The  second  biennial  KMA  Conference  on  Med- 
ical Education  convened  January  26,  1968,  at 
Park  Mammoth,  Kentucky.  The  format  fol- 
lowed closely  that  of  the  initial  gathering  in  1966 — 
that  is,  presentation  of  a few  papers  representing  di- 
verse views  on  key  educational  issues,  followed  by 
general  discussion  periods.  Registrants  were  divided 
evenly  between  representatives  of  the  KMA  and  of  the 
medical  schools,  with  the  University  of  Louisville  and 
the  University  of  Kentucky  fielding  teams  of  equal 
strength.  Andrew  Moore,  M.D.,  Lexington,  served 
most  ably  as  chairman. 

As  you  can  tell  from  even  a cursory  look  at  the 
following  papers,  the  two  subjects-at-issue — (1)  “The 
Mechanics  and  Philosophy  of  Basic  Sciences  Curri- 
culum in  Teaching  and  Research”,  and  (2)  “The  Im- 
pact of  Socio-Economic  Changes  on  Medicine” — were 
approached  vigorously  and  with  definite  ideas.  For 
basic  science  teachers  and  clinicians  to  meet  and  dis- 


cuss common  problems  was  medical  education;  the 
feeling  emerged  that  the  basic  scientists  very  much 
need  to  realize  the  extent  of  the  socio-economic  pres- 
sures being  applied  to  clinicians  (both  academic  and 
non-).  Clinicians,  on  the  other  hand,  need  remind- 
ing, from  time  to  time,  that  unless  our  schools  con- 
tinue to  present  a strong  foundation  of  basic  science 
the  treatment  of  diabetes,  or  congenital  heart  disease, 
or  any  disease  for  that  matter,  will  require  only  tech- 
nicians, and  produce  only  technicians — and  medicine’s 
magnificent  advances  will  cease. 

We  present  in  this  issue  the  four  papers  which 
were  concerned  with  the  strengths  and  weaknesses 
of  the  basic  sciences  curriculum.  Next  month  the 
remainder  of  the  talks,  about  socio-economic  changes, 
will  be  published.  Any  letters  to  the  editor  on  these 
topics  will  be  favored  for  publication. 

Walter  I.  Hume,  Jr.,  M.D. 


The  Mechanics  and  Philosophy  of  Basic  Sciences 
Curriculum  in  Teaching  and  Research 
"Its  Relationship  to  the  Medical  Student^' 


Thomas  B.  Calhoon,  Ph.D.* 
Louisville 


There  are  many  factors  which  come  together  to 
determine  the  form  of  a basic  sciences  cur- 
riculum in  a medical  school.  Our  concern  for 
the  next  few  minutes  is  to  discuss  the  relationship  of 
the  basic  sciences  curriculum  to  the  medical  student. 
I shall  describe  the  major  types  of  basic  science 
curricula  used  in  medical  schools  and  in  doing  so, 
will  bring  out  the  mechanics  and  more  importantly, 
the  philosophy  of  the  basic  sciences  curriculum  in 
teaching  and  research  as  it  relates  to  the  medical 
student. 

When  devising  a curriculum  in  a medical  school 
I think  that  we  would  all  agree  on  a few  general 
principles.  These  are:  that  the  student  should  learn 
how  living  matter  operates  normally;  how  living 


*Professor  and  chairman,  department  of  physiology 
and  biophysics.  University  of  Louisville  School  of 
Medicine 


matter  operates  abnormally;  and  what  to  do  about 
it  if  something  goes  wrong. 

It  is  generally  agreed  that  physiology  and  pathol- 
ogy play  central  roles  in  the  basic  sciences  curricu- 
lum. After  all,  by  definition  physiology  is  the  study 
of  the  normal  functioning  of  living  matter  and 
pathology  is  the  study  of  the  abnormal  functioning 
of  living  matter.  Usually,  physiology  comes  later  in 
the  first  year  of  school,  after  the  students  have  com- 
pleted the  anatomies  and  most  of  biochemistry.  In 
this  way,  physiology  can  build  upon  the  knowledge 
that  the  student  gained  in  these  subjects  to  eventual- 
ly arrive  at,  we  hope,  a rational  picture  of  the  normal 
functioning  of  the  living  animal.  Pathology  usually 
comes  late  in  the  second  year  after  the  students  have 
completed  microbiology  and  pharmacology.  Pathol- 
ogy then  takes  the  synthesis  gained  by  the  students  in 
physiology,  adds  to  it  the  knowledge  the  students 
gained  from  microbiology  and  pharmacology,  and  at- 


554 


June  1968  • The  Journal  of  , 


tempts  to  build  a rational  picture  of  the  abnormal 
functioning  of  living  matter. 

Now,  how  much  of  each  of  these  topics  is  neces- 
sary? This  is  where  there  would  be  considerable 
difference  of  opinion  I am  certain,  among  all  of  us. 
By  tradition,  medical  schools  in  this  country  have 
been  four  year  schools.  I believe  that  if  we  could  poll 
the  basic  sciences  medical  educators  they  would  vote 
for  a five  year  medical  school  because  of  their  aware- 
ness of  the  vast  amount  of  basic  sciences  available 
and  necessary  for  the  development  of  the  physician. 
On  the  other  hand,  the  demands  of  society  for  more 
physicians  and  a certain  cup  of  human  kindness  sug- 
gest that  the  medical  school  not  be  more  than 
four  years  and  possibly  reduced  to  less  than  that. 
The  President's  National  Advisory  Committee  on 
Health  Manpower  recently  recommended  that  medical 
schools  revise  their  curricula  with  the  goal  of  re- 
ducing the  amount  of  time  the  student  spends  in 
formal  education. 

At  the  present  time  there  are  three  general  ap- 
proaches to  the  medical  school  curriculum.  The  first 
of  these  I would  call  the  Traditional  Curriculum. 
This  is  the  type  of  curriculum  under  which  most 
medical  schools  presently  operate.  There  are  more 
than  70  medical  schools  using  this  curriculum.  This 
curriculum  is  like  that  which  most  of  the  physicians 
in  the  audience  experienced.  The  students  take  the 
anatomies,  then  biochemistry,  sometimes  overlapping 
to  some  extent  with  physiology,  then  microbiology 
and  pharmacology,  and  finally  pathology.  Blocks  of 
time  are  assigned  to  each  department  and  the  stu- 
dents pass  through  the  curriculum  in  lock-step  fashion. 
This  type  of  curriculum  is  what  I would  call  Gen- 
eralist Oriented.  By  this  I mean  that  all  of  the 
students  take  the  same  courses.  The  curriculum  as- 
sumes that  there  is  a large  common  body  of  basic 
knowledge  that  all  physicians  need  to  learn.  Of 
course,  different  students  will  retain  that  part  of  the 
total  information  which  is  most  relevant  to  them, 
dependent  upon  their  interests,  background,  and 
goals.  Thus  there  is  considerable  personal  selection 
of  the  material  to  be  retained  by  the  student.  In 
this  curriculum,  however,  we  have  the  assurance  that 
all  of  the  students  come  in  contact  with  all  of  the 
basic  sciences  material  at  least  once  in  their  careers. 
There  is,  of  course,  the  problem  that  the  total 
material  necessary  to  learn  is  steadily  increasing.  If 
the  curriculum  is  already  packed,  then  a decision 
must  be  made  of  what  is  less  relevant  and  can 
therefore  be  thrown  out.  This  is  a problem  of  all 
curricula  however,  regardless  of  form. 

The  second  type  of  curriculum  is  the  Integrated 
Curriculum.  Western  Reserve  University  comes  to 
mind  when  we  think  of  the  integrated  curriculum. 
Here  the  student  passes  through  the  basic  sciences 
by  organ  systems  rather  than  by  departments.  When 
the  students  are  discussing  the  cardiovascular  system 
in  the  anatomies,  they  are  also  getting  the  cardio- 
vascular system  in  biochemistry,  physiology,  micro- 
biology, pharmacology,  and  pathology.  When  they 
finish  the  cardiovascular  system  then  all  departments 


pass  on  to  the  pulmonary  system,  kidney,  or  some 
other  topic.  Often,  the  organ  systems  are  taught  by 
committees  specifically  assigned  by  organ  systems. 

This  type  of  curriculum  is  still  Generalist  Oriented. 
That  is,  it  assumes  that  there  is  a vast  body  of  basic 
knowledge  that  all  students  should  come  in  contact 
with  at  least  once.  I suggest  that  this  type  of  curric- 
ulum creates  a serious  problem  in  the  learning 
process.  This  is  the  lack  of  repetition.  I have  often 
heard  it  said  that  there  is  too  much  repetition  in 
the  basic  sciences,  too  much  time  is  being  wasted. 
1 submit,  however,  that  repetition  is  an  important 
psychological  technique  which  enhances  the  learning 
process.  In  the  integrated  curriculum  the  students  dis- 
cuss an  organ  system  once  and  then  pass  on  to  the 
next  topic.  At  least,  in  the  traditional  curriculum, 
the  student  hears  the  cardiovascular  system  dis- 
cussed by  many  different  departments  at  different 
times  throughout  the  first  two  years. 

The  third  type  of  curriculum  is  the  Multi-Tract 
Curriculum.  There  are  nine  medical  schools  which 
use  at  least  a version  of  this  type  of  curriculum.  In 
this  curriculum  there  are  several  different  pathways 
that  the  student  can  take  through  medical  school. 
When  he  enters  school  he  chooses  a pathway  which 
may  be  different  for  different  students.  This  curric- 
ulum is  based  upon  the  principle  that  not  all 
physicians  need  the  same  background,  and  therefore, 
I would  call  this  type  of  curriculum — Specialist  Ori- 
ented. Thus,  in  a pure  multi-tract  system  there  would 
be  three  or  four  different  tracts  which  students 
would  choose  dependent  upon  their  interests  and 
goals.  I assume  that  there  would  be  a tract  for  stu- 
dents highly  scientifically  oriented,  let  us  say  in 
molecular  biology  for  example.  These  students  would 
probably  be  required  to  carry  out  some  research 
work  as  part  of  their  training.  A second  tract  would 
be  a humanist  oriented  tract.  I suppose  that  the 
product  of  this  tract  would  become  psychiatrists, 
physicians  interested  in  rehabilitation,  geriatrics,  etc. 
A third  tract  would  be  for  the  student  interested  in 
biochemistry-physiology  and  I assume  they  would  go 
into  areas  like  endocrinology,  internal  medicine, 
etc.  One  could  devise  many  different  types  of  tracts 
for  many  different  types  of  students.  Of  course  sev- 
eral problems  arise.  First,  if  a basic  sciences  depart- 
ment taught  several  different  levels  of  courses  to  suit 
the  several  different  tracts,  this  would  require  more 
faculty,  more  space  and  equipment.  Thus,  there  is  a 
sizable  financial  problem  in  setting  up  such  a pure 
multi-tract  curriculum. 

The  Core-Elective  Curriculum  is  a compromise 
between  the  traditional  and  the  pure  multi-tract 
curricula.  The  University  of  Louisville  was  one  of 
the  first  to  adopt  this  form  of  curriculum.  It  is  pred- 
icated on  the  assumption  that  the  body  of  basic  in- 
formation that  all  students  need  to  know  (the  core) 
would  occupy  less  than  the  total  amount  of  time  re- 
served for  the  basic  sciences.  In  addition,  the  student 
is  required  to  take  some  electives  courses  in  which 
he  is  free  to  pursue  his  own  interests  and  talents. 
There  are  several  problems  which  arise  from  this 
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form  of  curriculum.  First,  what  shall  be  the  size  of 
the  core?  I can  assure  you  that  at  the  University  of 
Louisville,  as  well  as  at  other  schools,  there  is  con- 
siderable difference  of  opinion.  In  most  medical 
schools  using  the  core-electives  curriculum  the  core 
occupies  three-fourths  of  the  total  time  of  the  first 
two  years.  At  the  University  of  Louisville  the  core 
occupies  two-thirds  of  the  first  two  years.  I read 
recently  where  the  core  will  occupy  only  one-half 
of  this  total  time  at  Dartmouth  (Science,  Vol.  159, 
pp.  284-286,  1968).  So  there  is  considerable  dif- 
ference of  opinion  concerning  the  minimal  size  which 
the  core  should  attain.  A second  question  which 
arises  is  how  shall  the  electives  time  be  handled. 
One  approach  is  the  shotgun  method,  in  which  the 
student  is  given  a large  list  of  electives  from  which 
he  is  free  to  select.  I prefer  the  multi-tract  electives 
system.  In  this  system  of  electives  each  student  would 
be  frozen  into  a tract  of  sequence  of  electives.  There 
might  be  five  or  six  different  electives  tracts  for  the 
humanist,  molecular  biologist,  etc.  Once  the  student 
selects  a tract  of  electives  he  would  be  required  to 
follow  the  tract  to  completion.  This  way  we  would 
make  certain  that  the  student  pursues  electives  which 
go  in  increasingly  greater  depth  into  a particular 
facet  of  medicine. 

The  major  problem  which  besets  all  forms  of  cur- 
ricula is  the  problem  of  content.  What  shall  the 
core  consist  of?  The  core  of  basic  information  is 
ever  increasing.  It  must  have  been  nice  75  or  100 
years  ago  to  teach  physiology  to  medical  students, 
for  almost  everything  could  be  blamed  on  Vital 
Spirits.  In  today’s  modern  medical  school  we  teach 
whole  courses  in  subjects  which  were  only  lightly 
touched  upon  even  10  years  ago.  For  example,  10 
years  ago  most  schools  only  mentioned  genetics  in 
passing  through  embryology  or  histology.  Today 
there  are  intense  courses  taught  in  genetics,  be- 
havioral sciences,  environmental  sciences  and  even 
gravity-free  states.  We  might  think  that  a course  in 
gravity-free  states  is  a little  premature,  but  after  all  we 
should  be  concerned  with  preparing  students  for  the 
medicine  of  10  or  20  years  from  now.  Who  knows, 
we  may  all  be  up  in  the  air  by  then. 

We  are  forced  by  the  sheer  volume  of  informa- 
tion to  narrow  our  concept  of  the  physician.  We  are 
forced  to  select  and  teach  that  material  which  is 
most  immediately  needed  by  the  physician — that 
which  is  most  practical.  I suggest  that  this  is  in- 
tellectually wrong!  If  we  set  as  our  goal  to  teach 
students  only  those  things  directly  applicable  to  medi- 


cine today  then  that  is  all  they  will  know.  Basic 
sciences  departments  are  sometimes  accused  of  wast- 
ing time  discussing  all  sorts  of  irrelevant  material.  I 
have  heard  deans  and  chairmen  say  that  we  should 
“cut  out  all  of  the  fat’’.  Yet  some  of  the  material 
which  we  teach  serves  as  background  which  will  help 
the  student  better  understand  some  more  practical 
clinical  information  which  he  will  get  later.  For  ex- 
ample, we  spend  some  time  on  the  nature  of  the  rest- 
ing membrane  potential.  We  discuss  with  the  student 
the  various  sodium  or  potassium  pumps,  Nernst  equa- 
tions, etc.  which  are  necessary  to  the  understanding 
of  the  origin  of  this  potential.  Later  on  in  the  course 
this  information  will  become  invaluable  to  the  stu- 
dent in  understanding  the  electrocardiogram.  Some 
of  the  material  we  teach  is  an  effort  to  project  the 
student  into  the  future.  It  is  important  to  warn  the 
student  that  a particular  body  of  knowledge  is 
rapidly  changing  and  that  what  he  is  being  taught 
right  now  may  well  change  by  the  time  he  finishes 
his  residency.  For  example,  in  the  early  1950’s,  when 
we  discussed  the  kidney  we  “went  off  on  a tangent’’ 
and  mentioned  the  swim  bladder  in  fish.  We  pointed 
out  that  in  the  wall  of  the  swim  bladder  were  some 
hair-pin  shaped  blood  vessels  and  that  we  know  this 
arrangement  of  structures  was  the  mechanism  by 
which  the  wall  of  the  swim  bladder  pumped  oxygen 

into  the  lumen  in  the  bladder.  The  oxygen  pressure 

in  the  bladder  could  exceed  the  ambient  oxygen 

pressure.  We  then  pointed  out  that  in  the  kidney 
there  were  series  of  hair-pin  loops  of  nephron  tu- 
bules and  of  blood  vessels,  we  felt  that  these  struc- 
tures were  putting  something  into  or  taking  some- 
thing out  of  the  medulla  of  the  kidney  and  that  this 
has  something  to  do  with  the  manufacture  of 

urine.  We  recognize  today,  of  course,  that  the  counter- 
current  multiplyer  system  of  the  kidney  causes  the 
concentrating  of  the  glomerular  filtrate.  We  feel  that 
it  is  required  of  us  to  give  the  medical  student  an 
appreciation  of  the  fact  that  this  body  of  basic  in- 
formation is  ever  changing  and  hopefully  becom- 
ing more  precise. 

We  must  be  concerned  then  with  turning  our 
physicians  with  sufficient  breadth  of  knowledge  to 
be  able  to  comprehend  as  well  as  practice  the  medi- 
cine of  10,  20,  or  30  years  from  now. 

In  summary,  I hope  I have  given  you  a little  idea 
of  what  we  in  the  basic  sciences  hope  to  accomplish, 
how  various  schools  are  approaching  this  task,  and 
what  some  of  the  concepts  and  problems  are  in 
the  basic  sciences  curriculum  in  medical  schools. 
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"Its  Relationship  to  the  Medical  Student" 

Fred  J.  Bollum,  Pli.D.* 
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OUR  first  speaker  has  presented  a most  useful 
summary  of  several  possible  approaches  to  the 
medical  curriculum.  In  this  framework  the  UK 
curriculum  could  be  described  best  as  a “core-elective” 
curriculum  with  about  10  percent  elective  time.  My 
presentation  will  be  somewhat  more  general  on  the 
philosophic  side  and  more  specific — applying  to  the 
University  of  Kentucky  curriculum — on  the  mechani- 
cal end.  This  discussion  could  best  be  called  what  I 
think  the  University  of  Kentucky  is  trying  to  ac- 
complish in  the  basic  sciences  curriculum  because  I 
have  no  particular  qualifications  as  an  expert  in  this 
area.  The  philosophical  part  is  based  on  observations 
of  human  nature  as  a professional  biochemist,  edu- 
cator, and  parent,  and  the  mechanical  part  is  the 
result  of  some  brief  discussions  with  members  of  the 
other  basic  science  departments  at  the  University  of 
Kentucky.  First  and  foremost  I think  that  we  all 
agree  that  our  aim  as  medical  educators  is  to  train 
individuals  for  a professional  life  in  medicine.  But 
just  what  the  term  “professional  training”  includes 
is  really  the  essential  matter  for  continuing  discus- 
sion. I believe  that  we  all  agree  that  when  we  say 
professional  training  we  mean  just  that,  in  the  high- 
est and  best  sense  of  the  word.  To  me,  the  two  most 
important  attributes  of  professional  life,  in  this  sense, 
are  flexibility  and  dedication  to  purpose.  Dedication 
to  purpose  (and  certain  other  social  and  political  as- 
pects of  medicine)  is  not  a subject  of  formal  training 
and  comes  largely  from  direct  observation  and  emula- 
tion. Hence  this  attribute  must  be  attended  to  in  the 
selection  of  students  and  medical  faculty.  And  final- 
ly, I hope  we  all  agree  that  our  purpose  in  this  pro- 
fessional training  is  to  provide  the  best  possible 
medical  care. 

My  thesis  here  today  is  very  direct.  I think  the 
basic  science  curriculum  at  UK  is  designed  to  pro- 
vide a double  strength  foundation,  with  its  first 
strength  in  the  provision  of  a working  knowledge  of 
biology,  chemistry,  and  physics,  with  special  emphasis 
on  the  application  of  these  sciences  to  medicine. 
This  aspect,  the  working  knowledge,  provides  a ba- 
sis for  understanding  current  medical  practice  or 
medical  art  as  it  exists  at  a fixed  point  in  time — the 
time  the  student  passes  through  the  clinical  years. 
But  we  must  also  take  future  time  into  consideration 
since  clinical  training  and  practice  will  undoubtedly 
change.  The  second  strength  of  basic  science  train- 
ing is  in  learning  to  use  solid  Information  to  solve 
practical  problems.  A set  of  operational  models  that 
allow  interpretation  and  acceptance  or  rejection  of 
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new  developments  must  be  presented  to  the  students. 
This  is  the  aspect  commonly  expressed  as  “problem 
solving”.  These  are  the  overriding  ideas  that  con- 
stitute the  philosophy  behind  present  day  profession- 
al medical  training.  The  basic  sciences  provide  for 
understanding  a mass  of  material,  and  flexibility. 
Flexibility  and  change  are  the  most  irresistible 
strengths  of  American  medicine.  Each  of  you  must 
be  aware  that  your  practice  changes  year  by  year, 
and  I hope  that  you  find  your  professional  training 
has  prepared  you  for  these  changes. 

By  this  time  each  of  you  may  be  thinking  that 
high  motives  do  not  necessarily  lead  to  great  ac- 
complishments. Just  what  are  the  practical  aspects 
of  the  “education  for  change”.  One  may  argue  that 
in  fact  the  so-called  “basic  sciences”  are  also  chang- 
ing— how  can  changing  facts  be  claimed  to  be  basic? 
This  is  in  fact  the  difficult  part  of  the  teaching  pro- 
fession. What  biological  facts  and  laws  are  irrevoca- 
ble? How  can  we  predict  which  ones  will  be  irrev- 
ocable? Are  we  really  teaching  the  right  things? 
Are  we  teaching  from  the  point  of  view  of  current 
research  only?  Where  do  we  start  on  any  particular 
topic  and  where  do  we  stop?  Obviously,  we  must 
cast  our  individual  teaching  in  a way  that  prepares 
the  student  for  this  change.  Our  courses  then  must 
be  a mixture  of  topics,  each  topic  having  a certain 
qualitative  value.  A careful  choice  of  topics  is  es- 
sential. Point  number  one  then  is  that  there  must  be 
some  basic  structural  description  on  each  course. 
Second,  there  must  be  operating  models  that  show 
how  these  structures  work  in  biological  systems. 
Third,  there  must  be  correctional  aspects  on  these 
structure-function  models.  We  must  show  how  to 
reshape  the  models.  And  fourth,  we  must  make  note 
of  the  fact  that  in  any  real  case  we  are  dealing 
with  systems  that  are  mixtures  of  known  and  un- 
known parts  and  we  must  try  to  develop  the  facility 
to  cope  with  this. 

Now  I think  these  things  help  us  to  understand 
the  basic  tenets  of  professional  life.  The  student 
must  be  well-informed  so  that  he  can  recognize  clear 
and  obvious  solutions  with  unerring  skill.  Then,  he 
must  learn  to  be  adaptable  and  he  must  know  when 
to  adapt.  These  facts  are  obvious.  The  most  common 
situation  he  will  face,  however,  is  when  he  must  deal 
with  a case  where  solutions  are  by  no  means  clear 
and  the  facts  are  not  even  obvious.  Here  he  must 
make  analyses  correctly,  evaluate  information  that  is 
good  and  bad,  and  decide  on  a course  of  action.  This 
course  of  action  must  also  be  susceptible  to  correc- 
tion. 

As  one  considers  each  of  the  basic  science  de- 
partments in  the  light  of  the  two  fundamental  con- 
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cepts  of  basic  information  and  problem  solving,  I 
think  it  should  become  clear  that  the  emphasis  on 
one  or  the  other  of  these  concepts  will  be  dif- 
ferent within  the  various  departments.  This  becomes 
particularly  clear  when  curriculum  changes  are  en- 
visioned, and  for  that  reason  I will  mention  some 
of  the  recent  upheaval  that  has  taken  place  in  our 
curriculum. 

Since  the  first  KMA-UK-UL  Conference  on  Medi- 
cal Education  in  January,  1966,  the  curriculum  at 
the  University  of  Kentucky  Medical  School  has  been 
undergoing  some  revision.  It  went  into  effect  this 
fall.  As  you  may  well  expect,  this  curriculum  re- 
vision was  brought  about  largely  as  a result  of  agita- 
tion by  younger  members  of  the  Medical  School 
faculty  who  felt  that  the  previous  curriculum  was 
much  too  rigid  and,  in  addition,  it  had  been  set  up 
without  their  advice  and  consent.  Naturally,  they 
felt  that  some  enormous  changes  should  be  made. 
In  this  particular  area  I represent  the  middle  ground, 
being  neither  a long  time  member  of  the  UK  faculty 
nor  particularly  young.  Thus  I understand  both  the 
practical  considerations  that  had  to  be  met  in 
setting  up  the  original  curriculum  at  UK,  and  yet  I 
sympathize  with  the  idealism  of  our  younger  faculty 
members.  I would  not  like  to  make  a point  by  point 
comparison  of  the  old  curriculum  and  the  new  curric- 
ulum in  the  pre-clinical  years  at  the  UK  Medical 
School.  I can,  however,  make  several  general  state- 
ments about  the  curriculum  change  and  then  discuss 
briefly  what  the  changes  mean  to  the  student  and 
the  kind  of  adjustment  that  has  been  made  in  the 
individual  basic  science  departments. 

At  the  risk  of  over-generalization,  I believe  that 
the  major  criticism  of  the  old  curriculum  was  the 
rigidity  and  completeness  of  time  scheduling  for  the 
medical  students.  In  other  words,  the  younger  faculty 
felt  that  the  medical  students  were  scheduled  from 
8 o’clock  in  the  morning  until  5 o’clock  in  the  after- 
noon, during  which  time  their  instructors  presented 
a wealth  of  didactic  and  laboratory  material.  The 
evenings  were  to  be  spent  in  reviewing  and  memoriz- 
ing this  material.  Some  individuals  claimed  that  there 
was  no  time  allowed  natural  body  functions.  The 
medical  student  was  in  a lock-step  program  in  which 
any  deviant  behavior  could  result  in  a performance 
that  was  unsatisfactory  according  to  the  norm.  The 
result  of  the  curriculum  revision  was  two-fold.  First 
of  all,  some  pressure  was  removed  from  the  grading 
system  by  changing  from  a letter  grade  (A,B,C,D,F) 
to  pass,  fail,  or  honors.  This  revision  makes  no  dif- 
ference in  free  time,  but  some  day  to  day  and 
semester  to  semester  stress  was  thought  to  be  re- 
moved by  this  measure.  A detectable  change  in  free 
time  was  effected  by  reducing  the  total  number  of 
scheduled  hours  in  the  first  year  from  1,161  to  1,018, 
a reduction  in  schedule  hours  of  about  140  hours, 
or  slightly  more  than  10  percent.  The  reduction 
in  total  hours  was  meant  to  allow  the  student  to  play  a 
greater  role  in  his  own  education  by  pursuing  in- 
dependent study,  electing  courses  throughout  the 
university,  or  simply  concentrating  his  efforts  on  the 


reduced  schedule  load.  To  facilitate  elective  selection 
the  freshman  year  was  returned  to  the  normal  Uni- 
versity calendar.  It  is  of  interest  in  passing  that  in 
the  first  year  of  this  reduced  scheduling  slightly 
more  than  one-half  of  the  first  year  class  have  de- 
cided to  take  an  elective.  I also  note  that  only  four 
of  40  chose  non-clinical  electives.  These  then  are  the 
major  general  changes  and  I think  they  will  be 
difficult  to  evaluate  in  any  quantitative  way.  In 
principle  I believe  this  to  be  a good  change — if  only 
to  acknowledge  to  the  student  that  his  education  is 
his  responsibility. 

The  effect  of  reduced  time  scheduling  on  the  course 
content  in  the  basic  science  departments  is  somewhat 
varied.  Each  change  in  the  curriculum,  however, 
small,  requires  a great  deal  of  rescheduling  and  re- 
arranging of  time  and  topics.  Since  this  re- 
scheduling usually  affects  more  than  one  class,  the 
mechanics  of  introducing  these  schedule  changes  are 
always  a little  bit  difficult.  In  discussing  the  effect 
of  schedule  changes,  notably  reduction  in  schedule 
hours  with  various  departments,  adaptations  to  the 
reduced  number  of  scheduled  hours  varied  somewhat 
depending  upon  what  the  faculty  considers  the  ma- 
jor instructional  problem  in  that  department.  First  of 
alt,  I should  repeat  my  initial  statement  about 
philosophy,  because  in  discussing  these  schedule 
changes  with  various  department  chairmen,  all  de- 
partments expressed  the  same  basic  philosophy.  That 
is,  that  there  is  a certain  amount  of  fundamental 
information  in  each  course  presented  to  the  medical 
students.  This  fundamental  information  must  then  be 
discussed  in  a way  that  the  student  sees  how  funda- 
mental information  can  be  used  to  solve  simple  prob- 
lems in  this  area  of  biology.  But  within  each  basic 
science  department  the  amount  of  basic  information 
and  problem  solving  discussion  varies.  Where  basic 
structural  information  is  a major  part  of  the  course, 
for  example  in  anatomy,  a reduction  in  number  of 
hours  is  a problem.  Reduction  in  hours  simply  means 
that  certain  topics  cannot  be  covered  in  the  basic 
course.  These  topics  must  be  left  for  independent 
study  or  coverage  during  some  later  (unspecified) 
time  of  the  student’s  medical  education.  In  biochem- 
istry, physiology,  and  pharmacology  complete  cover- 
age of  the  subject  has  never  been  considered  to  be 
an  attainable  goal  (at  UK).  You  are  all  well  aware 
of  the  thick  textbooks  on  these  subjects,  and  each 
year  they  grow  by  at  least  100  pages.  In  a textbook, 
new  information  is  simply  added  and  old  information 
is  not  necessarily  subtracted.  But  each  year  our 
courses  have  a fixed  number  of  hours.  In  these  three 
departments  then,  the  major  adjustment  is  to  attempt 
a re-arrangement  of  time  over  lecture  time  (the  ma- 
jor amount),  laboratory  time,  and  conference  time. 
In  biochemistry,  our  principle  adjustment  has  been 
in  the  number  of  lecture  hours.  Our  course  has  been 
shortened,  but  we  feel  that  we  can  re-arrange  the 
topics  to  be  discussed  to  accommodate  for  the  loss  in 
hours.  At  the  present  time,  we  think  our  laboratory 
schedule  is  at  a useful  minimum,  and  the  only  other 
place  for  an  hour  reduction  is  in  the  conferences. 
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Now  my  personal  opinion  was  that  the  conferences 
should  have  been  reduced,  but  I think  that  might  be 
done  by  internal  re-arrangements  at  some  later  time. 
Physiology  on  the  other  hand  has  made  their  schedule 
reduction  largely  through  reduction  in  laboratory 
time  with  some  continued  reduction  in  conference 
hours.  Pharmacology  has  taken  a look  at  its  lecture 
topics  and  has  removed  one  or  two  topics  that  may 
be  of  less  interest  to  the  medical  student.  Everyone 
agrees  that  the  adjustments  might  be  beneficial  al- 
though in  certain  disciplines  they  are  more  difficult 
to  make  than  in  others.  We  all  hope  the  free  time 
generated  for  the  student  will  be  used  in  some  gainful 
manner.  In  any  case,  it  will  be  difficult  to  evaluate 
(impossible  at  this  moment)  and  I believe  that 
everyone  concerned  was  impressed  with  the  difficul- 
ties of  making  even  this  minor  adjustment.  I 
think  no  one  looks  forward  to  a major  change  in 
scheduling.  It  is  my  opinion  that  considerable 
strengthening  of  our  courses  could  be  accomplished 
by  a continuing  review  of  topical  content  on  a school- 
wide basis. 

The  title  originally  assigned  to  this  presentation  in- 
cluded “research”  as  part  of  the  matter  for  dis- 
cussion. Let  me  make  it  clear  at  the  start  that  re- 
search is  a state  of  mind,  not  a physical  place  or 
stereotyped  kind  of  behavior.  We  do  everything  possi- 
ble to  encourage  our  students  to  develop  this  inquisi- 
tive state  of  mind.  Research  is  the  attitude  that  per- 
mits inquiry  and  change — much  the  same  attitude 
that  has  generated  this  conference  today.  Perhaps 
the  curriculum  changes  will  foster  the  inquisitive 
mind.  Although  I have  minimized  and  generalized 
the  schedule  changes  effected  in  our  curriculum,  let 
me  assure  you  that  this  might  be  rather  deceptive. 
By  reducing  the  stress  on  grading  and  liberating  a 
little  free  time  we  have  acknowledged  the  adulthood 
of  the  student.  Now  he  must  respond.  From  the 


choice  of  elective,  roughly  40  percent  of  the  students 
say  they  will  concentrate  on  the  existing  curriculum 
and  60  percent  say  they  will  expand  their  training 
through  electives.  In  the  choice  of  electives  the  stu- 
dents are  almost  unanimously  clinical  in  orientation. 
This  is  what  one  might  expect  and  desire  for 
physician-candidates.  They  want  to  approach  the  sub- 
ject that  fascinates  them. 

As  the  students  become  better  acquainted  with 
clinical  material  through  their  new  electives,  new 
problems  will  arise.  Some  will  be  social,  some  eco- 
nomic, some  psychological,  etc.  Some  will  concern 
basic  science — and  at  this  point  the  clinical  instruc- 
tor and  the  preclinical  student  are  back  talking  to 
the  basic  science  instructor.  When  a preclinical  stu- 
dent hears  his  clinical  instructor  and  preclinical  in- 
structor talking  in  the  same  language,  he  is  reassured 
that  basic  science  nas  some  relevance  to  his  clinical 
Interest.  He  attaches  greater  significance  to  his  pre- 
clinical studies  and  finds  it  is  indeed  helpful  in  under- 
standing his  clinical  work.  He  and  the  friends  he  in- 
fluences become  better  all-round  students  because  of 
this. 

In  a nutshell,  a little  “free  time”  has  been  made 
available  to  medical  students  on  the  Lexington  cam- 
pus. As  interested  parents  and  teachers  we  should 
observe  this  development  carefully.  Do  the  students 
accept  the  challenge?  If  they  do,  how  can  we  con- 
tinue to  make  changes  for  better  professional  train- 
ing? The  “Medical  Students  Report”  (from  seven 
Harvard  medical  students)  makes  many  suggestions 
that  are  now  present  or  possible  in  our  curriculum. 
Some  of  the  changes  are  quite  drastic.  The  conserva- 
tive voice  resists  drastic  changes  such  as  complete 
deletion  of  laboratory  exercise  (except  anatomy  & 
histology,  where  information  gained  is  directly  re- 
lated to  time  spent).  Medical  educators  need  the  con- 
sidered opinions  of  practical  physicians.  What  are 
your  thoughts  on  curriculum  change? 
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I WOULD  like  to  thank  Doctor  Moore  for  invit- 
ing me  to  participate  in  the  KMA  Conference 
on  Medical  Education.  The  topic  is  certainly  one 
of  great  importance  to  the  medical  profession.  I 
would  first  like  to  define  what  I feel  the  philosophy 
should  be.  The  primary  purpose  of  a medical  school 
is  to  teach  physicians  to  treat  patients.  To  do  this, 
the  instructors  interested  in  teaching  should  teach 
and  those  interested  in  research  should  do  only  re- 
search. Too  often,  instructors  who  are  interested  only 
in  research  are  teaching.  There  should  be  more  em- 
phasis on  those  areas  in  the  basic  sciences  that 
apply  to  clinical  medicine.  Too  much  time  is  spent 
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on  a lot  of  theory  and  detail  which  has  no  clinical 
application. 

Enough  about  philosophy,  now  what  about  the 
mechanics?  Courses  such  as  biochemistry,  bacterio- 
logy and  embryology  should  be  taught  in  pre-med. 
Along  with  these  in  pre-med  we  should  have  ac- 
counting, abnormal  psychology  and  other  non-science 
courses,  thus  allowing  more  time  in  medical  school 
to  teach  clinical  medicine.  Points  of  clinical  import- 
ance from  these  courses  can  be  reviewed  at  the  ap- 
propriate time  in  medical  school.  I feel  the  basic 
sciences  should  be  studied  in  a block  system,  where 
for  example,  the  GI  tract  is  studied  in  relation  to 
gross  anatomy,  micro  anatomy,  physiology  and 
pathology.  This  knowledge  will  then  be  better  and 
more  easily  applied  to  the  clinical  courses.  Areas 
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of  clinical  importance  should  be  stressed  and  details 
not  clinically  applicable  deleted.  If  the  student  wants 
more  non-clinical,  theoretical  details,  he  could  pur- 
sue this  as  an  elective.  Facts  worth  clinical  applica- 
tion, that  are  discovered  later,  could  be  obtained  by 
the  practitioner  in  refresher  courses. 

Gross  anatomy  could  better  be  remembered  if 
autopsy  material  were  used  instead  of  the  cadavers. 
Also,  anatomy  should  be  taught  all  four  years  to  bet- 
ter apply  it  to  clinical  medicine.  Pharmacology  should 
have  more  of  a slant  along  the  therapeutic  lines 
with  mechanisms  of  action,  indication,  contra  indica- 
tions, side  effects,  and  dosage  stressed.  Human  be- 
havior (sex,  etc.)  should  be  incorporated  in  medical 


school  courses  to  help  the  physicians  better  under- 
stand the  emotional  aspect  of  disease. 

By  doing  all  of  these  things,  I think  the  basic 
sciences  could  be  taught  in  one  to  one  and  one-half 
years,  thus  allowing  more  time  for  studying  their 
clinical  application. 

In  summary,  what  I have  attempted  to  present  are 
my  ideas  as  to  how  medical  schools  could  produce 
ever  better  physicians.  By  presenting  the  basic 
sciences  in  such  a manner  as  to  provide  a more  prac- 
tical working  knowledge,  which  can  be  readily  ap- 
plied clinically,  the  schools  would,  I feel,  accomplish 
this  goal.  This  in  turn  would  motivate  the  graduate 
physician  to  pursue  his  education  continuously.  By 
doing  this,  we  can  thus  be  assured  of  modern  day 
physicians. 


"Its  Relationship  to  the  Practitioner" 

W.  Fielding  Rubel,  M.D.* 

Louisville 


Today  we  are  beset  more  than  ever  before  by 
the  problems  of  delivery  of  medical  care  and 
by  its  ultimate  determinant  methods  of  medi- 
cal education.  The  problems  of  medical  education 
are  not  just  those  of  a fantastically  proliferating  body 
of  knowledge  but  also  those  of  philosophy  and  organ- 
ization. Throughout  history  medicine  has  been  a 
faithful  mirror  to  society. 

Social,  economic,  scientific  and  technological  up- 
heavals have  quickly  been  reflected  in  patterns  of 
medical  education  and  medical  practice.  The  prototype 
of  modern  medical  education  came  into  being  a mere 
70  years  ago  when  Flexner  ignited  the  public’s  criti- 
cism of  proprietary  medical  education  to  set  the  stage 
for  widespread  adoption  of  the  Hopkins  model  during 
and  after  World  War  I.  It  is  only  since  World  War  II 
that  basic  and  clinical  research — the  scientific  ground- 
ing of  medical  education — and  full  development  of 
specialty  training — the  channel  for  incorporating  the 
results  of  medical  research  into  medical  practice — 
have  reached  the  heights  predicted  for  them  a half- 
century  ago. 

But  we  must  look  beyond  the  medical  school  for 
fuller  explanation  of  why  these  monumental  achieve- 
ments, brought  about  only  after  decades  of  planning 
and  effort,  are  now  judged  inadequate  by  the  society 
we  serve.  It  is  logically  inescapable,  almost  with  the 
certainty  of  natural  law,  that  profound  shifts  in 
social  tastes  and  expectations  should  bring  a public 
discontent  with  a seemingly  stable  pattern  of  medical 
care.  The  partnership  of  science  and  service  has  suc- 
ceeded almost  too  well.  In  new  standards  of  excel- 
lence and  its  new  therapeutic  potency,  medicine  has 
fed  society’s  hopes  for  a veritable  Utopia  of  health. 


*Physician  representing  the  Kentucky  Medical  As- 
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It  is,  therefore,  understandable,  that  we  listen  some- 
what ruefully  to  complaints  from  our  friends  while 
dodging  the  brickbats  of  our  more  caustic  critics. 

I would  like  to  comment  on  the  basic  medical 
sciences  as  integrated  parts  of  our  scheme  of  medical 
education  and  health.  In  this  winter  of  discontent,  the 
inadequacies  and  disadvantages  of  our  system  of 
medical  education  and  care  are  relentlessly  spot- 
lighted. As  is  often  the  case,  some  of  our  alleged 
shortcomings  are  the  source  of  some  of  our  most  ad- 
mired strengths.  To  many  of  us  in  clinical  practice,  it 
is  becoming  increasingly  apparent  that  drastic  changes 
are  to  occur  in  both  our  health  services  and  systems 
of  medical  education.  This  is  a price  being  demanded 
by  our  society  and  a bill  we  are  compelled  to  honor. 

The  patterns  that  are  emerging  in  re-organization 
of  health  services  will  dictate  great  changes  in  the 
methods  and  philosophy  of  medical  education.  At 
the  bottom  of  this  pyramid  of  change  will  stand  the 
so-called  basic  medical  sciences.  The  first  step  would 
seem  to  be  revision  of  our  concept  of  what  consti- 
tutes so-called  basic  medical  sciences. 

First,  and  foremost,  is  the  place  of  so-called  re- 
ductionistic  biology  in  the  education  of  students.  It 
is  now  the  science  most  basic  to  medicine  and  com- 
prises the  growing  core  of  all  basic  medical  sciences. 
Shall  medical  schools  continue  to  define  molecular 
biology  as  the  basic  medical  science  or  shall  it  take 
its  place  with  chemistry  and  physics  as  a prerequisite 
to  the  study  of  medicine?  The  answer  may  come 
soon,  not  because  wise  men  will  reason  together  but 
because  universities  cannot  afford  to  support  mul- 
tiple departments  of  molecular  biology. 

In  developing  medical  schools,  we  see  the  begin- 
ning mergers  of  biology  departments  within  the  pa- 
rent university.  Instruction  for  all  students,  under- 
graduate, graduate,  and  professional,  is  given  by  the 
university  departments.  If  modern  biology  is  to  be- 
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come  a pre-professional  discipline,  and  if  all  basic 
medical  sciences  continue  to  become  more  basic 
and  less  medical,  the  vacuum  between  these  and 
clinical  medicine  will  indeed  become  profound. 

Already  it  has  created  the  need  for  expanded 
bridge  courses  which,  in  effect,  comprise  our  merg- 
ing re-definition  of  the  clinical  relevant  basic  sciences. 
These  are  logically  taught  by  able  clinical  investiga- 
tors and  superior  practitioners  who  are  today’s  basic 
medical  scientists.  Thus,  there  is  a discernible  pat- 
tern. At  its  base  is  the  increasing  adoption  of  so- 
called  core  curriculum  in  medical  schools  through- 
out the  country.  Schools  are  finding  it  possible  to 
find  a course  subject  matter  which  is  to  be  required 
of  all  students  aspiring  to  the  M.D.  degree.  Beyond 
the  core  program  would  be  elective  time  with  in- 
dividually tailored  sequences,  each  student  choosing 
in  accordance  with  his  preceived  academic  needs  and 
further  career  interests.  These  are  clearly  evident 
trends  and  changes  now  in  progress.  They  represent 
earnest  efforts  to  adapt  the  goals  of  medical  educa- 
tion to  modern  society  and  to  increase  its  efficiency. 
However,  doing  something  differently  is  not  the  same 
as  doing  some  different.  By  its  nature,  innovation  is 
much  more  rare  than  change.  Nonetheless,  if  present 
trends  continue  we  may  see  a fundamental  re-struc- 
turing of  medical  education.  First,  the  medical  school 
may  well  evolve  into  a college  comparable  to  colleges 
in  the  university.  In  the  place  of  the  fixed  medi- 
cal curriculum,  we  may  see  the  emergence  of  multiple 
majors  within  medicine.  Each  department  within  the 
college  becomes,  in  essence,  a school,  offering  courses 
at  undergraduate  and  graduate  levels.  Some  of  these 
will  be  required  of  all  candidates  for  the  M.D.  de- 
gree. Others  will  be  offered  for  selected  students  or 
for  selected  majors.  The  numbers  and  types  of  majors 
offered  would  be  determined  by  the  college’s  educa- 
tional goals  and  resources.  For  instance — a major 
in  academic  medicine  would  be  available  for  the  stu- 
dent who  definitely  plans  a career  in  research;  de- 
pending on  his  interests,  he  would  supplement  the 
core  curriculum  with  additional  courses  in  scientific 
medicine  and  related  basic  disciplines.  A different 
major  would  be  offered  to  the  student  who  intends  to 


enter  full-time  specialty  practice.  A third  major 
would  be  designed  for  the  student  intending  to  enter 
family  practice,  delivering  total  medical  care  to  his 
patients.  A fourth  major  would  be  available  for  stu- 
dents who  plan  a career  in  community  or  administra- 
tive medicine.  A fifth  major  would  resemble  the  basic 
program  now  offered  by  most  medical  schools  for 
the  student  not  decided  as  to  his  further  career  in 
medicine. 

Such  an  academic  re-organization  would  elimi- 
nate one  aspect  of  the  current  bottleneck  to  provide 
needed  numbers  and  kinds  of  medically  trained  per- 
sonnel. They  are  needed  not  only  to  carry  on  the 
primary  purpose  of  medicine  but  the  increasingly  im- 
portant functions  of  administration,  policy-making 
planning,  analysis,  educational  research  and  extension 
of  the  social  and  behavioral  sciences  into  the  field  of 
medicine. 

We  can  see  several  patterns  in  this  disturbing  ar- 
ray. One  is  the  greater  efficiency  of  education,  pre- 
serving faculty  and  student  time,  yet  increasing  and 
improving  output.  Another  is  the  academic  re-organi- 
zation of  the  multiple  disciplines  joined  by  molec- 
ular biology. 

A fusion  of  efforts  between  medical  school  and  par- 
ent university  is  economically  dictated.  Another  pat- 
tern is  the  more  purposeful  management  of  the  cur- 
riculum, a precursor  to  overall  re-organization  as  the 
medical  school  seeks  a new  form  better  suited  to  its 
multiple  and  diverse  functions. 
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The  Group  Practice  of  Medicine 


The  National  Conference  on  Group  Prac- 
tice was  held  in  Chicago  in  October, 
1967,  and  the  report  of  that  conference 
is  of  interest  to  all  physicians  who  are  con- 
cerned with  the  future  form  and  organization 
of  medical  care  in  the  United  States.  The  con- 
ference was  sponsored  by  the  U.S.  Department 
of  Health,  Education  and  Welfare.  The  specific 
objective  of  the  conference  was  to  promote 
group  practice.  It  seems  to  be  factual  to  state 
that  the  Department  has  previously  concluded 
that  one  of  the  ways  to  improve  delivery  of 
health  service  and  to  counter  the  rising  cost 
of  medical  care  is  by  group  practice.  It  was 
stated  at  the  beginning  of  the  conference  that 
the  optimum  method  of  organizing  our  health 
manpower  and  resources  to  provide  high  qual- 
ity medical  care  was  through  group  practice. 
The  assigned  task  of  those  taking  part  in  the 
conference  was  “to  explore  ways  to  stimulate 
the  group  practice  of  medicine.” 

Group  practice  was  defined  as:  An  associa- 
tion or  group  of  persons  with  the  capability  and 
intention  of  making  available  coordinated  com- 
prehensive health  services  and  of  assuming 
responsibility  for  family  care.  The  advantages 
and  disadvantages  of  group  practice  to  the  in- 
dividual physician  and  to  the  individual  con- 
sumer of  health  services  were  considered  during 
this  conference. 

The  Liaison  Committee  of  the  American  As- 
sociation of  Medical  Clinics,  the  American 
Medical  Association  and  the  Medical  Group 
Management  Association  first  met  in  1960  and 
developed  a factual  booklet  for  physicians 
who  might  be  contemplating  establishing  a 
medical  group  or  who  might  be  thinking  of 
joining  an  already  established  group.  This 
same  Liaison  Committee  revised  this  informa- 
tion in  1967. 

The  available  statistics  indicate  a growth  in 
recent  years  of  this  type  of  medical  practice. 


In  1959,  eight  percent  of  all  physicians  in  pri- 
vate practice  were  engaged  in  group  practice 
on  a full  or  part  time  basis  according  to  a 
study  conducted  by  the  American  Medical  As- 
sociation. In  1966,  the  percentage  was  approxi- 
mately 15.6  percent.  This  growth  was  largely 
confined  to  single  specialty  groups.  Growth  of 
multi  specialty  groups  in  this  same  period  was 
only  from  7.1  percent  to  8.9  percent.  A re- 
cent study  by  the  Association  of  American 
Medical  Colleges  indicated  that  22  medical 
schools  out  of  the  72  that  participated  in  the 
study  reported  they  had  in  operation  a school- 
wide formal  group  practice  plan  by  clinical 
faculties.  An  additional  16  schools  said  they 
were  planning  to  organize  such  a group.  Four- 
teen of  the  22  existing  plans  were  organized  as 
a part  of  the  medical  school  and  the  remaining 
eight  were  a separate  organization  of  the  facul- 
ty. The  professional  billing  for  the  physicians’ 
fees  was  handled  by  two  of  the  medical  school 
business  offices;  14  were  handled  by  a separate 
group  practice  business  office;  and  in  six 
instances  the  billing  was  handled  by  the  hos- 
pital business  office.  The  availability  of  private 
health  insurance.  Medicare  and  Medicaid  has 
had  its  effects  upon  the  charity  hospitals  that 
medical  schools  have  always  depended  upon 
so  heavily.  This  growth  of  health  insurance, 
both  private  and  government,  will  likely  be 
one  of  the  factors  in  the  further  development 
of  group  practice  by  medical  school  faculties. 

At  the  present  time  there  are  powerful  seg- 
ments of  our  society  that  are  concerned  with 
the  cost  and  quality  of  medical  care.  Examples 
of  these  segments  are  the  federal  government, 
labor  unions  and  insurance  companies  in  addi- 
tion to  organized  medicine.  In  the  case  of  the 
federal  government  there  seems  to  be  estab- 
lished the  conviction  that  group  practice  does 
have  a favorable  effect  both  on  quality  and  on 
cost  of  medical  care.  For  example,  in  Secre- 
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tary  of  HEW  Wilbur  Cohen’s  recent  testimony 
before  Senator  Ribicoffs  hearings  on  health 
care  costs  he  stated  that  increases  in  efficiency 
could  result  from  the  organization  of  group 
practice.  It  was  also  recommended  that  federal 
funds  be  made  available  for  demonstration 
grants  and  promotional  activities;  loans  to  new- 
ly organized  groups;  and  incentive  payments 
through  federal  medical  care  programs  to 
high  quality  group  practices. 

In  spite  of  these  recommendations,  there 
still  seems  to  be  a need  for  more  reliable  data 
regarding  the  effects  of  group  practice  on 
cost  and  quality  of  medical  care.  In  much  of 


the  material  that  has  been  written  about  group 
practice  one  sees  definite  opinions  stated  eith- 
er for  or  against  but  very  little  data  offered  to 
support  the  arguments. 

The  debate  and  arguments  will  continue  on 
this  subject  and  the  private  practitioner  will 
have  to  try  to  keep  himself  informed.  In  addi- 
tion, he  will  have  to  participate  and  make  his 
views  known  in  his  medical  society.  It  is  only 
through  his  participation  in  his  medical  society 
that  he  can  hope  to  have  any  influence  on  the 
form  that  medical  practice  will  take  during 
these  coming  months  and  years. 

Walter  S.  Coe,  M.D. 


1968  KMA  ANNUAL  MEETING 
September  24-26 

Convention  Center 
Louisville 

Have  you  marked  your  Calendar? 
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FOR  SPACE  IN  THE  SCIENTIFIC  EXHIBIT  SECTION 


1968  Annual  Meeting 

Convention  Center 


Kentucky  Medical  Association 

Louisville,  Kentucky  September  24,  25,  26 


Fill  Out  and  Mail  to: 

T.  R.  MARSHALL,  M.D.,  Chairman 

Committee  on  Scientific  Exhibits 
Kentucky  Medical  Association 
3532  Janet  Avenue 
Louisville,  Kentucky  40205 

Applications  for  space  should  be  received 
before  July  1,  1968 

Dimensions  and  structure  of  KMA  Scientific 
booth  are  shown  in  accompanying  illustration 

1 . Title  of  Exhibit: 

2.  Name  (s)  of  Exhibitor  (s):  (AMA  Member?) 

Institution  (if  desired): 

Mailing  Address 

3.  Do  you  have  a built-in  exhibit? 

4.  Description  of  Exhibit:  (Attach  Brief  Description  Not  To  Exceed  50  Words  to  this  blank) 

5.  Exhibit  will  consist  of  the  following:  (Check  which) 

Charts  and  Posters.  . . . Photographs.  . . . Drawings.  . . . X-rays.  . . . 

Specimens.  . . . Moulages.  . . . Other  Material 

( Describe ) 

6.  Booth  Requirements: 

Amount  of  total  wall  space  needed? 

Back  wall Side  walls  (All  side  walls  are  4') 

Square  feet  needed? Shelf  desired?  (yes  or  no)  

7.  Indicate  sources  of  assistance  provided  in  connection  with  the  exhibit 

8.  Has  this  exhibit  been  exhibited  before?  If  so,  when  & where? 

Date  

Signature  of  Applicant 


The  Mead  Johnson  Aesculapius  Award  of  $200.00  and  identifying  plaque  will  be  presented  by  the  | 
KMA  for  the  best  exhibit  in  1968.  . 

The  Kentucky  Medical  Association  will  provide  without  cost  to  the  exhibitor  the  following:  Exhibit 
space,  shelves,  sign  for  booth,  current,  bracket  lights,  provided  all  items  are  approved  in  advance 
by  the  committee. 

Cost  of  transporting  exhibits  to  the  meeting  must  be  borne  by  the  individual  exhibitor  as  well  as  I 

costs  of  cards,  signs,  etc.,  which  are  a part  of  the  exhibit.  | 

View  boxes,  furniture,  decorations,  etc.,  may  be  rented,  if  desired,  by  applying  directly  to  Jos.  T. 

Griffin  Company,  704  West  Main  Street,  Louisville  2,  who  supply  equipment  for  the  annual  KMA 
meeting. 

Due  to  the  shortage  of  space,  please  have  your  exhibit  as  compact  as  possible. 
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'When  toddler 
am>etjtes  rebel, 

new 

Geiber  Toddler  Meals 
assure  nutrition. 


Developed  especially  These  new  products  were  specifically  developed  to  meet  the  needs 
for  toddlers  children  graduating  from  baby  foods.  Combining  convenience, 
texture  and  grown-up  taste  appeal  with  sound  nutrition,  Gerber 
research  has  created  Toddler  Meals  in  ten  tasty  varieties. 


Superior  nutrient/ 
caiorie  ratios 


The  nutritional  characteristics  of  these  casserole  meals  are  ex- 
cellent. High  in  critical  nutrients,  Gerber  Toddler  Meals  are  the 
answer  to  the  problem  of  empty  calories. 


Excellent  protein  value 


Gerber  Toddler  Meals  contain  IVa  to  3 times  the  high  quality  protein 
per  calorie  specified  by  the  NRG  Recommended  Daily  Dietary 
Allowance.  Iron,  thiamine,  riboflavin,  niacin  and  ascorbic  acid 
also  rate  well  above  the  Recommended  Allowance  per  calorie 
for  these  nutrients. 

New  chewing  Made  with  tender,  bite-size  morsels  of  meat,  prepared  by  an  ex- 
satisfaction  elusive  Gerber  process,  they  offer  chewing  satisfaction,  yet  are 
easily  ingested  and  digested  with  light  mastication. 


Now  when  mothers  ask  your  advice,  consider 
this  new  step  from  baby  foods  to  adult  foods  for 
assured  nutrition. 


Gerber  Products  Company.  Fremont,  Michigan  49412 
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ORGANIZATION  SECTION 


“Emergency  Medical  Care”  Color  TV  Panel  Discussion  and  Speeches 
To  Be  Highlight  of  Annual  Meeting  Scientific  Program  Sept.  25 


Highlighting  the  scientific  program  of  the  1968 
KMA  Annual  Meeting  will  be  a complete  session 
devoted  to  the  topic  of  “Emergency  Medical  Care” 
including  a color  TV  presentation,  panel  discussion 


Doctor  Joseph 


Doctor  Freeark 


and  speeches  by  three  guest  physicians,  according  to 
George  F.  Brockman,  M.D.,  Greenville,  KMA  presi- 
dent. 

Scheduled  at  2 p.m.,  September  25  at  Convention 
Center,  Louisville,  the  session  will  open  with  a color 
TV  presentation  and  panel  discussion  moderated  by 
William  T.  Rumage,  Jr.,  M.D.,  Louisville,  chairman 
of  the  KMA  Disaster  Medical  Care  Committee. 

Following  the  discussion,  Donald  Joseph,  M.D., 
Columbia,  Mo.,  will  speak  on  “The  Airway  in  an 
Emergency,”  Priscilla  A.  White,  M.D.,  Boston,  Mass., 
will  discuss  “The  Unusual  Diabetic,”  and  Robert  J. 
Freeark,  M.D.,  Chicago,  111.,  will  talk  about  “The 
Management  of  Critical  Injuries.” 

Scientific  sessions  on  the  topics  of  “Respiratory 
Diseases,”  “Office  Examinations”  and  “Human  Sex- 
uality” have  also  been  planned  during  the  KMA 
Annual  Meeting  September  24-26.  The  program  will 
also  feature  meetings  of  the  KMA  House  of  Dele- 
gates and  the  Woman’s  Auxiliary  to  KMA,  an  Orien- 
tation Program  for  new  KMA  members,  scientific 
and  technical  exhibits,  meetings  of  16  specialty 
groups  and  the  annual  President’s  Luncheon. 

Doctor  Joseph,  guest  of  the  Kentucky  EEN&T  So- 
ciety, graduated  from  St.  Louis  University  School  of 
Medicine  in  1946  and  completed  his  internship  and 
residency  training  in  St.  Louis  hospitals.  He  is  an 
associate  clinical  professor  at  the  University  of  Mis- 
souri, a diplomate  of  the  American  Board  of  Oto- 


laryngology, a fellow  of  the  American  College  of 
Surgeons  and  past  president  of  the  Society  of  Mili- 
tary Otolaryngologists. 

Doctor  White  will  be  the  guest  of  the  Kentucky 
Chapter,  American  College  of  Physicians.  Biographi- 
cal information  about  Doctor  White  will  appear  in  a 
future  issue. 

Guest  of  the  Kentucky  Chapter,  American  College 
of  Surgeons,  Doctor  Freeark  is  director  of  the  di- 
vision of  surgery  of  Cook  County  Hospital.  He  is  a 
1952  graduate  of  Northwestern  University  Medical 
School  where  he  is  now  a professor  of  surgery.  He 
is  an  assistant  professor  of  surgery  and  oncology 
at  Loyola  University  School  of  Dentistry  and  the 
author  of  numerous  scientific  articles  and  movies. 
Doctor  Freeark  is  a recipient  of  the  “Chicago’s  Ten 
Outstanding  Young  Men”  award  in  medicine. 


President’s  Luncheon  To  Feature 
Oklahoma’s  Lt.  Governor  Nigh 


George  Nigh,  Lt.  Governor  of  Oklahoma,  will  give 
an  entertaining  presentation  entitled  “It’s  A Fast, 

Fast  World”  at  the  Presi- 
dent’s Luncheon,  Sep- 
tember 25,  during  the 
1968  KMA  Annual 
Meeting  in  Louisville. 
The  Luncheon  will  be- 
gin at  11:50  a.m.  in  the 
Flag  Room  of  the  Ken- 
tucky Hotel,  according 
to  George  F.  Brockman, 
M.D.,  Greenville,  KMA 
president. 

Now  serving  his  sec- 
ond term  as  Oklahoma’s  Lt.  Governor,  George  Nigh 
also  served  as  that  state’s  Governor  in  1963,  filling 
an  unexpired  term.  When  elected  to  his  first  term 
as  Lt.  Governor  in  1958,  he  was  the  youngest  man 
to  hold  that  office  in  Oklahoma’s  history.  At  age 
22  he  was  elected  the  youngest  member  of  his  state’s 
House  of  Representatives  where  he  served  eight  years. 

Through  his  extensive  travels  across  the  United 
States  as  an  after  dinner  speaker,  Lt.  Gov.  Nigh  has 
earned  the  title  of  “Oklahoma’s  new  Will  Rogers.” 
A teacher  by  profession,  he  has  taught  history,  gov- 
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eminent  and  political  science  at  secondary  and  col- 
lege levels. 

Lt.  Gov.  Nigh  is  a former  state  officer  in  the 
Junior  Chamber  of  Commerce  and  has  received  three 
Distinguished  Service  Awards  in  his  home  town  of 
I McAlester,  Oklahoma. 

I 

I 

Preliminary  Program  Released 
! For  KMA  Annual  Meeting 

j KMA  President  George  F.  Brockman,  M.D.,  Green- 

ville, released  the  following  preliminary  scientific 
I program  for  the  1968  KMA  Annual  Meeting,  Sep- 

tember 24-26,  at  press  time.  During  each  morning 
and  afternoon  session  of  the  three-day  meeting,  which 
will  be  held  at  Convention  Center,  Louisville,  provi- 
I sion  will  be  made  for  time  to  visit  the  scientific 

and  technical  exhibits. 


Thursday,  September  26 

Morning  Session 

“Human  Sexuality” 

Karl  Olsen,  M.D.,  Cleveland,  Ohio  (Topic  to  be  an- 
nounced) 

William  M.  Sheppe,  Jr.,  M.D.,  Charlottesville,  Va. 

— “Sexual  Problems  in  Family  Practice” 

Third  participant  to  be  announced 
Color  TV — “Human  Sexuality” — Philip  S.  Crossen, 
M.D.,  Lexington,  Moderator — Robert  G.  Heath, 
M.D.,  New  Orleans,  La.,  panelist.  Others  to  be 
selected. 

Afternoon  Session 

There  will  be  no  general  scientific  session  at  this 
time  in  order  that  the  remaining  seven  participating 
specialty  groups  may  hold  their  meetings. 


Tuesday,  September  24 

Morning  Session 

Jerold  Lucey,  M.D.,  Burlington,  Vt. — “Recent  Ad- 
vances in  the  Care  of  Newborn  Infants” 

Sidney  Olansky,  M.D.,  Atlanta,  Ga. — “Syphillis  Man- 
agement, 1968” 

President’s  Address 

Color  TV — “Respiratory  Diseases” — Peter  Bosom- 
worth,  M.D.,  Lexington,  Moderator — John  Hedley- 
Whyte,  M.D.,  Boston,  Mass.,  panelist.  Others  to  be 
selected. 

Afternoon  Session 

There  will  be  no  general  scientific  session  at  this 

time  in  order  that  nine  of  the  16  participating 

specialty  groups  may  hold  their  meetings. 

Wednesday,  September  25 

Morning  Session 

Color  TV — “Office  Examinations” — Fred  Rainey, 
M.D.,  Elizabethtown,  Moderator — William  S. 

Smith,  M.D.,  Ann  Arbor,  Mich,  and  Shelvin  Rovin, 
D.D.S.,  Lexington,  panelists.  Others  to  be  selected. 

Keith  Waterhouse,  M.D.,  Brooklyn,  N.Y.  (Topic  to 
be  announced) 

Edward  M.  Kline,  M.D.,  New  York,  N.Y.  (Topic  to 
be  announced) 

Noble  Fowler,  M.D.,  Cincinnati,  Ohio  (Topic  to  be 
announced) 

Presentation  of  Scientific  Exhibit  Award 

Afternoon  Session 

Color  TV — “Emergency  Medical  Care” — William  T. 
Rumage.  Jr.,  M.D.,  Louisville,  Moderator.  Panel- 
ists to  be  selected. 

Donald  Joseph.  M.D.,  Columbia,  Mo. — “The  Airway- 
in  an  Emergency” 

Priscilla  A.  White,  M.D.,  Boston,  Mass. — “The  Un- 
usual Diabetic” 

Robert  J.  Freeark,  M.D.,  Chicago,  111. — “The  Man- 
agement of  Critical  Injuries” 


Board  of  Trustees  Names  Mr.  Cox 
Executive  Secretary  of  KMA 

The  Board  of  Trustees  of  the  Kentucky  Medical 
Association  appointed  Robert  G.  Cox  to  serve  as  the 

organization’s  executive 
secretary  April  17.  An- 
nouncement of  the  ap- 
pointment was  made  by 
George  F.  Brockman, 
M.D.,  Greenville,  KMA 
president. 

Mr.  Cox  succeeds 
KMA’s  first  executive 
secretary,  Joseph  P.  San- 
ford, who  held  that  po- 
sition from  1951  until 
his  death  March  25.  As 
assistant  executive  secretary  of  KMA  for  the  past 
three  years,  Mr.  Cox  worked  closely  with  Mr.  San- 
ford in  performing  administrative  duties  for  the  As- 
sociation. 

Following  a tour  of  duty  with  the  armed  services 
during  the  Berlin  crisis,  Mr.  Cox  became  affiliated 
with  KMA  in  1962.  He  previously  served  as  execu- 
tive vice  president  of  the  Kentucky  Junior  Chamber 
of  Commerce.  A native  of  Owensboro,  he  is  married 
and  has  two  children. 


UK  Dean  Participates  in  Seminar 

William  S.  Jordan,  M.D.,  Lexington,  dean  of  the 
University  of  Kentucky  College  of  Medicine,  par- 
ticipated in  the  first  of  a series  of  seminars  for 
newly  appointed  deans  of  medical  schools  April  28- 
May  1 at  Wilmington  Island,  Ga. 

The  seminars  are  sponsored  by  the  Association  of 
American  Medical  Colleges  and  designed  to  aid  new 
deans  in  understanding  the  problems  of  medical  school 
administration.  Mrs.  Jordan  also  participated  in  a 
seminar  session  conducted  for  the  wives  of  the  new 
deans. 
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Well-Attended  Interim  Meeting 
Termed  Highly  Successful 

More  than  200  KMA  members,  their  wives  and 
guests  heard  four  stimulating  addresses  and  an  in- 
formative panel  discussion  during  the  1968  Interim 
Meeting,  April  17  and  18  at  the  White  House  Inn, 
Covington.  Members  and  officers  of  the  Association 
who  attended  the  meeting  said  it  was  “a  highly  suc- 
cessful two-day  session.” 

In  addition  to  the  outstanding  presentation  of  the 
guest  speakers,  the  Interim  Meeting  included  meetings 


of  the  KMA  Board  of  Trustees,  Woman’s  Auxiliary, 
KEMPAC  Board  and  an  Orientation  Program  for 
new  members. 

The  session  opened  April  17  with  a panel  discus- 
sion of  the  Ohio  Valley  Regional  Medical  Program 
moderated  by  James  B.  Holloway,  Jr.,  M.D.,  Lexing- 
ton. Participants  included  Stephen  A.  Ackerman, 
Bethesda,  Md.,  associate  director  of  planning  and 
evaluation  for  the  Heart,  Cancer  and  Stroke  Pro- 
gram; Victor  A.  Sholis,  Louisville,  president  of 
WHAS,  Inc.;  and  Walter  I.  Hume,  Jr.,  M.D.,  Louis- 
ville. 

(Continued  on  page  572) 
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Physicians  at  the  speakers'  table  enjoy  a humorous  remark  by  Francis  L Land,  M.D.,  (right)  during  his  talk  on  “Title 
XIX  in  Kentucky"  at  the  April  18  morning  session  of  the  KMA  Interim  Meeting.  Pictured  from  left  to  right  are  Richard  S. 
Wilbur,  M.D.,  who  discussed  “Usual  and  Customary  Fees — or  Who  Says  It’s  Reasonable,”  Blair  J.  IHenningsgaard,  M.D., 
whose  topic  was  physicians  and  politics,  and  KMA  President  George  F.  Brockman,  M.D.,  who  presided  at  the  session. 


Guest  speakers  at  the  1968  KMA  Interim  Meeting  April  1 8 in  Covington  chat  with  KMA  officers  during  a brief  intermis- 
sion. Pictured  from  left  to  right  are  George  F.  Brockman,  M.D.,  Greenville,  KMA  president;  Francis  L.  Land,  M.D.,  Washing- 
ton, D.C.,  Commissioner  of  the  Medical  Services  Administration  in  the  Department  of  Health,  Education  and  Welfare;  Richard 
S.  Wilbur,  M.D.,  San  Francisco,  Calif.,  former  chairman  of  California  Blue  Shield;  Blair  J.  Henningsgaard,  M.D.,  Astoria. 
Oregon,  chairman  of  the  AMPAC  Board;  and  Henry  B.  Asman,  M.D.,  Louisville,  KMA  president-elect. 
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FACT  e LEGEND 


WEN 


LINED  UP  NAKED 

EVERY  MONTH  FOR  INSPECTION 
TO  DETECT  CORPULENCY. 

THE  SPARTANS  WERE  SO  CONCERNED 
WITH  GOOD  PHYSIQUE  THAT  FAT 
CITIZENS  WERE  ASSIGNED 

SPECIAL  EXERCISES! 


YOUR  SECRETARY  will  burn  up 

90  FEWER  CALORIES  PER  DAY,  IF 
SHE  SWITCHES  FROM  A MANUAL  TO 
AN  ELECTRIC  TYPEWRITER. 


IS  GREATEST  IN  THE  MONTHS: 
JANUARY- FEBRUARY  AND  MAY- JUNE 


'rCost  of 

AMBAR  EXTENTABS 


OVERWEIGHT  PEOPLE 

^^5^'INTERESTED 
^M/7  in  DIET  IN 
MTU  DECEMBER.^ 


IS  APPROXIMATELY 
ONE-HALF  THAT  OF 
OTHER  LEADING 
APPETITE 
SUPPRESSANTS. 


m mPORTANT  FACTOR , 
IN  LONG-TEm  THERAPY! 


CONTROL  FOOD  AND  MOOD  ALL  DAY  LONG  WITH  A SINGLE  MORNING  DOSE 


AMBAR*2 


methamphetamine  HCl  15  mg., 
phenobarbital  64.8  mg.  (1  gr.) 
(Warning:  may  be  habit  forming). 


One  Ambar  Extentab  before  breakfast  can 
help  control  most  patients’  appetite  for  up  I " i 'V  F I ’A  T3  O' 

to  12  hours.  Methamphetamine,  the  appe-  A J_/ J.N  A/xJj 

tite  suppressant,  gently  elevates  mood  and 
helps  overcome  dieting  frustrations.  Pheno- 
barbital, the  sedative  in  Ambar,  controls  irritability  and 
anxiety. , .helps  maintain  a state  of  mental  calm  and  equa- 
nimity. Both  work  together  to  ease  the  tensions  that  erode 
the  willpower  during  periods  of  dieting. 

Also  available:  Ambar  #1  Extentabs®— methamphetamine 
hydrochloride  10  mg.,  phenobarbital  64.8  mg.  (1  gr.)  (Warn- 
ing: may  be  habit  forming). 


BRIEF  SUMMARY/Indications:  Ambar 
suppresses  appetite  and  helps  offset  emo- 
tional reactions  to  dieting.  Contraindica* 
tions:  Hypersensitivity  to  barbiturates  or 
sympathomimetics;  patients  with  advanced 
renal  or  hepatic  disease.  Precautions:  Administer  with  cau- 
tion in  the  presence  of  cardiovascular  disease  or  hypertension. 
Side  Effects:  Nervousness  or  excitement  occasionally  noted, 
but  usually  infrequent  at  recommended  dosages.  Slight  drows- 
iness has  been  reported  rarely.  See  package  insert  for  further 
details,  a.  h.  robins  company, 

RICHMOND,  VA.  23220 


AH'I^OBINS 


Butazolidin®  alka 
in  rheumatoid  arthritis 


If  it  doesn’t  work  in  a week 
forget  it. 


L don’t  forget  this  about  Butazolidin  alka 

ntraindications:  Edema;  danger  of  cardiac 
compensation;  history  or  symptoms  of  peptic 
er;  renal,  hepatic  or  cardiac  damage; 
tory  of  drug  allergy;  history  of  blood  dys- 
isia.  The  drug  should  not  be  given  when  the 
lent  is  senile  or  when  other  potent  drugs  are 
en  concurrently.  Large  doses  of  Butazolidin 
a are  contraindicated  in  glaucoma. 

irning:  If  coumarin-type  anticoagulants  are 
en  simultaneously,  watch  for  excessive 
rease  in  prothrombin  time.  Instances  of 
/ere  bleeding  have  occurred.  Persistent  or 
/ere  dyspepsia  may  indicate  peptic  ulcer; 
■form  upper  gastrointestinal  x-ray  diagnostic 
ts  if  drug  is  continued.  Pyrazole  compounds 
y potentiate  the  pharmacologic  action  of 
fonylurea,  sulfonamide-type  agents  and 
ulin.  Carefully  observe  patients  receiving 
:h  therapy.  Use  with  caution  in  the  first  tri- 
ister  of  pregnancy  and  in  patients  with 
Toid  disease. 

?cautions:  Before  prescribing,  carefully 
ect  patients,  avoiding  those  responsive  to 
Jtine  measures  as  well  as  contraindicated 
tients.  Obtain  a detailed  history  and  a com- 
}te  physical  and  laboratory  examination, 
eluding  a blood  count.  The  patient  should  not 
ceed  recommended  dosage,  should  be 
)sely  supervised  and  should  be  warned  to 
scontinue  the  drug  and  report  immediately 
ever,  sore  throat,  or  mouth  lesions  (symp- 
Tis  of  blood  dyscrasia);  sudden  weight  gain 
ater  retention);  skin  reactions;  black  or  tarry 
)ols  or  other  evidence  of  intestinal  hemor- 
age  occur.  Make  complete  blood  counts  at 
jekly  intervals  during  early  therapy  and  at 
/veek  intervals  thereafter.  Discontinue  the 
ug  immediately  and  institute  counter- 
sasures  if  the  white  count  changes  signifi- 
ntly,  granulocytes  decrease,  or  immature 
'ms  appear.  Use  greater  care  in  the  elderly 
d in  hypertensives. 

Iverse  Reactions:  The  more  common  are 
usea  and  edema.  Swelling  of  the  ankles  or 
:e  may  be  minimized  by  withholding  dietary 
It,  reduction  in  dosage  or  use  of  diuretics.  In 
ferly  patients  and  in  those  with  hypertension 
3 drug  should  be  discontinued  with  the 
pearance  of  edema.  The  drug  has  been 
sociated  with  peptic  ulcer  and  may  reac- 


r complete  details, 
^ase  see  full 
escribing  Information. 


tivate  a latent  peptic  ulcer.  The  patient  should 
be  instructed  to  take  doses  immediately  before 
or  after  meals  or  with  milk  to  minimize  gastric 
upset.  Drug  rash  occasionally  occurs.  If  it 
does,  promptly  discontinue  the  drug.  Agranu- 
locytosis, exfoliative  dermatitis,  Stevens- 
Johnson  syndrome,  Lyell’s  syndrome  (toxic 
necrotizing  epidermolysis),  or  a generalized 
allergic  reaction  similar  to  serum  sickness  may 
occur  and  require  permanent  withdrawal  of 
medication.  Agranulocytosis  can  occur  sud- 
denly in  spite  of  regular,  repeated  normal  white 
counts.  Stomatitis,  salivary  gland  enlarge- 
ment, vomiting,  vertigo  and  languor  may  occur. 
Leukemia  and  leukemoid  reactions  have  been 
reported.  While  not  definitely  attributable  to 
the  drug,  a causal  relationship  cannot  be 
excluded.  Thrombocytopenic  purpura  and 
aplastic  anemia  may  occur.  Confusional  states, 
agitation,  headache,  blurred  vision,  optic 
neuritis  and  transient  hearing  loss  have  been 
reported,  as  have  hyperglycemia,  hepatitis, 
jaundice,  hypersensitivity  angiitis,  pericarditis 
and  several  cases  of  anuria  and  hematuria. 
With  long-term  use,  reversible  thyroid  hyper- 
plasia may  occur  infrequently.  Moderate 
lowering  of  the  red  cell  count  due  to  hemo- 
dilution  may  occur. 


Dosage  in  Rheumatoid  Arthritis:  Initial:  3 to  6 
capsules  daily  in  3 or  4 equal  doses.  Trial 
period:  1 week.  Maintenance  dosage  should 
not  exceed  4 capsules  daily;  response  is  often 
achieved  with  1 or  2 capsules  daily. 

In  selecting  appropriate  dosage  in  any  specific 
case,  consideration  should  be  given  to  the 
patient’s  weight,  general  health,  age  and  any 
other  factors  influencing  drug  response.  (B)46-070*A 

Butazolidin*  alka  Geigy 

Capsules 

phenylbutazone,  100  mg.;  dried  aluminum 
hydroxide  gel,  100  mg.;  magnesium  trisilicate, 
150  mg.;  homatropine  methylbromide,  1.25  mg. 

Geigy  Pharmaceuticals 

Division  of  Geigy  Chemical  Corporation 

Ardsley,  New  York  10502 


(Continued  from  page  568) 

A highlight  of  the  meeting  was  the  luncheon  ad- 
dress by  Philip  R.  Lee,  M.D.,  Washington,  D.C., 
recently  appointed  director  of  all  federal  health  pro- 
grams under  the  Department  of  Health,  Education 
and  Welfare.  His  topic  was  “Medicine  in  1968.” 

The  morning  session  April  18  included  discussions 
by  three  prominent  physicians  of  topics  that  have 
been  of  intense  interest  to  KMA  members  recently. 
They  included  “Physicians  and  Politics”  presented  by 
Blair  J.  Henningsgaard,  M.D.,  Astoria,  Ore.;  “Usual 
and  Customary  Fees”  discussed  by  Richard  S.  Wilbur, 
M.D.,  San  Francisco,  Calif.;  and  “Title  XIX  in  Ken- 
tucky” outlined  by  Francis  L.  Land,  M.D.,  Washing- 
ton, D.C. 


Eight  Students  To  Receive  Loans 
From  Medical  Scholarship  Fund 

Loans  for  eight  first-year  medical  students  were 
approved  by  the  Board  of  Trustees  of  the  Rural 
Kentucky  Medical  Scholarship  Fund  at  its  May  16 
annual  meeting,  according  to  C.  C.  Howard,  M.D., 
Glasgow,  Board  chairman.  The  Board  also  approved 
renewal  applications  of  22  upper  classmen,  bringing 
the  total  amount  of  the  loans  to  $60,500. 

Four  of  the  recipients  have  agreed  to  practice  in 
“critical”  counties  under  which  plan  one  year’s  loan 
is  waived  for  each  year  of  such  practice.  They  are 
Roger  D.  Akers  and  Stanley  Gil  Clemons,  Lexing- 
ton; Charles  F.  Arnett,  Prestonsburg;  and  Herbert 
Cool,  Jr.,  Sidney. 

Students  receiving  regular  first-year  loans  are  Larry 
S.  Atkinson,  Falmouth;  Ronald  M.  Johnson,  Utica; 
Allen  M.  Jones,  Louisville;  and  Marilyn  Pack,  River. 
These  recipients  may  practice  in  over  90  counties 
and  must  repay  their  loans  unless  they  decide  at  a 
later  date  to  practice  in  “critical”  counties. 

William  S.  Jordan,  Jr.,  M.D.,  dean  of  the  Uni- 
versity of  Kentucky  College  of  Medicine,  and  Henry 
S.  Spalding,  M.D.,  Bardstown,  a member  of  the 
KMA  Board,  were  elected  to  the  Board  of  Trustees 
of  the  Fund.  The  Board  appointed  Tom  F.  Whayne, 
M.D.,  associate  dean  of  the  UK  College  of  Medi- 
cine, a liaison  officer  and  named  KMA  Executive 
Secretary  Robert  G.  Cox  secretary  to  the  Fund. 

Doctor  Howard  expressed  the  appreciation  of  the 
Board  for  the  support  and  interest  of  Governor  Louie 
B.  Nunn,  Health  Commissioner  Russell  E.  Teague, 
M.D.,  and  the  Kentucky  General  Assembly. 


Mr.  McConnell  on  NABSP  Bd. 

J.  Ed  McConnell,  Louisville,  president  of  Ken- 
tucky Blue  Cross-Blue  Shield,  was  elected  to  the  Board 
of  Directors  of  the  National  Association  of  Blue 
Shield  Plans  April  8,  during  the  Association’s  an- 
nual meeting  in  San  Francisco,  Calif. 

The  NABSP  board  is  responsible  for  coordinating 
the  national  activities  of  76  Blue  Shield  Plans.  Mr. 
McConnell  became  president  of  the  Kentucky  Plans 
in  July,  1967. 
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Dr.  RulanderTo  Head  KAGP; 

Dr.  Rainey  Honored  at  Mtg. 

The  Kentucky  Academy  of  General  Practice  named 
John  G.  Rulander,  M.D.,  Louisville,  its  new  presi- 


Doctor  Rainey 

dent-elect  and  installed  Elmer  G.  Prewitt,  M.D., 
Corbin,  president,  during  its  Seventeenth  Annual  As- 
sembly May  8-10  in  Louisville. 

The  Academy  presented  its  “Citizen-Doctor  of  the 
Year”  award  to  Fred  C.  Rainey,  M.D.,  Elizabeth- 
town. Doctor  Rainey  is  chairman  for  state  affairs 
of  the  KMA  Committee  on  Legislative  Activities  and 
worked  diligently  in  that  capacity  during  the  1968 
Kentucky  General  Assembly. 

Other  officers  elected  at  the  meeting,  presided  over 
by  Thornton  E.  Bryan,  Jr.,  M.D.,  Cadiz,  1967-68 
president,  include  Ben  F.  Roach,  M.D.,  Midway, 
vice  president;  Charles  G.  Bryant,  M.D.,  Louisville, 
secretary;  and  Harold  D.  Haller,  Sr.,  M.D.,  Louis- 
ville, treasurer.  Doctor  Roach  served  as  chairman 
of  the  Committee  on  Arrangem.ents  for  the  session. 

The  Academy  also  honored  Mitchel  B.  Denham, 
M.D.,  Maysville,  for  his  work  as  a state  representa- 
tive in  the  legislature,  and  Carroll  L.  Witten,  M.D.. 
Louisville,  for  a paper  presented  on  adolescence. 

Doctor  Rulander  has  practiced  in  Louisville  since 
his  graduation  from  the  University  of  Louisville 
School  of  Medicine  in  1942.  He  is  a founder  mem- 
ber of  KAGP  and  has  served  that  organization  as 
speaker  of  the  House  of  Delegates  from  1966  through 
1968  and  as  chairman  of  the  1964  Scientific  Assem- 
bly, 

Three  KMA  Trustee  Districts 
Hold  Meetings  in  May 

George  F.  Brockman,  M.D.,  KMA  president,  was 
the  featured  speaker  on  the  programs  of  the  meetings 
of  three  KMA  Trustee  Districts  in  May.  The 
Thirteenth  District  met  May  14  in  Ashland;  the 
Fifteenth  District  held  its  meeting  May  22  at  Bar- 
bourville,  and  the  Fourteenth  District  met  May  23 
at  Pikeville. 

Trustees  for  the  three  districts  are  Walter  L.  Ca- 
wood,  M.D.,  Ashland;  E.  C.  Seeley,  M.D.,  London; 
and  Ballard  W.  Cassady,  M.D.,  Pikeville,  respective- 
ly- 

participating  in  the  scientific  program  preceding 
the  meeting  of  the  Fifteenth  District  were  Joseph 
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DOCTOR- 

You  are  "Special” 


AT 


GENERAL 

LEASING 


Because  doctors  have  the  highest 
credit  rating,  take  better  care  of 
their  cars,  and  are  our  best  custo- 
mers v/e  extend  to  you 

^ SPECIAL  RATES 
^ SPECIAL  TERMS 


LEASING 

LEASING 

ANY  MAKE 

MEDICAL  OR 

OR  MODEL 

SURGICAL 

NEW  '68  CAR 

EQUIPMENT 

Leasing  is  often  better  than 
owning  a car.  You  have  no 
capital  investment  and  certain 
tax  advantages.  But  the  main 
thing  is  you  always  have  a 
dependable  car  at  your  com- 
mand— a brand  new  car  every 
two  years,  or  oftener,  if  you 
wish.  See  us  for  particulars  of 
our  special  plan  for  doctors. 


Young  doctors  just  beginning 
practice  who  need  complete  of 
fice  furnishings  and  medicol  or 
surgical  equipment  will  find  our 
leasing  plan  is  specially  de- 
signed for  them.  Established 
doctors  planning  enlarged  facil- 
ities and  new  equipment  will 
olso  find  our  leasing  plan  eco- 
nomical and  convenient.  Call  us 
for  details. 


PHONES:  897-1641-895-2451 

General  Leasing  Corporation 

A DIVISION  OF  KOSTER-SWOPE,  INC. 
3712  FRANKFORT  AVENUE, 
LOUISVILLE,  KY.  40207 


R.  Dorchak,  M.D.,  Lexington,  and  Frank  Turney, 
M.D.,  Knoxville,  Tenn. 

The  Fourteenth  District  also  presented  a scientific 
program  preceding  their  meeting.  Participants  were 
Ralph  M.  Denham,  M.D.,  John  A.  Hemmer,  M.D., 
and  Paul  J.  Ross,  M.D.,  all  of  Louisville. 


3n  iHemoriam 


DANIEL  W.  FORTUNE,  M.D. 

Olive  Hill 
1886-1968 

Daniel  W.  Fortune,  M.D.,  83,  an  Olive  Hill  phy- 
sician for  60  years,  died  April  4 at  his  home  after 
a long  illness.  Doctor  Fortune  graduated  from  the 
National  University  of  Arts  and  Sciences  Medical 
Department,  St.  Louis,  in  1918. 

WILLIAM  O.  LASLEY,  M.D. 
Allensville 
1890-1968 

William  O.  Lasley,  77,  a retired  physician,  died 
April  21  at  his  home  in  Allensville  following  a long 
illness.  Doctor  Lasley  graduated  from  the  Chicago 
Medical  School  in  1930  and  practiced  in  Chicago 
until  his  retirement. 


House  Doctor 

Openings  July  1,  1968.  Must  be 
eligible  for  Kentucky  License 
Registration.  Foreign  graduates 
must  have  E.C.F.M.G.  and  im- 
migrant visa.  Salary  depending  on 
qualifications  — starting  $15,000 
annually.  Attractive  working 
hours.  For  further  information 
apply  Dr.  Paul  A.  Keeney,  SS. 
Mary  & Elizabeth  Hospital,  4400 
Churchman,  Louisville,  Kentucky 
40215. 
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The  lowest  priced 
tetracycline-nystatin  combination 

ACHROSTAT IN  V Capsules 

Tetracycline  HCl  250  mg  /Nystatin  250,000  units 
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The  treatment  program  of  each  patient  is  carefully  supervised  in  order  that  the  thera- 
peutic needs  of  each  patient  may  be  realized. 

Complete  modem  facilities  with  85  acres  of  landscaped  and  wooded  grounds  in  the 
City  of  Ashevihe. 

Brochures  and  information  on  financial  arrangements  available 
Contact:  Mrs.  Elizabeth  Harkins,  ACSW,  Coordinator  of  Admissions 

or 

Charles  W.  Neville,  Jr.,  M.D. 

Assistant  Professor  of  Psychiatry  and  Medical  Director 
Area  Code  704  - 253-2761 
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Digest  of  Board  of  Trustees  Minutes 

April  17,  1968 


The  meeting  of  the  Board  of  Trustees  opened 
with  the  adoption  of  a resolution  relating  to  the 
death  of  Mr.  J.  P.  Sanford,  KMA  executive  sec- 
retary. This  was  followed  by  routine  reports. 

The  Board  then  considered  nominations  to  sub- 
mit to  the  Governor  for  membership  on  the 
Hospital  Licensure  Council  and  the  Advisory  Coun- 
cil on  Medical  Assistance  and  made  its  selections. 

A lengthy  discussion  was  held  on  Title  XIX  in 
Kentucky  and  Resolution  F,  passed  by  the  House  of 
Delegates  in  September  which  pertained  to  the  pay- 
ment of  usual  and  customary  fees  for  services  to 
patients  both  in  and  out-of-hospitals.  A detailed 
explanation  was  made  of  all  events  that  had  taken 
place  on  this  matter  since  last  September,  the  current 
status,  and  projected  plans  of  the  Title  XIX  pro- 
gram. A motion  was  then  passed  to  implement 
Resolution  F by  writing  to  the  membership  if  a 
satisfactory  solution  was  not  obtained  within  two 
weeks. 

The  next  action  of  the  Board  was  to  accept  a 
report  from  the  KEMPAC  Board  Chairman  John 
C.  Quertermous,  M.D.,  and  to  defer  action  on  the 
KMA  Hospital  Committee  recommendations  until 
August. 

A resolution  regarding  KMA  staff  was  approved 
and  the  Budget  Committee  presented  its  report  for 


the  proposed  1968-69  budget.  Following  an  expla- 
nation that  the  Budget  Committee  and  the  Executive 
Committee  had  spent  considerable  time  on  this 
proposal  and  the  fact  that  there  were  no  radical 
changes  being  proposed,  the  new  budget  was  adopt- 
ed. 

A report  on  the  mumps  vaccination  program  in 
Campbell  County  was  accepted  for  information. 
Brief  comments  on  AMA  activities  were  made  by 
AMA  Trustee  Robert  C.  Long,  M.D.  KMA  Presi- 
dent Brockman  then  reminded  the  trustees  that  they 
should  submit  recommendations  on  redistricting  of 
trustee  districts  so  that  a plan  could  be  formulated 
in  July  for  presentation  to  the  House  of  Delegates 
in  September. 

Appropriate  action  was  taken  on  a request  con- 
cerning the  Fair  Labor  Standards  Act  and  the  KMA 
legal  counsel  was  requested  to  publicize  informa- 
tion on  this  subject  through  the  medium  of  The 
Journal. 

Fred  C.  Rainey,  M.D.,  chairman  of  the  Legisla- 
tive Committee  for  State  Affairs,  presented  a re- 
port on  the  1968  Kentucky  General  Assembly, 
noting  that  10  percent  of  the  1,200  bills  introduced 
had  medical  implications.  Following  his  comments, 
the  Board  approved  a resolution  expressing  appre- 
ciation for  all  of  those  individuals  who  worked  so 


Vacation  trip.... 


Motion  sickness? 


This  time  it’ll  be  different.  Emetrol  taken  before  the 
trip  begins  will  usually  prevent  nausea  and  vomiting. 
Emetrol  is  effective  and  safe... most  helpful  where  safe- 
ty is  most  important.  It  acts  locally -not  systemically. 


WILLIAM  H.  RORER,  INC. 
Fort  Washington,  Pa. 
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diligently  on  legislative  matters  and  further  accepted 
for  information  similar  resolutions  passed  by  the 
Fayette  County  Medical  Society. 

A recommendation  from  the  Health  Career  Com- 
mittee was  acted  upon  favorably  which  authorizes  the 
members  of  the  committee  to  investigate  various 
methods  of  obtaining  funds  for  the  establishment  of 
a Health  Careers  Council.  Expression  of  appreciation 
was  made  to  the  Southeastern  Surgical  Congress  for  a 
contribution  to  the  McDowell  House,  and  changing 
the  name  of  the  KMA  Journal  to  “Kentucky  Med- 
icine” was  authorized. 

Because  he  had  dedicated  his  life  and  energies 
toward  the  betterment  of  Kentucky  medicine,  the 
Board  approved  a motion  that  the  Headquarters 
Office  building  be  named  for  Mr.  J.  P.  Sanford  and 
that  a dedication  ceremony  be  conducted  during  the 
1968  KMA  Annual  Meeting.  It  was  pointed  out  that 
the  building  became  debt  free  on  April  15. 

Final  action  taken  was  to  authorize  the  intro- 
duction of  a resolution  to  the  AMA  House  of  Dele- 
gates in  June  protesting  the  use  of  the  recently  re- 
vised birth  certificate.  It  was  decided  that  the  next 
meeting  would  be  held  on  Wednesday  and  Thurs- 
day, August  7 and  8. 


Golf  Tournament  Fans  Urged 
To  Mail  Coupon  Below 

In  deleting  the  golf  committee  under  the  KMA  re- 
organizational  structure  last  year,  it  was  specified 
that  if  any  future  tournaments  were  held  in  con- 
junction with  the  KMA  Annual  Meeting,  they  would 
be  administratively  and  financially  the  responsibility 
of  the  Kentucky  Medical  Golf  Association.  The 
KMGA  is  comprised  of  those  individuals  who  pay 
dues  for  the  privilege  of  playing  in  the  golf  tourna- 
ment. 

The  1967  Golf  Committee  Chairman,  Donald  L. 
Ware,  M.D.,  Louisville,  requests  that  all  KMA  mem- 
bers interested  in  continuing  the  golf  tournament  and 
willing  to  pay  a reasonable  fee  to  support  the  in- 
curred expenses  complete  and  mail  the  coupon  below. 


I am  interested  in  seeing  the  Golf  Tour- 
nament continued  on  an  independent 
basis. 

1 would  be  willing  to  pay  a reasonable 
fee  to  help  defray  tournament  expenses. 


Name 


Address 

Clip  and  mail  to: 

Donald  L.  Ware,  M.D. 

Suite  750,  Medical  Towers,  South 
Corner  of  Floyd  and  Gray 
Louisville,  Kentucky  40202 
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Shigellosis 

(Continued  from  page  548) 
the  complicated  cases  suggesting  that  as- 
sociated disease  provoked  dysentery 
from  a carrier  state. 


TTuidnane’ 


6.  Bacteremia  is  rare  but  does  occur. 

7.  Mortality  is  more  common  in  small  in- 
fants with  associated  diseases. 

8.  The  cases  with  unusual  manifestations 
are  described  and  discussed. 
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equivalent  to  one  Mudrane  GG  tablet.  Dosage  adjusted 
to  age  and  weight  of  child.  Mudrane  GG  Elixir  is  for 
pediatric  patients  and  those  who  think  they  cannot  swal- 
low tablets.  Dispensed  in  pint  and  half  gallon  bottles. 

WM.  P.  POYTHRESS  & CO.,  INC. 

RICHMOND,  VIRGINIA  23217 
Manufacturers  of  ethical  pharmaceuticals  since  1856 
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OPTICAL  ILLUSlOK?  ' 

Height  and  width  of  this  hat  are 
equal,  but  the  unbroken  height 
of  the  crown  appears  greater 
than  the  interrupted  width  of 
the  brim.  Don’t  play  games  with 
your  eyes.  Some  glasses  are 
poorly  crafted.  Rely  on  Southern 
Optical  accuracy. 

cz. 

-j 

Charge  accounts^K(^{fjijl{J^/ 

, ■—  ( MUICAl  an  IL06..  Ejsttrt  Mmti 

invited  II  V sr.iMnHEwswuutiCMHf 

f 1 ^ 1/  \ MUICU  TOWEK  ILOC  .FKri  t Criy 

(jpujM 

y Louisville 
Bowling  Green 

From  the  First  Family 
of  Tetracycline- 

One  of  the  31  useful  dosage  forms 
in  the  ACHRO  Family 
ACHROSTATIN"  V Capsules 

Tetracycline  HCl  250  mg  /Nystatin  250,000  units 


The  lowest  priced 

tetracycline-nystatin 

combination 


329-8/6094 
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Kidney  Transplantation 

(Continued  from  page  539) 

18.  Kauffman,  H.  M.,  Fisher,  L.  M.,  and  Hume,  D.  M. : 
Kidney  Transplantation  in  Surgical  Bleeding;  Handbook  for 
Medicine,  Surgery  and  Subspecialties.  Ulin,  A.  W.  and  Golub, 
S.  S.,  Eds.,  McGraw-Hill,  New  York,  1966. 

19.  Hume,  D.  M.,  Magee,  J.  H.,  Prout,  G.  R.,  Kauffman, 
H.  M.,  Cleveland,  R.  H.,  Bower,  J.  D.,  and  Lee,  H.  M. : 
Studies  of  Renal  Homotransplantation  in  Man.  nn.  N.  Y,  Acad. 
Sci.  120:578,  1964. 

20.  Prout,  G.  R.,  Hume,  D.  M.,  Lee,  H.  M.,  and  Williams, 
G.  M.:  Some  Urological  Aspects  of  93  Consecutive  Renal 
Homotransplants  in  Modified  Recipients.  J.  Urol.  97:409. 
1967. 

21.  Robertshaw,  G.  E.,  Madge,  G.  E.,  and  Kauffman.  H.  M. : 
Ureteral  Pathology  in  Treated  and  Untreated  Renal  Homo- 
grafts. Surg.  Forum,  17:236,  1966. 

22.  McIntosh,  D.  A.,  Peterson,  E.  W.,  and  McPhaul,  J.  J. : 
Autonomy  of  Parathyroid  Function  After  Renal  Homotrans- 
plantation. Ann.  Int.  Med.  65:900,  1966. 


KEHTUCKY 


Where  your 
dollars  go  farther 

I 1 

I Department  of  Public  Information,  | 

Section  PDB 

I Capitol  Annex,  Frankfort,  Kentucky  40601  i 


Please  send,  without  obligation,  informa- 
tion on  Kentucky's  40  state  and  notional 
parks,  the  finest  in  the  nation. 



Street 

Address 


City_ 

State. 


2ip 

.Code. 
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TofightTB- 
find  it  first! 


Make  tuberculin  testing  routine 
with  every  physical  examination. 


TUBERCULIN, TINE  TEST 

7 (Rosenthal) 

Side  effects  are  possible  but  rare:  vesiculation.  ulceration,  or  necrosis 
at  test  site.  Contraindications:  none,  but  use  with  caution  in  active 
tuberculosis.  Available  in  5’s  and  25’s. 


State  and  National  Parks 
The  finest 
in  the  nation. 


3S0-8/6J3S 
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Continuing  Educational  Opportunities 

From  The 

KMA  Postgraduate  Medical  Education  Office 


MATERNAL  AND  CHILD  HEALTH 

Postgraduate  programs  in  the  field  of  Maternal 
and  Child  Health  beginning  in  July  and  Septem- 
ber will  be  offered  by  the  University  of  California 
School  of  Public  Health  at  Berkeley  as  follows; 
“Maternal  and  Child  Health” — nine  months 
“Family  Planning” — nine  months 
“School  Health” — nine  months 
“Retarded  Child” — 21  months 
“Career  Development  Programs”— 36  months 
Further  information  may  be  obtained  from 
Helen  M.  Wallace,  M.D.,  School  of  Public  Health, 
University  of  California,  Berkeley,  Calif.  94720. 


16-20  American  Medical  Association  117th  Annual 
Convention,  Brooks  Hall,  San  Francisco, 
Calif. 

18-19  American  Medical  Women’s  Association 
Interim  Meeting,  Waldorf  Astoria  Hotel, 
New  York,  New  York 

21-22  Medical  Writing  and  Journalism  Course, 
American  Medical  Writers  Association,  San 
Francisco  Medical  Center,  San  Francisco, 
Calif. 


IN  KENTUCKY 


SEPTEMBER 


SEPTEMBER 


9-11  American  EEG  Society  continuation  course 
in  Clinical  Electroencephalography,  San 
Francisco,  Calif. 


7 American  College  of  Physicians,  Kentucky 
and  Tennessee  Regional,  Lexington 

24-26  KMA  ANNUAL  MEETING,  Convention 
Center  and  Kentucky  Hotel,  Louisville 


IN  SURROUNDING  STATES 


JUNE 

13-17  American  College  of  Chest  Physicians,  Hil- 
ton Hotel,  San  Francisco,  Calif. 

16  AM  A Committee  on  Medicine  and  Religion, 
“Limits  of  Medical  Responsibility  in  the 
Prolongation  of  Life,”  California  Masonic 
Temple,  San  Francisco,  Calif. 

16  American  College  of  Legal  Medicine,  Clinical 
Meeting,  2-5  p.m.,  San  Francisco  Hilton  Ho- 
tel, San  Francisco,  Calif. 


NOVEMBER 

11-15  American  Public  Health  Association  Annual 
Meeting,  Cobo  Hall,  Detroit.  Mich. 

18-21  Southern  Medical  Association  Annual  Meet- 
ing. New  Orleans,  La. 


SEND  IN  MEETING  INFORMATION 

Many  medical  organizations  are  setting  dates  for 
their  fall  and  winter  meetings.  At  the  same  time 
they  are  choosing  the  topics  to  be  discussed,  ar- 
ranging for  speakers  and  planning  programs. 

The  Continuing  Medical  Education  office  of  the 
Kentucky  Medical  Association  would  like  to  urge 
these  societies  and  organizations  to  notify  this  of- 
fice of  these  dates  and  topics  so  they  can  be  added 
to  the  “Continuing  Education  Opportunities”  cal- 
endar in  The  Journal.  In  this  way  conflicts  in  dates 
can  be  avoided  and  a wider  audience  can  be  in- 
formed of  these  upcoming  meetings. 

Please  send  such  information,  when  available, 
to  the  KMA  Continuing  Medical  Education  Office, 
3532  Janet  Avenue,  Louisville,  Ky.  40205. 
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MEDICAL  SCHOOL  NEWS  AND  VIEWS 


The  Kentucky  Student  Looks  at  Medical  Education t 

Part  Two 


Richard  atkins* 


Last  month's  article  in  this  space  described  the 
pressures  toward  change  which  characterize 
medical  education  today.  What  is  the  experi- 
ence of  the  students  who,  aware  of  this  air  of  tension 
and  innovation,  come  to  the  University  of  Kentucky 
Medical  School  because  they  hope  that  a young  school 
will  be  less  bound  by  tradition  than  others,  and  be- 
cause they  have  heard  of  U.K.’s  efforts  to  renovate 
the  curriculum? 

The  University  medical  school  is  far  from  utopian, 
but  at  least  some  of  the  students’  hopes  are  realized. 
The  school  is  young,  and  its  faculty  tends  to  be 
young.  While  the  school  may  have  lost  its  chance  for 
“instant  fame"  with  the  departure  of  some  of  its  best- 
known  professors  to  deanships  and  chairmanships  else- 
where, this  upward  exodus  may  be  a healthy  sign; 
and  the  influx  of  new  faculty  helps  to  keep  Kentucky 
flexible. 

Curriculum  changes  which  the  Kentucky  student 
appreciates  include  the  shortened  study  of  anatomy 
from  prosected  specimens  in  place  of  long  hours  of 
cadaver  dissection.  Another  welcome  change  has  been 
in  the  grading  system.  Grades  in  individual  courses 
and  exams  have  been  replaced  by  a simple  “pass"  or 
“fail”  designation.  This  system  makes  the  tedious  cus- 
tom of  scrapping  for  grades  obsolete,  freeing  the  stu- 
dent to  enjoy  his  studies  and  pursue  the  direction 
dictated  by  his  interest  rather  than  by  the  necessity  of 
competing  for  a grade.  Replacement  of  multiple 
departmental  exams  in  some  courses  by  National 
Board  exams  similarly  frees  the  student  from  the 
tyranny  of  the  lecture-and-exam  system.  The  presence 
of  a Behavioral  Science  Department  and  a Depart- 
ment of  Community  Medicine  helps  to  fill  a widely 
acknowledged  gap  in  most  medical  curricula:  the  emo- 
tional and  socio-economic  aspects  of  human  disease. 
The  Community  Medicine  program  presents  students 
with  an  opportunity  for  overseas  study  and  research 

fThe  second  article  in  a two-part  discussion  of  in- 
novation in  medical  education.  See  May  issue  for 
Part  One. 

^Sophomore,  University  of  Kentucky  College  of  Medi- 
cine 


which  is  without  equal  in  the  country.  ( During  this 
past  year  the  students  of  Western  Reserve  sent  a com- 
mittee to  study  Kentucky’s  community  medicine  pro- 
gram). And  finally,  the  educational  lock-step  of 
medical  students  is  being  broken  up  at  the  Univer- 
sity— the  student  can  spend  much  of  his  senior  year  in 
the  elective  emphasis  of  his  choice,  ranging  from 
community  medicine,  to  surgery,  to  laboratory  re- 
search. 

All  the  adjustments  of  curriculum  however,  do  not 
flow  unilaterally  from  the  hand  of  the  faculty.  While 
the  students  have  not  been  as  extreme  as  have 
Harvard  students,  where  25  sophomores  requested  to 
handle  their  own  studies  entirely  this  past  year,  Ken- 
tucky students  have  innovations  of  their  own.  On  an 
$800  per  year  school  budget,  the  students  maintain  a 
curriculum  evaluation  committee.  At  the  end  of  each 
course  the  committee  submits  an  extensive  question- 
naire to  the  students,  tabulates,  summarizes,  and  sends 
recommendations  to  a surprisingly  attentive  faculty. 

In  order  to  alleviate  the  absence  of  clinical  con- 
siderations during  the  pre-clinical  years,  the  students 
have  devised  “underclassman  rounds”.  Under  this  pro- 
gram an  upperclassman  meets  with  a freshman  and 
a sophomore  on  the  wards,  where  the  upperclassman 
presents  a patient  who  exemplifies  a given  disease. 
The  sophomore  then  presents  the  pathologic  aspects 
of  the  disease,  and  the  freshman,  the  anatomic  or 
physiologic  aspects.  The  students  also  maintain  a 
monthly  newsletter,  received  by  all  the  students  and 
100  faculty  members.  Among  other  functions,  the 
newsletter  is  intended  to  serve  as  a forum  for  the 
intramural  discussion  of  curricular  policy. 

Efforts  of  the  sort  outlined  above  have  kept  Ken- 
tucky lean  and  well-known  in  medical  education.  But 
the  inertia  which  threatens  every  institution  threatens 
Kentucky,  and  inactivity  could  make  Kentucky  an- 
other sclerotic,  unimaginative  institution — furtively 
looking  to  others  to  take  the  lead.  Hopefully,  through 
their  continued  efforts,  Kentucky  students  and  fac- 
ulty will  prevent  inactivity  from  robbing  them  of  their 
reputation.  Certainly  it  is  only  through  research,  open 
discussion,  and  careful  experimentation  that  we  can 
arrive  at  arrangements  in  medical  education  more 
satisfactory  than  the  present  ones. 
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KENTUCKY  MEDICAL  ASSOCIATION 

BOARD  OF  TRUSTEES— 1967-1968 

Officers 


GEORGE  F.  BROCKMAN,  2 E.  Main  Cross,  Greenville  (502)  338-3660  President 

HENRY  B.  ASMAN,  1169  Eastern  Pkwy.  Louisville  (502)  454-4649  President-Elect 


ROBERT  E.  PENNINGTON,  Medical  Arts  Bldg.,  London  (606)  864-2144  . . Immediate  Past  President 

GLENN  W.  BRYANT,  910  Heyburn  Bldg.,  Louisville  (502)  585-4123  Vice  President  (Central) 

J.  SANKEY  WILLIAMS,  Box  246,  Nicholasville  (606)  885-4541  . Vice  President  (Eastern) 

LUTHER  M.  WILSON  JR.,  533  E.  Main,  Bowling  Green  (502)  842-1622  . . Vice  President  (Western) 


S.  RANDOLPH  SHEEN,  1249  Medical  Arts  Bldg.,  Louisville  (502)  451-1661  Secretary 

KEITH  P.  SMITH,  Medical  Arts  Bldg.,  Corbin  (606)  528-3211  Treasurer 


RICHARD  F.  GREATHOUSE,  5 Triangle  Cen.,  Louisville  (502)  458-3219  Speaker-House  of  Delegates 

CARL  COOPER,  JR.,  Bedford  (502)  255-3282  Vice-Speaker-House  of  Delegates 

WALTER  L.  CAWOOD,  1200  Bath  Ave.,  Ashland  (606)  325-1 665  Chairman  of  the  Board  of  Trustees 
GEORGE  A.  SEHLINGER,  2312  Medical  Arts  Bldg.,  Louisville  (502)  452-1552  Vice-Chairman  of  the 

Board  of  Trustees 


Delegates  to  the  A.M.A. 


J.  THOS.  GIANNINI,  464  Medical  Towers  South,  Louisville  (502)  583-2766  Jan.  1967-Dec.  1968 

CHAS.  G.  BRYANT,  (Alt.)  1 1 69  Eastern  Pkwy.,  Louisville  (502)  452-1558  ..  Jan.  1967-Dec.  1968 

JOHN  C.  QUERTERMOUS,  204  S.  Fifth  St.,  Murray  (502)  753-5161  Jan.  1968-Dec.  1969 

DARYL  P.  HARVEY,  (Alt.)  Glasgow  (502)  651-2133  Jan.  1968-Dec.  1969 

CHAS.  C.  RUTLEDGE,  Hazard  Clinic,  Hazard  (606)  436-3121  Jan.  1968-Dec.  1969 

DAVID  B.  STEVENS,  (Alt.),  304  S.  Limestone,  Lexington  (606)  254-8008  Jan.  1968-Dec.  1969 


Trustees 

1st  District  JOSEPH  R.  MILLER,  Benton  (502)  527-3421  1968 

2nd  District  WILLIAM  W.  HALL,  Mayfair  Square,  Owensboro  (502)  684-6255  1970 

3rd  District  GABE  A.  PAYNE,  JR.,  1610  S.  Main,  Hopkinsville  (502)  885-8445  1968 

4th  District  HENRY  S.  SPALDING,  116  W.  Broadway,  Bardstown  (502)  348-5968  1968 

5th  District  GEORGE  A.  SEHLINGER,  231  2 Medical  Arts  Bldg.,  Louisville  (502)  452-1552  1969 

6th  District •.  REX  E.  HAYES,  Glasgow  (502)  651-5113  1969 

7th  District  DONALD  CHATHAM,  61 5 Washington  St.,  Shelbyville  (502)  633-3525  1970 

8th  District  LEROY  C.  HESS,  252  Main  St.,  Florence  (606)  282-2313  1969 

9th  District  J.  CAMPBELL  CANTRILL,  St.  Luke  PI.,  Georgetown  (502)  863-1231  1970 

10th  District  ANDREW  MOORE,  108  E.  Maxwell,  Lexington  (606)  252-4406  1970 

nth  District  DOUGLAS  H.  JENKINS,  527  W.  Main,  Richmond  (606)  623-3751  1969 

12th  District  ROBERT  F.  LONG,  423  Clements  Ave.,  Somerset  (606)  678-4111  1968 

13th  District  WALTER  L.  CAWOOD,  1200  Bath  Ave.,  Ashland  (606)  325-1665  1970 

14th  District  BALLARD  W.  CASSADY,  Pikeville  (606)  437-6698  1968 

15th  District  E.C.  SEELEY,  Medical  Arts  Bldg.,  London  (606)  864-2357  1969 


Buyers  Guide 

JUNE  BUYERS  GUIDE  FOR  JOURNAL  OF  KMA  1968 


Abbott  Laboratories 


521-525  Lilly,  Eli  and  Company 


Blue  Cross-Blue  Shield  519  Medicol  Protective  Company 

Breon  Laboratories  576 

Bristol  Laboratories  553  Parke,  Davis  and  Company  . 

Burroushs-Wellcome  529  Poythress,  Wm.  P.  Company 


Campbell  Soup  549 

Geigy  Pharmaceuticals  530-533,  570-571 

General  Leasing  Corporation  574 

Gerber  Products  Company  565 

Highland  Hospital  575 

Hynson,  Westcott  & Dunning  513 

Kentucky  Travel  Division  581 


Riker  Laboratories  

Robins,  A.  H.  Company  

Roche  Laboratories  

Rorer  Laboratories  

Searle,  G.  D.,  and  Company 
Southern  Optical  Company  . . . 
SS.  Mary  & Elizabeth  Hospital 
Stuart  Company  


Lederle  Laboratories  515-516,  527,  575,  580,  581,  585 


USV  Pharmaceutical  Corp. 
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572-573,  578-579 
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When  ifs  more  than  a bad  cold 


your  patient  can  feel  better 
>^e  he’s  gettii^  better 


Achrocidih 

Tetracycline  HCI— Antihistamine— Analgesic  Compound 

Each  tablet  contains:  ACHROMYCIN®  Tetracycline  HCI  125  mg.;  Phenacetin  120  mg.; 
Caffeine  30  mg.;  Salicylamide  150  mg.;  Chlorothen  citrate  25  mg. 


In  bacterial/ allergic  u.r.i.,ACHROCIDIN  brings  the  treatment  together  in  a single  prescription 
—prompt  relief  of  headache  and  congestion  together  with  effective  control  of  the  tetracycline- 
sensitive  organisms  frequently  responsible  for  complications  leading  to  prolonged  disability 
in  the  susceptible  patient. 

For  children  and  elderly  patients  you  may  prefer  caffeine-free  ACHROCIDIN  Syrup.  Each 
5 cc  contains:  ACHROMYCIN  (Tetracycline)  equivalent  to  Tetracycline  HCI  125  mg.;  Phen- 
acetin 120  mg.;  Salicylamide  150  mg.;  Ascorbic  Acid  (C)  25  mg.;  Pyrilamine  Maleate  15  mg. 


Average  adult  dosage:  2 tablets  four  times  daily,  given  at 
least  one  hour  before,  or  two  hours  after  meals. 
Contraindications:  History  of  hypersensitivity  to  any 
component. 

Warning:  If  renal  impairment  exists,  even  usual  doses 
may  lead  to  liver  toxicity.  Under  such  conditions,  lower 
than  usual  doses  are  indicated  and,  if  therapy  is  pro- 
longed, serum  level  determinations  may  be  advisable. 
Hypersensitive  individuals  may  develop  a photodynamic 
reaction  to  natural  or  artificial  sunlight  during  use. 
Individuals  with  a history  of  photosensitivity  reactions 
should  avoid  direct  exposure  while  under  treatment, 
which  should  be  discontinued  at  first  evidence  of  skin 
discomfort. 

Precautions:  Some  individuals  may  experience  drowsi- 
ness, anorexia,  and  slight  gastric  distress.  If  excessive 
drowsiness  occurs,  it  may  be  necessary  to  increase  the 
interval  between  doses.  Persons  on  full  dosage  should 
not  operate  any  vehicle.  Use  may  result  in  overgrowth 
of  nonsusceptible  organisms.  If  infections  appear  during 
therapy,  appropriate  measures  should  be  taken.  Infec- 
tions caused  by  beta-hemolytic  streptococci  should  be 
treated  for  at  least  10  full  days  to  help  prevent  rheumatic 


fever  or  acute  glomerulonephritis.  Use  of  tetracycline 
during  tooth  development  may  cause  discoloration  of 
teeth. 

Adverse  Reactions:  Gastrointestinal-anorexia,  nausea, 
vomiting,  diarrhea,  stomatitis,  glossitis,  enterocolitis, 
pruritus  ani.  Skin-maculopapular  and  erythematous 
rashes  (a  case  of  exfoliative  dermatitis  has  been  re- 
ported); photosensitivity;  onycholysis  and  discoloration 
of  nails  (rare).  Kidney-rise  in  BUN,  apparently  dose 
related.  Hypersensitivity  reactions-urticaria,  angioneu- 
rotic edema,  anaphylaxis.  In  young  infants,  bulging 
fontanels  following  full  therapeutic  dosage  has  been 
reported.  This  has  disappeared  rapidly  when  drug  was 
discontinued.  Teeth-dental  staining  (yellow-brown)  in 
children  of  mothers  given  tetracycline  during  the  latter 
half  of  pregnancy  and  in  children  given  the  drug  during 
the  neonatal  period,  infancy,  and  early  childhood.  En- 
amel hypoplasia  has  been  seen  in  a few  children.  Blood- 
anemia,  thrombocytopenic  purpura,  neutropenia,  eosin- 
ophilia.  Liver-cholestasis  (rare),  usually  at  high  dos- 
age. If  adverse  reaction  or  idiosyncrasy 
occurs,  discontinue  medication  and  insti- 
tute appropriate  therapy. 


350-e 


open-eyed  nights 


T oo  tense  to  sleep. ..too 
tired  to  get  up.  Early  to 
bed,  late  to  rise,  and  not 
much  sleep  at  that,  the  patient  with  severe  psychic 
tension  is  understandably  tired.  His  tensions  and 
overreactions  to  the  day’s  stresses  may  interfere 
with  proper  sleep,  and  his  inability  to  face  the  day’s 
activities  can  produce  an  ever-worsening  pattern. 
By  relieving  psychic  tension.  Valium®  (diazepam) 
facilitates  sleep,  particularly  with  an  h.s.  dose.  In 
many  patients,  the  usefulness  of  Valium  has  been 
demonstrated  in  relieving  psychic  tension  alone  or 
with  secondary  depressive  symptoms.  Valium  is 


t:  ^ 

generally  well  tolerated  and,  with  proper  mainte- 
nance dosage,  usually  does  not  unduly  impair  men- 
tal acuity  or  ability. 


Before  prescribing,  please  consult  complete  product  in- 
formation, a summary  of  which  follows: 

Indications : Tension  and  anxiety  states;  somatic  complaints 
which  are  concomitants  of  emotional  factors;  psychoneurotic 
states  manifested  by  tension,  anxiety,  apprehension,  fatigue, 
depressive  symptoms  or  agitation;  acute  agitation,  tremor, 
delirium  tremens  and  hallucinosis  due  to  acute  alcohol  with- 
drawal; adjunctively  in:  skeletal  muscle  spasm  due  to  reflex 
spasm  to  local  pathology,  spasticity  caused  by  upper  motor 
neuron  disorders;  athetosis,  stiff-man  syndrome,  convulsive 
disorders  (not  for  sole  therapy). 

Contraindications:  Known  hypersensitivity  to  drug;  children 
under  6 months  of  age;  acute  narrow  angle  glaucoma;  may  be 
used  in  patients  with  open  angle  glaucoma  who  are  receiving 
appropriate  therapy.  . <.  ■ 

Warnings:  Not  of  value  in  treatment  of  psychotic  patients, 
and  should  not  he  employed  in  lieu  of  appropriate  treatment. 
As  with  most  CNS-acting  drugs,  caution  patients  .against  haz- 
ardous occupations  requiring  complete  mental  alertness  {e.g., 
operating  machinery,  driving).  When  used  adjunctively  in  con- 
vulsive disorders,  possibility  of  increase  in  frequency  and/or 
severity  of  grand  mal  seizures  may  require  increase  in  dosage 
of  standard  anticonvulsant  medication;  abrupt  withdrawal  in 
such  cases  may  also  be  associated  with  temporary  increase  in 
frequency  and/or  severity  of  seizures.  Advise  patients  against 
simultaneous  ingestion  of  alcohol  and  other  CNS  depressants. 
Withdrawal  symptoms  (similar  to  those  with  barbiturates  and 
alcohol)  have  occurred  following  abrupt  discontinuance.  Keep 
addiction-prone  individuals  (such  as  drug  addicts  or  alcohol- 
ics) under  careful  surveillance  because  of  their  predisposition 
to  habituation  and  dependence.  Use  of  any  drug  in  pregnancy, 
lactation  or  in  women  of  childbearing  age  requires  that  poten- 
tial benefit  be  weighed  against  possible  hazard. 

Precautions:  If  combined  with  other  psychotropics  or  anti- 
convulsants, carefully  consider  individual  pharmacologic  effects 
— particularly  with  known  compounds  which  may  potentiate 
action  of  Valium  (diazepam),  such  as  phenothiazines,  nar- 
cotics,barbiturates, MAO  inhibitors  and  other  antidepressants. 
Employ  usual  precautions  in  the  severely  depressed  or  in  those 
with  latent  depression;  suicidal  tendencies  may  be  present  and 


protective  measures  necessary.  Observe  usual  precautions  in 
impaired  renal  or  hepatic  function.  Limit  dosage  to  smallest 
effective  amount  in  elderly  and  debilitated  to  preclude  ataxia 
or  oversedation  (initially  2 to  2S4  mg  once  or  twice  daily,  in- 
creasing gradually  as  needed  or  tolerated). 

Adverse  Reactions:  Side  effects  most  commonly  reported: 
drowsiness,  fatigue  and  ataxia.  Infrequently  encountered:  con- 
fusion, constipation,  depression,  diplopia,  dysarthria,  headache, 
hypotension,  incontinence,  jaundice,  changes  in  libido,  nausea, 
changes  in  salivation,  skin  rash,  slurred  speech,  tremor,  urinary 
retention,  vertigo  and  blurred  vision.  Paradoxical  reactions 
such  as  acute  hyperexcited  states,  anxiety,  hallucinations,  in- 
creased muscle  spasticity,  insomnia,  rage,  sleep  disturbances 
and  stimulation  have  been  reported;  should  these  occur,  use  of 
the  drug  should  be  discontinued.  Because  of  isolated  reports  of 
neutropenia  and  jaundice,  periodic  blood  counts  and  liver 
function  tests  are  advisable  during  long-term  therapy.  Minor 
changes  in  EEG  patterns  (low-voltage  fast  activity)  observed 
during  and  after  therapy  and  are  of  no  known  significance. 
Dosage:  Individualize  for  maximum  beneficial  effect.  Adults: 
Tension,  anxiety  and  psychoneurotic  states,  2 to  10  mg  b.i.d.  to 
q.i.d.;  alcoholism,  10  mg  t.i.d.  or  q.i.d.  in  first  24  hours,  then  5 
mg  t.i.d.  or  q.i.d.  as  needed;  adjunctively  in  skeletal  muscle 
spasm,  2 to  10  mg  t.i.d.  or  q.i.d.;  adjunctively  in  convulsive 
disorders,  2 to  10  mg  b.i.d  to  q.i.d.  Geriatric  or  debilitated 
patients:  2 tolVi  mg,  1 or  2 times  daily  initially,  increasing  as 
needed  and  tolerated.  (See  Precautions.)  Children:  1 to  2!4 
mg  t.i.d.  or  q.i.d.  initially,  increasing  as  needed  and  tolerated 


Roche® 

LABORATORIES 


Division  of  Hoffnnann-La  Roche  Inc. 
Nulley.  New  Jersey  07110 


(not  for  use  under  6 months). 
Supplied:  Valium®  (diazepam) Tab- 
lets, 2 mg,  5 mg  and  10  mg;  bottles 
of  50,  100  and  500. 


\^lnilir  (diazepam) 

useful  for  the  relief  of  psychic  tension, 
alone  or  with  associated  depressive  symptoms 


McDowell  house 


;CgcccLL[:t:c- 


iwjWm  tfwiiiiffw 


OF  THE  KENTUCKY  MEDICAL  ASSOCIATION 


I 


a^lTr  OF  LOUiSViLLE  r 


ICALCEMTEIL  KENTUClCr  MEDICAL  ASSOCIATION* 


In  I his  Issue <- 


Pancreatic  Injury 


Kenneth  H.  McCrocklin,  M.D.,  F A.C.S. 


Bryan  Davis  Hall,  M.D. 


626 


Current  Diagnosis  and  Therapy  of  Cardiac  Amyloidosis 


Complications  of  Hypodermoclysis  (Re-emphasis  with 
a Case  Presentation) 


Special  iriicle  " 

Conference  on  Medical  Education — Part  Two 


KMA  ANNUAL  MEETING— September  24-26 
Convention  Center,  Louisville 


open-eyed  nights 


T 00  tense  to  sleep. ..too 
tired  to  get  up.  Early  to 
bed,  late  to  rise,  and  not 
much  sleep  at  that,  the  patient  with  severe  psychic 
tension  is  understandably  tired.  His  tensions  and 
overreactions  to  the  day’s  stresses  may  interfere 
with  proper  sleep,  and  his  inability  to  face  the  day’s 
activities  can  produce  an  ever-worsening  pattern. 
By  relieving  psychic  tension.  Valium®  (diazepam) 
facilitates  sleep,  particularly  with  an  h.s.  dose.  In 
many  patients,  the  usefulness  of  Vallum  has  been 
demonstrated  in  relieving  psychic  tension  alone  or 
with  secondary  depressive  symptoms.  Valium  is 


generally  well  tolerated  and,  with  proper  mainte- 
nance dosage,  usually  does  not  unduly  impair  men- 
tal acuity  or  ability. 


Before  prescribing,  please  consult  complete  product  in- 
formation, a summary  of  which  follows: 

Indications : Tension  and  anxiety  states;  somatic  complaints 
which  are  concomitants  of  emotional  factors;  psychoneurotic 
states  manifested  by  tension,  anxiety,  apprehension,  fatigue, 
depressive  symptoms  or  agitation;  acute  agitation,  tremor, 
delirium  tremens  and  hallucinosis  due  to  acute  alcohol  with- 
drawal; adjunctively  in:  skeletal  muscle  spasm  due  to  reflex 
spasm  to  local  pathology,  spasticity  caused  by  upper  motor 
neuron  disorders;  athetosis,  stiff-man  syndrome,  convulsive 
disorders  (not  for  sole  therapy). 

Contraindications:  Known  hypersensitivity  to  drug;  children 
under  6 months  of  age;  acute  narrow  angle  glaucoma;  may  be 
used  in  patients  with  open  angle  glaucoma  who  are  receiving 
appropriate  therapy. 

Warnings:  Not  of  value  in  treatment  of  psychotic  patients, 
and  should  not  be  employed  in  lieu  of  appropriate  treatment. 
As  with  most  CNS-acting  drugs,  caution  patients  against  haz- 
ardous occupations  requiring  complete  mental  alertness  {e.g., 
operating  machinery,  driving).  When  used  adjunctively  in  con- 
vulsive disorders,  possibility  of  increase  in  frequency  and/or 
severity  of  grand  mal  seizures  may  require  increase  in  dosage 
of  standard  anticonvulsant  medication;  abrupt  withdrawal  in 
such  cases  may  also  be  associated  with  temporary  increase  in 
frequency  and/or  severity  of  seizures.  Advise  patients  against 
simultaneous  ingestion  of  alcohol  and  other  CNS  depressants. 
Withdrawal  symptoms  (similar  to  those  with  barbiturates  and 
alcohol)  have  occurred  following  abrupt  discontinuance.  Keep 
addiction-prone  individuals  (such  as  drug  addicts  or  alcohol- 
ics) under  careful  surveillance  because  of  their  predisposition 
to  habituation  and  dependence.  Use  of  any  drug  in  pregnancy, 
lactation  or  in  women  of  childbearing  age  requires  that  poten- 
tial benefit  be  weighed  against  possible  hazard. 

Precautions:  If  combined  with  other  psychotropics  or  anti- 
convulsants, carefully  consider  individual  pharmacologic  effects 
— particularly  with  known  compounds  which  may  potentiate 
action  of  Valium  (diazepam),  such  as  phenothiazines,  nar- 
cotics,barbiturates,  MAO  inhibitors  and  other  antidepressants. 
Employ  usual  precautions  in  the  severely  depressed  or  in  those 
with  latent  depression;  suicidal  tendencies  may  be  present  and 


protective  measures  necessary.  Observe  usual  precautions  in 
impaired  renal  or  hepatic  function.  Limit  dosage  to  smallest 
effective  amount  in  elderly  and  debilitated  to  preclude  ataxia 
or  oversedation  (initially  2 to  2 54  mg  once  or  tw'ice  daily,  in- 
creasing gradually  as  needed  or  tolerated). 

Adverse  Reactions:  Side  effects  most  commonly  reported: 
drow'siness,  fatigue  and  ataxia.  Infrequently  encountered:  con- 
fusion, constipation,  depression,  diplopia,  dysarthria,  headache, 
hypotension,  incontinence,  jaundice,  changes  in  libido,  nausea, 
changes  in  salivation,  skin  rash,  slurred  speech,  tremor,  urinary 
retention,  vertigo  and  blurred  vision.  Paradoxical  reactions 
such  as  acute  hyperexcited  states,  anxiety,  hallucinations,  in- 
creased muscle  spasticity,  insomnia,  rage,  sleep  disturbances 
and  stimulation  have  been  reported;  should  these  occur,  use  of 
the  drug  should  be  discontinued.  Because  of  isolated  reports  of 
neutropenia  and  jaundice,  periodic  blood  counts  and  liver 
function  tests  are  advisable  during  long-term  therapy.  Minor 
changes  in  EEG  patterns  (low-voltage  fast  activity)  observed 
during  and  after  therapy  and  are  of  no  known  significance. 
Dosage:  Individualize  for  maximum  beneficial  effect.  Adults: 
Tension,  anxiety  and  psychoneurotic  states,  2 to  10  mg  b.i.d.  to 
q.i.d.;  alcoholism,  10  mg  t.i.d.  or  q.i.d.  in  first  24  hours,  then  5 
mg  t.i.d.  or  q.i.d.  as  needed;  adjunctively  in  skeletal  muscle 
spasm,  2 to  10  mg  t.i.d.  or  q.i.d.;  adjunctively  in  convulsive 
disorders,  2 to  10  mg  b.i.d  to  q.i.d.  Geriatric  or  debilitated 
patients:  2 to  2/4  mg,  1 or  2 times  daily  initially,  increasing  as 
needed  and  tolerated.  (See  Precautions.)  Children:  1 to  214 
mg  t.i.d.  or  q.i.d.  initially,  increasing  as  needed  and  tolerated 
r-i.po<=»e.j-i  (not  for  use  under  6 months). 

WM  Roche®  Supplied : Valium®  (diazepam)  Tab- 
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\klium'(d  iazepam) 

useful  for  the  relief  of  psychic  tension, 
alone  or  with  associated  depressive  symptoms 


BROMSULPHALEIN® 
IN  A COMPLETE, 
STERILE, 
DISPOSABLE, 

& ECONOMICAL 
PATIENT-UNIT. 


BSP,  one  of  the  more  valuable  single 
laboratory  procedures  for  determining 
hepatic  function,  is  now  packaged  in  a 
complete  individual  patient-unit. 

Each  BSP  Disposable  Unit  contains  a 
sterile  syringe  with  the  5 mg./kg.  BSP 
dosage  schedule  imprinted  on  the  barrel, 
a sterile  needle,  alcohol  swab  and  a 7.5  ml. 
or  10  ml.  size  ampule  of  terminally 
sterilized  Bromsulphalein  solution. 

This  all-inclusive  disposable  put-up 
lessens  the  chance  of  cross-infection  and 
saves  time  and  labor—  the  most 
costly  commodities. 


HYNSON.  WESTCOTT  & DUNNING,  INC 


<esP03> 


BALTIMORE,  MARYLAND  21201 


BSP®  DISPOSABLE  UNIT 

HW&D  BRAND  OF  SODIUM  SULFOBROMOPHTHALEIN  INJECTION,  USP 

(50  mg.  per  ml.) 
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He  is  elderly, 
he  is  on  corticosteroids, 
when  he  needs  an  antibiotic 
he  may  he  a candidate  for 

DECLOSTATIN300 


Demelhylchlorlf tracyciine  HCl  300  mg 
and  Nvstatin  500,000  units 
CAPSt  LE-SHAPED  TABLETS  Lederle 


b.i.d. 


guard  susceptible  patients  against  intestinal  monilial  over- 
^wth  during  broad-spectrum  therapy— the  protection  of 
^atin  is  combined  with  demethylchlortetracycline  in 

XLOSTATIN. 

For  your  susceptible  candidates,  prescribe  DECLOSTATIN 
he  broad-spectrum  therapy  that  prevents  monilial 
?rgrowth. 

Uraindication:  History  of  hypersensitivity  to  demethylchlortetracy- 
le  or  nystatin. 

rning:  In  renal  impairment,  usual  doses  may  lead  to  excessive  accumu- 
on  and  liver  toxicity.  Under  such  conditions,  lower  than  usual  doses 
■ indicated,  and,  if  therapy  is  prolonged,  serum  level  determinations 
V be  advisable.  A photodynamic  reaction  to  natural  or  artificial  sun- 
it  has  been  observed.  Small  amounts  of  drug  and  short  exposure  may 
duce  an  exaggerated  sunburn  reaction  which  may  range  from  ery- 
na  to  severe  skin  manifestations.  In  a smaller  proportion,  photo- 
I rgic  reactions  have  been  reported.  Patients  should  avoid  direct 
: osure  to  sunlight  and  discontinue  drug  at  the  first  evidence  of  skin 
omfort.  Necessary  subsequent  courses  of  treatment  with  tetracy- 
es  should  be  carefully  observed. 

caution^:  Overgrowth  of  nonsusceptible  organisms  may  occur.  Con- 


stant observation  is  essential.  If  new  infections  appear,  appropriate 
measures  should  be  taken.  ' 

In  infants,  increased  intracranial  pressure  with  bulging  fontanels  has 
been  observed.  All  signs  and  symptoms  have  disappeared  rapidly  upon 
cessation  of  treatment. 

Side  Effects:  Gastrointestinal  system— anorexia,  nausea,  vomiting,  diar- 
rhea, stomatitis,  glossitis,  enterocolitis,  pruritus  ani.  Skin— maculopap- 
ular  and  erythematous  rashes;  a rare  case  of  exfoliative  dermatitis  has 
been  reported.  Photosensitivity:  onycholysis  and  discoloration  of  thej 
nails  (rare).  Kidney— rise  in  BUN.  apparently  dose  related.  Transien* 
increase  in  urinary  output,  sometimes  accompanied  by  thirst  (rare)j 
Hypersensitivity  reactions— urticaria,  angioneurotic  edema,  anaphylaxis| 
Teeth— dental  staining  (yellow-brown)  in  children  of  mothers  given  thi'-j 
drug  during  the  latter  half  of  pregnancy,  and  in  children  given  the  dru;; 
during  the  neonatal  period,  infancy  and  early  childhood.  Enamel  hypol 
plasia  has  been  seen  in  a few  children.  If  adverse  reaction  or  idiosynj 
crasy  occurs,  discontinue  medication  and  institute  appropriate  therapy. 
Average  Adult  Daily  Dosage:  150  mg  (pi.d.  or  300  mg  b.i.d.  Should  lx 
given  1 hour  before  or  2 hours  after  meals,  since  absorption  is  imiiaireq 
by  the  concomitant  administration  of  high  calcium  content  drugs,  foodjj 
and  some  dairy  products.  Treatment  of  streptococcal  infections  shoulj 
continue  for  10  days,  even  though  symptoms  have  subsided. 

LEDERLE  LABORATORIE.S,  A Division  of  American  Cyanamid  Corapar 
Pearl  RiverJ|New  York 


MESSAGE 
FROM  THE 
PRESIDENT 


The  Gross  National  Medical  Product 
Stretching  a Tight  Rope  Tighter 

PRODUCTION,  in  the  sense  of  being  a steady  output  of  quality  medical  care, 
has  been  much  discussed  and  reported  on  of  late.  To  our  surprise  and  ed- 
ification, the  Department  of  Health,  Education,  and  Welfare  (always  a major 
discusser  and  reporter)  states  that  the  increase  in  production  by  physicians  has 
more  than  offset  the  rise  in  fees.  All  of  this  is  well  and  good  since  production  is 
the  graven  image  of  the  affluent. 

It  is  obvious  that  an  increase  in  this  rate  of  production  is  a goal  that  is  useful  and 
desirable  to  society  as  a whole.  It  is  just  as  obvious  that  there  are  limits  to  a rapid 
increase  in  the  numbers  of  physicians.  Too,  there  are  limits  to  the  number  of  per- 
plexities each  physician  can  juggle  at  any  given  time. 

Alternatives  do  exist  and  several  have  been  proposed.  Many,  such  as  the  com- 
puterization of  the  physical  profile  and  treatment  of  everybody,  will  have  to  await 
the  arrival  of  some  future  Greater  Society.  But  some  of  them  commend  them- 
selves to  our  attention  now. 

The  judicious  use  of  individually  trained  assistants  holds  great  promise  in  the 
changing  atmosphere  of  modern  practice.  A ready  source  of  these  assistant-doc- 
tors exists  in  the  registered  nurses.  Several  former  medical  corpsmen  have  shown 
great  worth  in  the  field  also.  If  such  assistants  are  trained  by  physicians  and  their 
capabilities  developed  to  meet  individual  needs,  it  appears  that  the  results  are 
more  satisfactory  than  if  they  are  mass-educated  by  a college.  Public  acceptance 
of  medical  assistants  has  already  been  proven  in  many  instances. 

It  is  difficult  to  think  of  anything  more  satisfying  than  to  be  able  to  practice  the 
art  of  medicine  in  an  office  designed  for  it.  Poor  traffic  patterns,  outgrown  spaces, 
inadequate  room  for  use  of  new  equipment,  and  inadequate  parking  all  contribute 
to  loss  of  time  and  lack  of  efficiency.  Fortunately,  the  economy  of  our  modern 
society  lends  itself  quite  readily  to  new  construction.  Perhaps  it  is  time  for  many 
of  us  to  take  a hard,  unsentimental  look  at  the  place  we  work. 

Luther  Martin  Wilson,  Jr.,  M.D. 
KMA  Vice-President,  Western  District 


*This  is  the  fourth  of  a series  of  articles  written  at  the  request  of  KMA  President  George 
F.  Brockman,  M.D.,  by  the  three  KMA  vice-presidents  and  the  president  of  the  Woman’s 
Auxiliary.  The  three  previous  articles  appeared  in  the  January,  March  and  May  issues  of 
The  Journal. 
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The  muscle  relaxant 
that  works 

before  you  write  a prescription 

Relieve  painful  skeletal  muscle  spasm  in  your  office 
in  minutes  with  a single  2 cc.  injection  of  NORFLEX. 

Then,  for  sustained  relief,  write  a prescription 
for  NORFLEX  tablets,  1 tablet  b.i.d. 


Norflex" 

(orphenadrine  citrate) 


CONTRAINDICATIONS:  Due  to  its  anticholinergic 
action,  NORFLEX  should  not  be  used  in  patients 
with  glaucoma,  pyloric  or  duodenal  obstruction, 
stenosing  peptic  ulcer,  prostatic  hypertrophy  or 
obstruction  at  the  bladder  neck,  cardiospasm 
(megaesophagus)  and  myasthenia  gravis.  Use  with 
caution  in  patients  with  tachycardia.  Do  not  use 
propoxyphene  (Darvon*)  concurrently. 


WARNING:  Transient  lightheadedness  or  dizziness 
following  NORFLEX-INJECTABLE  may  occur. 


SIDE  EFFECTS:  Due  mainly  to  anticholinergic 
action  and  usually  at  high  dosage.  They  may 
include  dryness  of  the  mouth,  tachycardia, 
paipjtation,  urinary  hesitancy  or  retention,  blurred 
vision,  dilatation  of  the  pupil,  increased  ocular 
tension,  weakness,  nausea,  vomiting,  headache, 
dizziness,  constipation,  and  drowsiness. 
Infrequently,  mental  confusion  in  the  elderly, 
urticaria  or  other  dermatoses.  Side  effects  are 
usually  eliminated  by  reduction  in  dosage.  Two 
cases  of  aplastic  anemia,  with  no  established 
causal  relationship,  have  been  reported. 


DOSAGE:  INJECTABLE  — Average  adult  dose 
one  ampul,  2 cc.  (60  mg.  orphenadrine  citrate) 
I.M.  or  I.V.  May  be  repeated  every  12  hours. 
Relief  may  be  maintained  with  one 
NORFLEX  tablet  b.i.d.  TABLETS -Two 
tablets  per  day  for  adults,  one  in  the 
morning,  one  in  the  evening.  Each  tablet 
contains  100  mg.  orphenadrine  citrate. 


For  full  information,  see  Package  Insert 
or  P.D.R. 

Riker  Laboratories 
Northridge,  California  91324 


Professional  Education  Service t 

Russell  E.  Teague,  M.D.,  M.P.H. 

Commissioner  of  Health 
Commonwealth  of  Kentucky 


The  Office  of  Chronic  Disease,  Kentucky  State 
Department  of  Health,  has  undertaken  a new 
service  program.  The  program,  which  is  en- 
dorsed by  the  Kentucky  Medical  Association  Com- 
mittee on  Medical  Education,  is  somewhat  unique  in 
several  respects.  It  is  designed  to  provide  profession- 
al education  service  to  the  medical  and  dental  pro- 
fessions and  makes  use  of  a method  which  has  new- 
ly been  added  to  the  field  of  educational  aids  for 
all  types  of  health  personnel. 

This  method  is  the  use  of  short  “single-concept” 
teaching  films  in  cartridge  form.  They  are  shown  in 
the  Mark  IV  Projector  which  projects  on  a TV- 
like  screen.  The  cartridges  hold  film  in  a continuous 
loop,  similar  to  that  used  in  cartridge  tape  players, 
and  are  always  ready  for  replay. 

The  objective  of  this  program  is  to  bring  to  prac- 
ticing physicians,  primarily  in  areas  away  from  the 
university  centers,  an  educational  service  at  their 
convenience  on  subjects  of  their  interest.  A lending 
library  of  film  cartridges  is  presently  being  estab- 
lished. Film  samples  and  projectors  will  soon  be  on 
demonstration  throughout  the  state.  The  program 
hopes  to  stimulate  community  hospitals  to  incorpo- 
rate a Mark  IV  Projector  in  their  libraries  or 
physicians’  lounges  for  use  by  the  staff.  Physicians 
will  be  able  to  obtain  films  from  the  lending  li- 
brary on  short  term  loan.  In  addition,  hospitals  or 
physicians  may  want  to  obtain  for  themselves 
permanent  copies  of  films  used  for  training  of  labo- 
ratory, office  or  nursing  personnel. 

At  present  this  service  program  is  on  demon- 
stration in  hospitals  throughout  the  state.  Physicians 
in  Corbin,  London,  Henderson,  Greenville,  Whites- 
burg,  Jenkins,  Fulton,  Murray,  Hazard,  Hopkins- 
ville, Morehead,  Russellville  and  Maysville  have  al- 
ready viewed  this  demonstration  and  have  generally 
had  very  favorable  impressions.  Hospital  adminis- 
trators and  other  hospital  personnel  have,  as  a rule, 
been  impressed  with  the  potential  this  program  af- 
fords as  a training  and  refresher  aid.  Tentatively 


fThis  article  was  prepared  by:  Donald  F.  Austin, 
M.D.,  Cancer  Control  Officer,  Kentucky  State  De- 
partment of  Health,  275  East  Main  Street,  Frank- 
fort, Kentucky  40601 


scheduled  for  demonstrations  soon  are  hospitals  in 
Caldwell,  Pulaski,  Graves,  Hardin,  Ohio  and  Gray- 
son counties.  Physicians  in  these  counties  will  re- 
ceive an  announcement  prior  to  the  demonstration. 

In  a panel  meeting  with  American  Medical  As- 
sociation representatives  held  at  AMA  Headquarters 
on  December  8,  1964,  Patrick  B.  Storey,  M.D.,  di- 
rector of  the  AMA’s  Department  of  Postgraduate 
Programs,  cited  the  Vollan  Survey,  the  AMA’s 
analysis  of  the  status  of  postgraduate  medical  educa- 
tion. In  substance,  the  survey  found  that  “too  little 
was  available  and  no  design.”  Specific  reasons  why 
physicians  did  not  participate  in  postgraduate  pro- 
grams included: 

(a)  no  one  is  available  to  care  for  patients; 
physicians  in  solo  practice  have  a difficult 
time  getting  away 

(b)  courses  are  offered  at  unsuitable  times 

(c)  costs  involved  in  being  away  are  too  great 

(d)  multiplicity  of  other  meetings 

(e)  subject  matter  does  not  meet  need 

(f)  lack  of  courses  in  nearby  areas. 

In  rural  Kentucky,  where  more  than  60  percent 
of  the  state’s  three  million  population  live  and  are 
cared  for  by  less  than  50  percent  of  the  state’s  total 
physicians,  the  least  pertinent  of  the  cited  reasons 
might  be  multiplicity  of  other  meetings.  An  attempt 
to  help  meet  some  of  the  practical  needs  of  post- 
graduate education  is  the  basic  purpose  of  this  pro- 
gram. 

The  United  States  Public  Health  Service  has 
awarded  the  State  Department  of  Health  a grant 
for  initiating  the  cartridge  film  library  program. 
Through  the  terms  of  the  grant  agreement,  the  sub- 
ject matter  of  films  purchased  will  be  mostly  on 
aspects  of  chronic  disease — their  detection,  diagnosis, 
management  and  prevention.  Initially  most  film  sub- 
ject matter  will  be  on  cancer  and  related  diseases. 
However,  other  resources  are  being  recruited  to  pro- 
vide film  sources  on  subjects  in  their  area  of  interest 
so  that  every  major  medical  and  paramedical  sub- 
ject will  eventually  become  available  in  cartridge 
form.  Already  the  American  Cancer  Society,  Ken- 
tucky Chapter,  and  the  Offices  of  Tuberculosis  Con- 
trol, Dental  Health  and  Maternal  and  Child  Health, 
Kentucky  State  Department  of  Health  have  made 
(Continued  on  page  663) 
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Some  U.R.I.  patients  are  more 
miserable  than  others. 

That's  why  we  make  Novahistine® 
tablets  in  two  different  formulations. 


And  let  you  control  the  dosage. 

Each  Novahistine  LP  tablet  contains  phen. 
yiephrine  hydrochloride,  25  mg.;  and  chlor* 
pheniramine  maleate.  4 mg. 

Each  Novahistine  Singlet  tablet  contains 
phenylephrine  hydrochloride,  40  mg.;  chlor* 
pheniramine  maleate, 8 mg.;  and  acetamin- 
ophen,  500  mg. 


With  Novahistine  LP  tablets  and  Novahistine 
Singler"  tablets  you  have  the  range  and  flexibility 
of  decongestant  dosage  that  lets  you  prescribe  for 
the  needs  of  the  individual  patient. 

Novahistine  LP  tablets  are  most  useful  for  relief  of 
nasal  congestion  in  patients  without  pain  or  fever. 
Novahistine  Singlet  tablets,  which  provide  a nalgesic- 
antipyretic  effect,  as  well  as  decongestant  action, 
are  indicated  for  upper  respiratory  infections  accom- 


panied by  pain,  aches  and  fever. 

Whether  you  prescribe  Novahistine  LP  or  Nova- 
histine Singlet,  a total  daily  dose  of  3 or  4 tablets 
will  usually  provide  effective,  continuous  relief. 

Use  cautiously  in  patients  with  severe  hypertension, 
diabetes  mellitus,  hyperthyroidism  or  urinary  re- 
tention. Caution  ambulatory  patients  that  drowsi- 
ness may  result. 

PITMAN-MOORE  DIVISION  OF  THE  DOW  CHEMICAL  COMPANY.  INDIANAPOUS 


^‘Nothing  else  F ve  tried  seems  to  work,  so  I decided  to  give  you  a crack  at  it/^ 


t\ky  Medical  Association  • July  1968 
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Senate  Health  Cost  Hearings 


The  first  congressional  study  of  medical  costs 
is  underway.  Senator  Abraham  Ribicoff,  chair- 
man of  the  subcommittee,  proposes  to  find  out 
what  has  caused  health  costs  to  rise — as  they  have — 
out  of  proportion  to  other  items  on  the  Cost  of  Liv- 
ing Index. 

It  may  not  be  totally  irrelevant  to  note  that 
Senator  Ribicoff  is  running  for  re-election  this  year 
and  the  extra  newspaper  exposure  involved  in  these 
hearings  will  be  of  much  benefit  to  him. 

Tlie  forthcoming  study  is  expected  to  embrace  all 
aspects  of  hospital  and  medical  economics.  The  com- 
mittee staff  has  taken  great  pains  to  assure  repre- 
sentatives of  professional  groups  that  the  hearings 
will  be  unbiased  and  that  those  conducting  the  study 
have  no  axes  to  grind.  However  that  may  be,  Sena- 
tor Ribicoff  himself  has  set  forth  a number  of 
guiding  premises  which  sound  more  like  accusations. 

To  begin  with,  it  is  alleged  that  mortality  and 
morbidity  rates  in  the  United  States  leave  much  to 
be  desired;  that  both  the  real  and  relative  costs  of 
medical  care  are  increased  out  of  all  proportion  to 
productivity  of  hospitals  and  physicians;  that  these 
charges  are  not  constrained  by  competition  and  are 
largely  free  from  consumer  and  government  scrutiny; 
that  to  reimburse  hospitals  according  to  costs  and 
doctors  according  to  fees  for  services  is  to  encourage 
overutilization;  and  that  a much  better  job  can  be 
done  in  organizing  the  delivery  of  medical  services 
in  this  country. 

The  committee  can  readily  assemble  statistics  and 
witnesses  to  support  each  of  these  premises  (or  more 
accurately — conclusions).  We  hope,  however,  they 
will  honestly  take  account  of  certain  factors,  which 
though  politically  unattractive,  nevertheless  contrib- 
ute crucially  to  a basic  understanding  of  the  problem 
which  the  committee  is  trying  to  deal  with. 

Most  of  the  admittedly  impressive  rise  in  health 


care  costs  has  taken  place  since  the  advent  of  Medi- 
care and  Medicaid.  These  programs  are  paying  for 
comprehensive  medical  services  for  a highly  illness- 
prone  segment  of  the  population.  Not  only  does  the 
average  member  of  these  newly  covered  groups  need 
and  demand  more  medical  services  of  all  kinds  than 
the  population  as  a whole,  but  he  also  has  fewer 
incentives  to  quit  being  a patient. 

Thus  a new  range  of  services  has  been  purchased 
for  an  enormous  group  of  people  who  previously 
have  been  often  unable  to  finance  for  themselves.  At 
the  same  time,  referring  to  physicians’  services,  the 
reimbursement  program  for  Medicare  has  been  based 
on  the  explicit  condition  that  all  services  are  to  be 
charged  and  paid  for  according  to  the  physician’s 
usual  fees  for  like  service  rendered  to  others,  irre- 
spective of  the  patient’s  income  or  financial  re- 
sources. 

Thus  we  have  several  major  forces  making  for  a 
sharp — but  temporary — increase  in  medical  costs. 
Vast  new  public  funds  are  now  devoted  to  the  sup- 
port of  services  previously  largely  unfunded;  these 
services  are  being  rendered  for  people  who  require 
an  unusually  large  amount  of  medical  care;  these 
services  are  being  paid  for  at  a higher  unit  rate  than 
was  heretofore  paid  for  them.  And  all  this  inflated 
demand  has  had  to  be  absorbed  by  a profession 
whose  manpower  was  already  in  short  supply.  Thus 
the  Medicare  Act  is  inevitably  responsible  for  much 
of  the  inflation  in  our  medical  economy. 

An  objective  and  realistic  study  of  the  causes  of 
this  inflationary  phenomenon — its  nature  and  the 
possibilities  of  controlling  it — would  be  an  impor- 
tant contribution  to  the  public  welfare.  This,  how- 
ever, may  be  too  much  to  expect  from  Senator 
Ribicoff. 

William  W.  Hall,  M.D. 
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serous  otitis  media 
an  original  article 
by  Robert  H.  Lofgren,  M.D. 


A journal  within  a journal  published  periodically  in  the  inter- 
ests of  better  medicine  by  Dorsey  Laboratories,  a division  of 
The  Wander  Company,  Lincoln,  Nebraska  68501.  Address 
communications  to  Keith  W.  Sehnert,  M.D.,  Medical  Director. 


sinusitis 


the 
complaining 
earache... 
key  to 

serous  otitis  media 


nasal  allergy  -} 
deviated  septui 


aerotitis 


occluded  Eustachian  t 


adenoids  (enlarged) 


Robert  H.  Lofgren,  M.D. 

Associate  Surgeon, Massachusetts  Eye  and  Ear  Infirmary,  Boston,  Massachusetts 


Serous  otitis  media  is  probably  the  most  common 
ear  problem  in  children,  especially  in  the  winter- 
time. Diagnosis  is  usually  easy  in  adults,  but  may  be 
quite  difficult  in  children,  especially  the  very  young 
child  where  one  has  to  depend  almost  entirely  on 
the  physical  findings. 

The  symptoms  of  serous  otitis  are  a fullness  in  the 
ear,  a mild  hearing  loss  and  mild  earache.  The  ear- 
ache can  best  be  described  as  a "complaining  ear- 
ache” instead  of  a "screaming  earache”  as  found  in 
purulent  otitis  media.  A young  child  may  be  irritable 
and  pull  at  the  ear.  In  milder  cases,  and  as  the  ear 
recovers,  gurgling  and  popping  noises  can  be  heard 
in  the  ear. 

On  examination  one  may  see  a yellow  tympanic 
membrane  and  if  a fluid  level  is  present  the  diag- 
nosis becomes  easy.  However,  the  eardrum  may  be 
dull  gray,  or  slightly  pink,  or  even  perfectly  normal. 
Pneumomassage  using  a Siegle  otoscope  or  a closed- 
head  electric  otoscope  must  be  done  on  both  ears, 
otherwise  the  diagnosis  will  be  frequently  missed. 
Attempted  movement  of  the  drum  with  the  pneu- 
matic otoscope  produces  either  a sluggish  motion 
of  the  drum  or  no  motion  at  all  instead  of  the  easily 
movable  normal  drum.  The  Rinne  test  is  negative 
and  there  is  a 15-20  decibel  conductive  hearing  loss. 
The  bone  conduction  may  be  better  than  normal  and 
an  air-bone  gap  may  exist  even  with  the  air  conduc- 
tion within  normal  limits.  Occasionally  one  finds  a 


false  nerve  deafness  on  the  audiogram  when  thick 
glue-like  fluid  causes  immobility  of  both  the  oval 
and  round  window.  Both  conditions  return  to  nor- 
mal when  the  fluid  is  removed,  but  they  make  the 
interpretation  of  screening  audiograms  very  difficult. 

There  is  no  single  cause  for  serous  otitis.  One  fac- 
tor always  present  is  blockage  of  the  eustachian 
tube,  but  this  alone  is  not  enough  to  produce  fluid. 
There  must  also  be  an  inflammatory  reaction.  Block- 
age of  the  eustachian  tube  may  be  caused  by  many 
conditions.  In  children  the  most  common  cause  is 
enlarged  adenoids.  In  the  summer  the  next  most 
common  cause  is  allergy.  Upper  respiratory  infec- 
tions or  influenza  are  common  causes  in  the  winter 
Nasal  allergy,  acute  and  chronic  sinusitis,  nasal  sep- 
tal deformity  and  cleft  palate  can  all  cause  eusta 
chian  tube  obstruction.  Some  children  may  have  ^ 
congenitally  small  eustachian  tube,  but  fortunatel) 
they  usually  "grow  out  of  the  problem.” 

the  first  sign  of  a nasopharyngeal  tumor  is  often  ; 
serous  otitis.  One  must  always  rule  this  out  in  am 
adult  who  later  in  life  develops  repeated  or  persist 
ing  serous  otitis.  Causes  sometimes  overlooked  an 
nasogastric  tubes  after  surgery,  simple  obesity  anc 
cardiorenal  disease,  which  may  produce  congestioi 
in  the  mucosal  lining  of  the  eustachian  tube.  In  re 
cent  years  we  have  been  seeing  a new  cause— acut' 
otitis  media,  where  the  patient  is  adequately  treate<  i 
with  antibiotics  but  where  drainage  has  not  beei  I 


srablished  either  through  the  eardrum  or  down  the 
ustachian  tube.  A sterile  exudate  is  left  in  the  mid- 
le  ear. 


times  a day,  by  taking  a deep  breath,  holding  the 
nose  and  blowing  hard  against  the  closed  lips  for  a 
second  or  two. 


he  inflammatory  response  may  be  caused  by  a 
■larked  negative  pressure  as  in  air  otitis  from  flying, 
: it  may  be  from  a mild  bacterial  or  viral  infection 
|i  the  middle  ear.  Serous  fluid  is  a good  culture 
ledium  and  will  frequently  go  on  to  purulent  otitis 
,edia,  especially  if  the  original  blockage  was  caused 
/ an  infectious  process  such  as  acute  rhinitis  or 
lenoiditis.  When  the  infection  heals  there  may  be 
arring  in  the  middle  ear  mucosa.  Mucous  glands 
Welop  in  this  tissue  and  pour  out  a thick  mucoid 
aterial.  This  ear  usually  looks  normal  until  a 
leumatic  otoscope  is  used.  The  objectives  in  treat- 
g serous  otitis  are  to  remove  the  obstructing  agent 
id  to  provide  drainage  from  the  middle  ear.  Often 
is  can  be  accomplished  by  decongestants  and  nose 
•ops.  If  large  obstructing  adenoids  are  present  they 
lould  be  removed.  Sinusitis  should  be  treated  with 
<al  decongestants  or  nose  drops,  plus  antibiotics 
■lere  indicated.  Nasopharyngeal  tumors  should  be 
eated.  Allergies  should  be  treated  with  antihista- 
ines  and,  where  indicated,  by  desensitization. 


^ the  fluid  does  not  clear  with  medical  treatment 
[ithin  a week  or  two,  a myringotomy  should  be 
pne.  If  there  is  a question  of  active  infection  or  if 
le  fluid  looks  purulent,  as  is  seen  at  the  conclusion 
: acute  otitis,  cultures  are  taken.  On  adults  this  can 
b done  in  the  office  without  anesthesia.  It  is  no 
lore  painful  than  an  intravenous  needle  for  a blood 
■St.  A good  safe  topical  anesthetic  has  a tremen- 
bus  psychological  value  to  the  patient.  Children 
ider  the  age  of  1 require  no  anesthesia.  Between 
le  ages  of  1 and  3 anesthesia  is  not  absolutely  es- 
■ntial  although  a general  anesthetic  may  be  used  to 
'oid  the  child’s  possible  mistrust  at  follow-up  ex- 
ninations.  I usually  do  the  myringotomy  at  the 
.me  time  as  the  adenoidectomy  if  the  adenoids  are 
ilarged.  Once  drainage  has  been  established  with 
^congestants  or  by  myringotomy,  positive  pressure 
jflation  of  the  middle  ear  is  invaluable  in  forcing 
at  the  serous  fluid  and  keeping  it  from  reforming, 
■he  patient  can  do  this  himself  by  performing  the 
blsalva  maneuver.  This  should  be  done  several 


In  resistant  cases  where  the  fluid  reforms  as  soon  as 
the  myringotomy  heals,  small  polyethylene  tubes 
are  inserted  through  the  myringotomy  site.  Insertion 
of  the  tubes,  even  in  adults,  usually  requires  an 
anesthetic.  Good  anesthesia  can  be  obtained  by  in- 
filtrating the  canal  wall  with  a local  anesthetic,  using 
a #27  needle.  Once  inserted  the  patient  has  no  sen- 
sation of  the  tubes’  presence.  Be  careful  to  caution 
the  patient  or  parents  not  to  allow  any  water  to  get 
into  the  ear  canal  while  a myringotomy  is  open  or  a 
tube  is  in  place.  Water  can  be  kept  out  by  a pledget 
of  lamb’s  wool  in  the  ear  canal  or  a cotton  pledget 
thickly  coated  on  the  outside  with  petroleum  jelly. 
I check  these  patients  a week  after  a myringotomy 
to  be  sure  it  is  healed  and  at  two  month  intervals 
until  the  tubes  have  fallen  out,  usually  within  three 
to  six  months  after  insertion. 

The  mucoid  type  of  fluid  is  so  thick  and  tenacious 
that  it  is  appropriately  called  a glue  ear.  It  is  aspi- 
rated only  with  difficulty  through  the  eardrum,  and 
occasionally  must  be  removed  through  a tympan- 
otomy. This  thick,  glue-like  fluid  is  prone  to  recur, 
as  the  myringotomy  usually  heals  long  before  the 
mucous  membrane  has  returned  to  normal.  Repeated 
myringotomies,  as  many  as  ten  or  twenty,  were  for- 
merly required  for  this  condition.  Now  polyethyl- 
ene tubes  are  inserted  initially  when  this  thick,  glue- 
like material  is  found.  At  times  a subacute  mastoid- 
itis may  accompany  the  serous  otitis,  which  will 
necessitate  a simple  mastoidectomy  before  the  con- 
dition can  be  eradicated.  Usually  the  thin  serous 
fluid  readily  responds  to  decongestants  or  to  a myr- 
ingotomy and  removal  of  the  eustachian  tube  ob- 
struction. Occasionally,  however,  even  serous  fluid 
will  repeatedly  reform.  For  this,  resection  of  the 
tympanic  plexus  of  nerves  which  lies  on  the  prom- 
ontory of  the  middle  ear  has  been  carried  out,  as  the 
tympanic  branch  of  the  glossopharyngeal  nerve  is 
the  secretomotor  nerve  to  the  ear. 

failure  to  diagnose  serous  otitis  is  the  most  common 
cause  of  the  recurrent,  almost  continuous  otitis  me- 
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dia  seen  in  young  children.  In  these  cases  a myrin- 
gotomy will  frequently  provide  a long-term  cure 
without  adenoidectomy  or  any  other  surgery.  Fail- 
ure to  do  this  may  allow  the  condition  to  go  on  to 
acute  or  subacute  mastoiditis.  Adhesive  otitis  media 
with  scar  tissue  binding  down  the  ossicles  or  tym- 
panosclerosis may  also  result  with  permanent  im- 
pairment of  hearing.  The  prognosis  for  hearing 
with  adhesive  otitis  or  tympanosclerosis  is  usually 
poor.  If  the  adhesions  are  removed,  they  reform, 
and  the  same  is  frequently  true  of  tympanosclerosis 
even  after  a tympanoplasty.  For  many  of  these  peo- 
ple a hearing  aid  is  the  only  solution.  The  constant 
negative  pressure  in  long  standing  serous  otitis  me- 
dia may  draw  in  either  Schrapnell’s  membrane  or 
the  posterior  superior  portion  of  the  eardrum  form- 
ing a pocket  to  cause  a chronic  otitis  media  with 
cholesteatoma,  which  may  not  become  apparent  un- 
til twenty  or  thirty  years  later. 

The  non-medical  complications  of  improper  diag- 
nosis or  treatment  may  be  even  more  serious.  The 
irritable  child,  the  frequent  bouts  of  acute  purulent 
otitis  media  with  pain  and  fever,  the  expense  of  anti- 
biotics and  doctors,  and  the  time  lost  from  school  or 
work  affect  the  entire  family. 

In  summary,  serous  otitis  has  many  causes.  There  is 
a blocking  of  the  eustachian  tube  and  an  inflamma- 
tory reaction  in  the  middle  ear  mucosa,  the  latter 
usually  caused  by  a mild  infection.  The  treatment  is 
to  provide  immediate  drainage  by  decongestants 
and  where  necessary,  by  a myringotomy.  The  ob- 
structing agent  must  be  removed  by  surgery  if  it  is 
adenoid  or  by  oral  decongestants,  and  antihista- 
mines or  nasal  spray  if  it  is  an  upper  respiratory 
infection  or  allergy.  Occasionally  resistant  cases  re- 
quire plastic  tubes  placed  through  the  eardrum  or 
other  more  radical  surgery.  Failure  to  treat  properly 
leads  to  hearing  loss  which  may  be  permanent,  re- 
peated acute  otitis  media  or  possibly  even  chronic 
otitis  media  with  cholesteatoma. 
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You  know  it  as  Triaminic  Syrup,  but  mothers  of 
kids  with  colds  and  allergies  know  it  as  the  orange- 
colored,  good-tasting  medicine  that  makes  life  a 
lot  more  livable  at  either  end  of  the  teaspoon. 
Triaminic  Syrup  contains  not  one,  but  two  antihis- 
tamines, plus  an  effective  oral  nasal  decongestant. 
This  balanced  formulation  has  promptly  and  effec- 
tively relieved  nasal  congestion  for  so  many. 


TRIAMINIC'SYRUP 


Each  teaspoonful  (5  ml.)  contains:  phenylpropanol- 
amine hydrochloride  12.5  mg.;  pheniramine  male- 
ate  6.25  mg.;  pyrilamine  maleate  6.25  mg.  Side 
effects;  Drowsiness,  blurred  vision,  cardiac  palpi- 
tations, flushing,  dizziness,  nervousness  or  gastro- 
intestinal upsets.  Precautions:  The  possibility  of 
drowsiness  should  be  considered  by  patients  en- 
gaged in  mechanical  operations  requiring  alert- 
ness. Use  with  caution  in  patients  with  hyperten- 
sion, heart  disease,  diabetes  or  thyrotoxicosis. 
Dosage:  Children  1-6,  Vz  tsp.;  Children  6-12,  1 
tsp.;  Adults,  2 tsp.  Administer  every  4 hours. 
Supplied:  Bottles  of  4 fl.  oz.,  pints. 
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ONTROL  FOOD  AND  MOOD  ALL  DAY  LONG  WITH  A SINGLE  MORNING  DOSE 


ne  Ambar  Extentab  before  breakfast  can 
j:lp  control  most  patients’  appetite  for  up 
12  hours.  Methamphetamine,  the  appe- 
i;e  suppressant,  gently  elevates  mood  and 
|;lps  overcome  dieting  frustrations.  Pheno- 
|irbital,  the  sedative  in  Ambar,  controls  irritability  and 
'ixiety. . .helps  maintain  a state  of  mental  calm  and  equa- 
jtnity.  Both  work  together  to  ease  the  tensions  that  erode 
|e  willpower  during  periods  of  dieting, 
iso  available:  Ambar  #1  Extentabs®— methamphetamine 
drochloride  10  mg.,  phenobarbital  64.8  mg.  (1  gr.)  (Wam- 
g:  may  be  habit  forming). 
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methamphetamine  HCl  15  mg., 
phenobarbital  64.8  mg.  (1  gr.) 
(Warning:  may  be  habit  forming). 


BRIEF  SUMMARY/Indlcations:  Ambar 
suppresses  appetite  and  helps  offset  emo- 
tional reactions  to  dieting.  Contraindica- 
tions: Hypersensitivity  to  barbiturates  or 
sympathomimetics;  patients  with  advanced 
renal  or  hepatic  disease.  Precautions:  Administer  with  cau- 
tion in  the  presence  of  cardiovascular  disease  or  hypertension. 
Side  Effects:  Nervousness  or  excitement  occasionally  noted, 
but  usually  infrequent  at  recommended  dosages.  Slight  drows- 
iness has  been  reported  rarely.  See  package  insert  for  further 
details.  a.  h.  robins  company,  >I-H»r)n R I N ^ 
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From  the  files  of  the 

COMMITTEE  FOR  THE 


STUDY  OF  MATERNAL  MORTALITY 


CASE  31-66.  A 26  year  old  married  white  gravi- 
da 5 para  4 whose  expected  date  of  delivery 
was  October  8,  1966  was  admitted  in  labor  at 
7 a.m.  on  September  27,  1966.  The  membranes  had 
ruptured  spontaneously  at  home  about  2:30  a.m., 
and  the  patient  began  having  contractions  at  five- 
minute  intervals  at  about  3 a.m.  On  admission,  the 
blood  pressure  was  114/62,  the  fetal  heart  beat  was 
of  good  quality,  counted  at  rates  varying  between 
160  and  190  per  minute,  and  her  temprature  was 
100°.  She  was  given  1,200,000  units  of  long-acting 
Bicellin  intramuscularly  because  of  the  fever,  to- 
gether with  5 mg  Synkavite.  Rectal  examination 
showed  the  cervix  to  be  2-3  cm  dilated,  with  the 
presenting  part  at  station  -3. 

At  8:30  a.m.  her  pulse  was  100,  and  her  blood 
pressure  90/50.  She  was  experiencing  moderate  con- 
tractions at  five  to  six-minute  intervals,  lasting  30  to 
40  seconds.  At  9:30  a.m.  her  pulse  was  96,  her 
blood  pressure  was  110/70,  and  the  fetal  heart  beat 
was  counted  at  172.  On  rectal  examination  the  cervix 
was  dilated  to  3 to  4 cm,  and  the  head  was  still  at 
station  -3.  She  was  uncomfortable,  and  was  given 
50  mg  Vistaril  and  50  mg  Demerol  at  11:40  a.m. 
for  discomfort.  At  12:30  p.m.  the  cervix  was  3 cm 
dilated,  the  station  was  -2,  the  fetal  heat  beat  was  of 
good  quality  at  160,  the  blood  pressure  was  100/60, 
and  the  pulse  was  100.  The  patient’s  contractions 
were  described  as  harder  than  before  and  she  was 
observed  to  be  passing  thick  meconium  per  vaginam. 
Her  physician  was  notified  of  these  findings.  At 
3 p.m.  the  cervix  was  4 cm  dilated,  the  head  was  at 
station  -2,  and  the  fetal  heart  beat  was  slow  during 
a contraction,  but  sped  up  to  160  during  the  intervals 
between  contractions.  No  forelying  umbilical  cord 
could  be  felt  to  account  for  the  bradicardia.  Nasal 
oxygen  was  started  at  5 liters  at  3:15  p.m.,  and  an 
infusion  of  1000  cc  of  5%  glucose  in  water  was  be- 
gun. At  4:40  p.m.  she  was  having  uterine  contrac- 
tions every  one  to  two  minutes,  lasting  50  seconds. 
The  blood  pressure  was  126/80,  and  the  fetal  heart 
beat  was  counted  at  148.  At  6 p.m.  the  contrac- 
tions were  recurring  at  one  and  one-half  to  two 
minute  intervals,  and  the  cervix  was  still  5 cm  dilated 
when  checked  rectally.  The  fetal  heart  beat  was  not 
recorded  after  this.  An  x-ray  was  made  of  the 
abdomen  and  chest  at  8:30  p.m.,  and  from  the  film 
the  diagnosis  of  a “macro-hydrocephalic  infant”  was 
made. 

A surgical  consultation  was  obtained.  Because  of 
the  extremely  hard  contractions,  it  was  felt  the  pa- 
tient would  best  be  delivered  by  cesarean  section 
even  though  the  infant  was  believed  to  be  dead.  She 


received  75  mg  Demerol  and  50  mg  Vistaril  at  9:10 
p.m.,  and  a cesarean  section  was  performed.  Before 
the  uterus  was  opened  it  was  obvious  that  the  patient 
had  sustained  an  occult  uterine  rupture  in  the  area 
of  the  broad  left  ligament.  The  stillborn  megalo- 
cephalic  infant  weighed  10  pounds  four  ounces.  The 
tear  in  the  uterus  was  closed  and  a tubal  ligation 
was  performed  after  the  surgical  incision  in  the 
uterus  was  closed  in  the  conventional  manner.  The 
patient  lost  considerably  more  blood  than  usual 
during  the  section  because  the  uterus  did  not  con- 
tract; however,  when  additional  oxytocics  were  given 
the  uterus  contracted  and  the  abdomen  was  closed. 
After  closure  the  uterus  was  again  boggy  and  the 
blood  pressure  was  “unstable”.  The  pantient  did  not 
respond  to  the  administration  of  two  units  of  blood, 
which  was  the  estimated  blood  loss  at  this  time. 
The  uterus  would  remain  firm  only  as  long  as  it  was 
constantly  massaged,  during  a period  of  40  to  45 
minutes. 

Because  of  the  patient’s  deteriorating  condition 
resulting  from  the  continued  loss  of  blood  from  the 
boggy  uterus,  an  emergency  supravaginal  hysterec- 
tomy was  performed  without  anesthesia.  Both  ovaries 
and  tubes  were  removed  for  technical  reasons.  It 
was  observed  that  the  sutures  used  to  accomplish 
hemostasis  of  the  cuff  were  not  entirely  successful, 
and  there  was  also  significant  oozing  from  the  an- 
terior abdominal  wall.  A fibrin  index  was  obtained 
at  this  time  and  the  patient  was  found  to  be  severely 
hypofibrinogenemic.  Three  units  of  whole  fresh  blood 
were  given  in  rapid  succession  to  correct  this.  The 
fibrin  index  returned  to  normal  within  approximate- 
ly two  hours,  but  oozing  continued  from  her  puncture 
sites  and  she  remained  in  shock  with  a systolic 
blood  pressure  of  80  or  below. 

She  received  1 gm  fibrinogen  and  more  blood  to  a 
total  of  10  pints  of  which  the  last  five  were  freshly 
drawn;  Isuprel  was  also  given.  She  also  received  20 
gm  of  calcium  gluconate  over  a four-hour  period  and 
Solucortef  intravenously  at  hourly  intervals.  In  spite 
of  these  measures  she  died  at  9:30  p.m.  on  October 
27,  1966.  There  was  no  autopsy.  The  final  diagnosis 
was  occult  uterine  rupture  due  to  prolonged  labor 
and  cephalopelvic  disproportion  due  to  a megalo- 
cephalic  infant;  amniotic  fluid  and  meconium  em- 
bolism; and  hypofibrinogenemia. 

Comments 

The  Committee  classified  this  as  a direct  obstetrical 
death  with  possible  preventable  factors.  Without  an 
autopsy  one  cannot  be  positive  of  the  diagnosis  of 


602 


July  1968  • The  Journal 


amniotic  fluid  and  meconium  embolism.  She  could 
well  have  had  intra-abdominal  bleeding.  Hypofibrino- 
genemia  was  suspected  and  confirmed  by  the  low 
fibrin  index.  It  is  equally  helpful  to  tape  a test-tube 
of  blood  to  the  bed  and  observe  the  clot  regularly  to 
make  certain  it  does  not  lyse.  If  more  fibrinogen 
had  been  available  or  could  have  been  obtained,  it 
might  have  been  wise  to  administer  it.  The  Com- 
mittee felt  the  decision  to  do  the  section  rather  than 
try  to  decompress  the  head  and  deliver  her  vaginal- 
ly  was  correct.  Had  this  not  been  done  there  may 
have  been  a longer  lag  before  the  ruptured  uterus 
was  discovered. 
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Don’t  let  monilia 
cut  broad-spectrum  therapy  short. 


„ start  with 

Tetrex-F 

tetracycline  phosphate 
complex-nystatin 


Use  of  broad-spectrum  antibiotics  can  cause 
fungal  overgrowth  in  the  alimentary  tract... 
and  give  rise  to  symptoms  so  troublesome 
that  therapy  must  be  prematurely  stopped. 
Tetrex-F  (tetracycline  phosphate  complex- 
nystatin)  helps  you  circumvent  this  problem. 

The  nystatin  can  prevent  overgrowth  of 
monilia;  the  phosphate  complex  delivers  tet- 
racycline to  the  blood  rapidly.  Side  effects 
are  infrequent. 

High-Risk  Patients 

Tetrex-F  (tetracycline  phosphate  complex- 
nystatin)  is  especially  useful  in  patients  most 
susceptible  to  fungal  overgrowth  during  tet- 
racycline therapy:  (1)  the  elderly  or  debili- 
tated, (2)  young  children,  (3)  the  diabetic, 

(4)  those  on  long-term  tetracycline  therapy, 

(5)  those  on  steroid  therapy,  (6)  those  who 
have  had  moniliasis  before,  and  (7)  pregnant 
patients  with  a history  of  monilial  vaginitis. 

When  you  start  with  economical  Tetrex-F 
(tetracycline  phosphate  complex-nystatin), 
you  can  complete  the  full  course  of  broad- 


spectrum  therapy  with  less  chance  of  los-' 
ing  control  elsewhere.  A good  start  for  a 
healthy  finish. 

PRESCRIBING  INFORMATION.  For  complete  informatior 
consult  Official  Package  Circular.  Imlications:  Infections  of  res  : 
piratory,  gastrointestinal  and  genitourinary  tracts  and  skin  am 
soft  tissues  due  to  tetracycline-sensitive  organisms,  in  patient 
with  increased  susceptibility  to  monilial  infections.  Coniraindi 
cations:  The  drug  is  contraindicated  in  patients  hypersensilivi 
to  its  components.  H'arnings:  Photodynamic  reactions  have  beei 
produced  by  tetracyclines.  Natural  and  artificial  sunlight  shouli 
be  avoided  during  therapy.  .Stop  treatment  if  skin  discomforll 
occurs.  With  renal  impairment,  systemic  accumulation  and  hep 
atotoxicity  may  occur.  In  this  situation,  lower  doses  should  b 
used.  Tooth  staining  and  enamel  hypoplasia  may  be  induce 
during  tooth  development  (last  trimester  of  pregnancy,  neonati 
period  and  childhood).  Precautions:  Bacterial  superinfectior 
may  occur.  Infants  may  develop  increased  intracranial  pressui 
with  bulging  fontanels.  In  gonorrheal  therapy,  serologic  tes 
for  syphilis  should  be  conducted  initially  and  monthly  for 
months.  Adverse  Reactions:  Glossitis,  stomatitis,  nausea,  dia 
rhea,  flatulence,  proctitis,  vaginitis,  dermatitis,  and  allergic  r 
actions  may  occur.  Usual  Adult  Dosage:  1 capsule  q.i.d.  Co 
tinue  for  10  days  in  Beta-hemolytic  streptococcal  infectior 
Administer  one  hour  before  or  two  hours  after  meals.  SuppUe 
Capsules,  bottles  of  16  and  100.  Each  capsule  contains  tcti 
cycline  phosphate  complex  equivalent  to  250  mg.  tetracycll 
HCl  activity  and  250,000  units  of  nystatin.  For  Oral  Suspensic 
125  mg.  tetracycline  and  125,000  u.  nystatin/5  ml.,  60  ml.  bottles 
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Enduron:  (methyclothiazide)  A basic 
building  block  for  mild  hypertensives 


Excellent  day-long  Na""  output, 
yet  easy  on  the 

Enduron  provides  an  excellent  starting  therapy.  Your  patient’: 
sodium  excretion  is  greatly  enhanced.  Yet  potassium  loss  is  low 
The  therapeutic  action  is  smooth,  and  persists  for  a full  24  hours 
With  Enduron  you  can  prescribe  convenient  once-a-day  dosag 
without  skimping  your  patients  on  day-long  thiazide  effectiveness 
Of  course,  as  with  all  thiazides,  supplemental  dietary  potassiun 
should  also  be  considered. 

Use  Enduron  as  a basic  therapy  in  patients  with  mild  to  moc 
erate  hypertension.  A single  5-mg.  tablet  each  day  is  ample  i 
most  cases. 


Once  a day,  every  day 

ENDURON 

MEfflyCLOIHIAZIDE 


MILD  TO  MODERATE  TO  SEVER 


See  Brief  Summary  on  final  page  of  advertisement 


Enduronyl:  Its  deserpidine  component 
idds  response  in  moderate  hypertension 


Less  frequent  rauwolfia  side 
effects  than  with  reserpine 

When  you  wish  to  build  further  response,  consider  shifting  to 
Enduronyl. 

Enduronyl  adds  a building  block  of  deserpidine.  This  is  a puri- 
fied rauwolfia  alkaloid  available  only  from  Abbott.  It  adds  good 
antihypertensive  and  tranquilizing  activity.  Yet  its  incidence  of 
untoward  effects,  particularly  lethargy  and  depression,  is  lower 
than  with  reserpine. 

Enduronyl  is  available  plain  or  Forte.  The  latter  provides  its 
variation  where  most  helpful,  by  doubling  the  deserpidine. 

Use  Enduronyl  for  patients  throughout  the  broad  range  of  mild 
to  moderately  severe  hypertension. 
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MILD  TO  MODERATE  TO  SEVERE 


See  Brief  Summary  on  final  page  of  advertisement 
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Eutron:  A unique  combination  for  handling 
moderate  to  severe  cases  - 
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Affords  almost  uniform  diastolic 
reduction  in  all  body  positions 

Eutron  lowers  diastolic  pressures  nearly  equally,  whether  youi 
patient  is  standing  up  or  lying  down. 

Thus,  in  clinical  trials,  average  standing  diastolic  readings  were 
reduced  from  112  pre-treatment  to  90  post-treatment;  sitting  frorr 
115  to  95;  and  recumbent  from  112  to  94. 

Note  that  following  Eutron,  the  diastolic  reductions  were  nearl) 
alike  in  all  three  body  positions. 

Use  Eutron  for  managing  your  moderate  to  severe  cases.  Ik 
building  blocks  enhance  each  other;  hence  lesser  doses  often  suffice 


Once  a day,  every  day 
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MILD  TO  MODERATE  TO  SEVERE 


See  Brief  Summary  on  final  page  of  advertisement 
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ENDURON 

MEIHlCLIITHItZIDE 


ENDURONYi: 

Each  tablet  contains 
Methyclothiazide  5 mg.  with 
Deserpidine  0.25  mg.  or  0.5  mg. 


indications:  Edema  and  mild  to  moderate  hypertension 
(Enduron),  and  mild  to  moderately  severe  hypertension 
(Enduronyl).  More  potent  agents,  if  added,  can  be  given 
at  reduced  dosage. 

Contraindications:  Sensitivity  to  thiazides;  severe  renal 
disease  (except  nephrosis)  or  shutdown;  severe  hepatic 
disease  or  impending  hepatic  coma  (hepatic  coma  due  to 
hypokalemia  has  been  reported  in  patients  on  thiazides). 
Do  not  use  Enduronyl  in  severe  mental  depression,  sui- 
cidal tendencies,  active  peptic  ulcer,  or  ulcerative  colitis. 
Warnings:  Consider  possible  sensitivity  where  there  is 
history  of  allergy  or  asthma.  If  added  potassium  is  indi- 
cated, dietary  supplementation  is  recommended.  Reserve 
enteric-coated  potassium  tablets  for  cautious  use  only 
when  necessary,  as  they  may  induce  serious  or  fatal 
small  bowel  lesions  (stenosis  with  or  without  ulceration), 
cause  obstruction,  hemorrhage,  and  perforation  often 
requiring  surgery;  discontinue  them  immediately  if  ab- 
dominal pain,  distention,  nausea,  vomiting,  or  g.i.  bleed- 
ing occurs.  Neither  Enduron  nor  Enduronyl  contains 
added  potassium. 

Precautions:  Use  thiazides  cautiously  in  severe  renal 
dysfunction,  impaired  hepatic  function  or  progressive 
liver  disease;  also  in  pregnancy  (bone  marrow  depres- 
sion, thrombocytopenia,  and  altered  carbohydrate  me- 
tabolism have  been  reported  in  certain  newborn).  In 
surgery,  thiazides  may  reduce  response  to  vasopressors, 
and  increase  response  to  tubocurarine.  Antihypertensive 
response  may  be  enhanced  following  sympathectomy. 
Watch  for  electrolyte  imbalance  (e.g.,  hyponatremia)  in 
all  patients.  In  hypokalemia  (especially  in  digitalized  pa- 
tients) give  supplemental  potassium.  In  hypochloremic 
alkalosis,  give  supplemental  chloride. 

Use  rauwolfias  with  caution  in  patients  with  history  of 
peptic  ulcer.  Rauwolfias  with  anesthetics  may  produce 
hypotension  and  bradycardia.  Discontinue  Enduronyl  two 
weeks  before  elective  surgery.  Consider  vagal  blocking 
agents  during  emergency  surgery.  In  epilepsy,  adjust 
anticonvulsant  dosage.  In  electroshock,  shorten  stimulus 
strength  and  duration.  In  occasional  patients  with  de- 
pressive tendencies,  rauwolfias  may  precipitate  severe 
mental  depression  that  usually  disappears  when  drug  is 
stopped. 

Adverse  Reactions:  Thiazide  reaction  include  blood  dys- 
crasias  (thrombocytopenia  with  purpura,  agranulocytosis, 
aplastic  anemia):  elevation  of  BUN,  serum  uric  acid  or 
blood  sugar;  anorexia,  nausea,  vomiting,  diarrhea,  head- 
ache. dizziness,  paresthesia,  weakness,  skin  rash,  photo- 
sensitivity, jaundice,  symtomatic  gout,  and  pancreatitis. 
Cutaneous  vasculitis  in  the  elderly  has  been  reported 
With  other  thiazides.  Adverse  effects  with  deserpidine  are 
qualitatively  similar  to  those  with  reserpine,  but  their  in- 
cidence is  lower.  These  include  nasal  stuffiness,  ab- 
dominal cramps  or  diarrhea,  nausea,  headache,  weight 
gain,  reduced  libido  and  potency,  peptic  ulcer  aggrava- 
tion, epistaxis,  skin  eruption,  asthma  in  susceptible  pa- 
tients, electrolyte  imbalance,  excessive  salivation,  and  a 
reversible  Parkinson’s  syndrome.  Excessive  drowsiness, 
fatigue,  weakness,  and  nightmares  may  signal  mental  de- 
pression. Thrombocytopenia,  purpura,  and  a symptom 
manifested  by  dull  sensorium,  deafness,  uveitis,  glaucoma, 
and  optic  atrophy  are  rare  allergic  reactions  to  other 
rauwolfias.  Hypotension  from  antihypertensive  agents 
may  precipitate  angina  attacks  in  susceptible  individuals. 
Usually  adverse  reactions  disappear  when  drug  is  with- 
drawn. 


EUTRON 


TM  Each  tablet  contains 

Pargyline  Hydrochloride  25  mg. 
with  Methyclothiazide  5 mg. 


/nd/caf/ons— Moderate  to  severe  hypertension. 
Confra/nd/caf/ons— Pheochromocytoma,  paranoid  schizo- 
phrenia, hyperthyroidism  and  advanced  renal  failure.  Not 
recommended  in  malignant  hypertension,  children  under 
12,  pregnant  patients. 

Do  not  use  with:  centrally  or  peripherally  acting  sym- 
pathomimetic drugs:  foods  high  in  tyramine  (e.g.,  aged 
and  natural  cheeses):  parenteral  reserpine  or  guanethi- 
dine;  imipramine,  amitriptyline,  desipramine,  nortripty- 
line or  their  analogues;  other  monoamine  oxidase  inhib- 

TM-TRADEMARK 


Itors;  methyidopa  or  dopamine;  separate  Eutron  and 
these  agents  by  two  weeks. 

Sensitivity  to  thiazides;  severe  renal  disease  (except 
nephrosis)  or  shutdown;  severe  hepatic  disease;  impend- 
ing hepatic  coma  from  thiazide-induced  hypokalemia. 

Warn/ngs— Patients:  1.  No  other  drugs  (particularly  “cold 
preparations”  and  antihistamines),  cheese  or  alcohol 
without  physician’s  consent.  2.  Promptly  report  ortho- 
static symptoms,  severe  headache,  other  unusual  symp- 
toms. 3.  Angina  pectoris  or  coronary  artery  disease 
patients  must  not  increase  physical  activity  with  improved 
anginal  symptoms  or  well-being. 

Physicians;  1.  Use  antihistamines,  hypnotics,  sedatives, 
tranquilizers  and  narcotics  (meperidine  contraindicated) 
cautiously  in  reduced  doses.  2.  Stop  Eutron  two  or  more 
weeks  before  elective  surgery:  in  emergency  surgery  re- 
duce premedication  (narcotics,  sedatives,  analgesics, 
etc.)  to  1/4  to  1/5;  carefully  adjust  anesthetic  dosage  to 
patient  response.  3.  Use  cautiously  in  advanced  renal 
failure.  4.  Pargyline  may  induce  hypoglycemia.  5.  Con- 
sider possible  sensitivity  reactions  when  a history  of 
allergy  or  asthma  is  present.  6.  If  potassium  is  indicated, 
dietary  supplement  is  recommended;  enteric-coated  po- 
tassium tablets  may  induce  serious  or  fatal  small  bowel 
lesions  (stenosis  with  or  without  ulceration),  cause  ob- 
struction, hemorrhage,  and  perforation  frequently  re- 
quiring surgery;  discontinue  medication  immediately  if 
abdominal  pain,  distention,  nausea,  vomiting  or  gastro- 
intestinal bleeding  occurs;  Eutron  does  not  contain 
added  potassium.  7.  Possible  systemic  lupus  erythema- 
tosus has  been  reported  for  thiazides. 

Precauf/ons— Pargyline;  Use  cautiously  at  reduced  dosage: 
caffeine,  alcohol,  antihistamines,  barbiturates,  chloral 
hydrate,  other  hypnotics,  sedatives,  tranquilizers,  nar- 
cotics. Periodically  do  urinalyses,  blood  counts,  liver 
function  tests,  etc.  Use  with  caution  in  liver  disease. 
Watch  for  orthostatic  hypotension,  especially  in  impaired 
circulation  (e.g.,  angina  pectoris,  coronary  artery  dis- 
ease, cerebral  arteriosclerosis):  also,  augmented  hypo- 
tension in  concomitant  febrile  illnesses.  Reduce  or  dis- 
continue if  hypotension  is  severe.  In  impaired  renal 
function  watch  for  cumulative  drug  effects,  elevated  BUN 
and  other  evidence  of  progressive  renal  failure;  withdraw 
drug  if  these  persist.  In  surgery  increased  central  de- 
pressant response  (hypotension  and  increased  sedative 
effect)  can  be  controlled  by  (1)  discontinuing  at  least  two 
weeks  prior;  (2)  in  emergency  surgery  lowering  dose  of 
premedication:  (3)  when  necessary,  administering  a vaso- 
pressor. Do  not  use  in  hyperactive  and  hyperexcitable 
patients.  Pargyline  may  unmask  severe  psychotic  symp- 
toms where  emotional  problems  pre-exist.  Use  cautiously 
in  Parkinsonism,  especially  with  antiparkinsonian  agents. 
In  prolonged  therapy,  examine  for  change  in  color  per- 
ception, visual  fields,  fundi  and  visual  acuity.  Also,  pro- 
longed therapy  has  made  certain  patients  refractory  to 
nerve  blocking  effects  of  local  anesthetics. 

Methyclothiazide;  Use  cautiously  in  severe  renal  dys- 
function, impaired  hepatic  function  or  progressive  liver 
disease:  also  in  pregnancy  (bone  marrow  depression, 
thrombocytopenia,  and  altered  carbohydrate  metabolism 
have  been  reported  in  certain  newborn).  In  surgery  thia- 
zide may  reduce  vasopressor  response  and  increase  tu- 
bocurarine response.  Antihypertensive  response  may  be 
enhanced  following  sympathectomy.  Watch  for  electro- 
lyte imbalance  (e.g.,  hyponatremia).  Give  supplemental 
chloride  if  hypochloremic  alkalosis  occurs  and  supple- 
mental potassium  if  hypokalemia  occurs  (especially  in 
digitalized  patients).  Thiazides  may  decrease  serum 
P.B.I.  without  signs  of  thyroid  disturbance. 

Adverse  Reactions — PargyUne:  Orthostatic  hypotension 
and  associated  symptoms,  mild  constipation,  fluid  reten- 
tion, edema,  dry  mouth,  sweating,  increased  appetite, 
arthralgia,  nausea,  vomiting,  headache,  insomnia,  diffi- 
cult in  micturition,  nightmares,  impotence,  delayed  ejac- 
ulation, rash,  purpura,  weight  gain,  hyperexcitability, 
increased  neuromuscular  activity  and  other  extrapy- 
ramidal  symptoms.  Drug  fever  is  extremely  rare.  Reduc- 
tion in  blood  sugar  and  hypoglycemic  effects  are  pos- 
sible. Congestive  heart  failure  has  been  reported  in  a 
few  patients  with  reduced  cardiac  reserve. 

Methyclothiazide:  Blood  dyscrasias  (thrombocytopenia 
with  purpura,  agranulocytosis,  aplastic  anemia);  eleva- 
tion of  BUN,  blood  sugar  or  serum  uric  acid  (gout  may 
be  induced);  anorexia,  nausea,  vomiting,  diarrhea,  head- 
ache, dizziness,  paresthesia,  weakness,  skin  rash,  photo- 
sensitivity, jaundice  and  pancreatitis.  Cu- 
taneous vasculitis  in  elderly  patients  has 
been  reported  with  other  thiazides. 

If  side  effects  are  severe  or  persist,  re- 
duce dosage  or  withdraw  drug.  8(M43sr 
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For  him,  commencement 


Magna 

cum 

depression 


and/or  addition  of  a tranquilizer  or 
temporary  discontinuation  of  the  drug, 
epileptiform  seizures,  orthostatic 
hypotension  and  substantial  blood 
pressure  fall  in  hypertensive  patients, 
purpura,  transient  jaundice,  bone  mar- 
row depression  including  agranulocy- 
tosis, sensitization  and  skin  rash 
including  photosensitization,  eosino- 
philia,  and  mild  withdrawal  symptoms 
on  sudden  discontinuation  after  pro- 
longed treatment  with  high  doses. 
Occasional  hormonal  effects  (im- 
potence, decreased  libido,  and  estro- 
genic effects)  may  be  observed. 
Atropine-like  effects  may  be  more 
pronounced  (e.g.  paralytic  ileus)  in 
susceptible  patients  and  in  those 
using  anticholinergic  agents  (includ- 
ing antiparkinsonism  drugs). 
Outpatient  Adult  Dosage:  Initially, 

75  mg.  daily,  increased,  if  necessary, 
to  150  or  200  mg.  Maintenance  dosage 
may  be  lower,  50  to  150  mg.  daily,  if 
possible. 


Geriatric  and  Adolescent  Dosage: 
Initially,  30  or  40  mg.  daily,  which  may 
be  increased  according  to  response 
and  tolerance.  It  is  usually  unneces- 
sary to  exceed  100  mg.  daily. 

A lag  in  therapeutic  response,  lasting 
from  a few  days  to  a few  weeks, 
should  be  expected.  When  dosage 
recommendations  are  already  being 
followed,  increasing  the  dosage  does 
not  normally  shorten  this  latency 
period  and  may  increase  the  inci- 
dence of  adverse  reactions. 
Availability:  Round  tablets  of  25  and 
50  mg.;  triangular  tablets  of  10  mg. 
for  geriatric  and  adolescent  use;  and 
ampuls,  each  containing  25  mg.  in 
2 cc.  for  I.M.  administration. 
(B)R-46-850-C 


For  complete  details,  please  refer  to 
the  full  Prescribing  Information. 


For  his  mother,  the  beginning 
of  his  career  may  seem  the  end 
of  hers.  The  end  of  feeling 
nee(de(j  and  useful.  The  begin- 
ning, perhaps,  of  a pathological 
depression. 

Tofranil  can  often  relieve  the 
symptoms  of  her  depression.  If 
it  can  relieve  her  mental  anguish, 
you  may  be  able  to  help  her 
graduate  into  a new  and  fruitful 
life  of  her  own. 

Tofranil  could  be  her  commence- 
ment, too. 

Tofranil*  Geigy 

imipramine 

hydrochloride 

in  depression 


The  use  of  Tofranil  in  patients  receiving 
M.A.O.I.’s  is  contraindicated. 

In  patients  with  cardiovascular  disease, 
hyperthyroidism  or  increased  intraocular 
pressure;  in  those  receiving  anticholinergics 
(including  antiparkinsonism  agents),  thyroid 
medication  or  adrenergic  neuron-blocking 
antihypertensive  agents;  and  in  those  in  the 
first  trimester  of  pregnancy,  the  precautions 
discussed  in  the  Prescribing  Information 
should  be  carefully  observed.  Although  toxic 
reactions  severe  enough  to  require  discontinua- 
tion of  Tofranil  are  uncommon,  please  refer 
to  the  Prescribing  Information  for  a description 
of  such  instances  when  discontinuation  may 
be  necessary. 


Geigy  Pharmaceuticals 

Division  of  Geigy  Chemical  Corporation 

Ardsley,  New  York  10502 


Tofranil®,  imipramine  hydrochloride 


/nd/caf/ons;  Tofranil  is  recommended 
for  the  treatment  of  depressive  states 
of  diverse  psychopathology. 
Contraindications:  The  concomitant 
use  of  this  agent  and  monoamine  oxi- 
dase inhibiting  (M.A.O.I.)  compounds 
is  contraindicated.  Hyperpyretic  crises 
or  severe  convulsive  seizures  may 
occur.  Potentiation  of  adverse  effects 
can  be  serious  or  even  fatal.  An  inter- 
val of  at  least  7 days  after  M.A.O.I. 
therapy  has  been  discontinued  should 
be  allowed  before  this  drug  may  be 
substituted.  Initial  dosage  should 
be  low,  increases  should  be  gradual, 
and  the  patient’s  progress  should  be 
carefully  observed. 

Warning:  Clinical  reports  have  sug- 
gested that  there  may  be  a risk  of 
teratogenesis  associated  with  the  use 
of  this  compound  during  the  first  tri- 
mester of  pregnancy.  Unless,  in  the 
opinion  of  the  prescribing  physician, 


the  potential  benefits  outweigh  the 
possible  risks,  it  should  not  be  used 
during  the  first  trimester  of  pregnancy. 
Cardiovascular  complications,  includ- 
ing myocardial  infarction  and  arrhyth- 
mias, have  occasionally  occurred  in 
susceptible  individuals.  Patients  with 
cardiovascular  disease  should  be 
given  the  drug  only  under  careful  ob- 
servation and  in  low  dosage. 
Precautions:  Since  suicide  is  always  a 
possibility  in  severely  depressed  pa- 
tients and  one  which  may  persist  until 
significant  remission  occurs,  such 
patients  should  be  carefully  super- 
vised during  early  treatment.  Some 
severely  depressed  patients  may  also 
require  hospitalization  and/or  con- 
comitant electroconvulsive  therapy. 
Because  of  its  anticholinergic  effect, 
caution  should  be  observed  in  pre- 
scribing the  drug  for  patients  with 
increased  intraocular  pressure. 

In  rare  instances,  transient  cardiac 
arrhythmias  have  occurred  in  hyper- 


thyroid patients  and  in  patients  re- 
ceiving thyroid  medication  when 
this  compound  was  added  to  the 
regimen. 

Imipramine  may  block  the  pharma- 
cologic activity  of  guanethidine  and 
other  related  adrenergic  neuron- 
blocking agents. 

The  drug  is  not  recommended  at  the 
present  time  in  patients  under  12  years 
of  age. 

Adverse  Reactions:  Dryness  of  the 
mouth,  tachycardia,  constipation,  dis- 
turbances of  accommodation,  sweat- 
ing, dizziness,  weight  gain,  urinary 
frequency  or  retention,  nausea  and 
vomiting,  peripheral  neuritis,  mild 
parkinson-like  syndrome,  tremors, 
rare  cases  of  falling  in  elderly  pa- 
tients, confusional  states  (with  such 
symptoms  as  hallucinations  and  dis- 
orientation), activation  of  psychosis  in 
schizophrenics  and  agitation  (includ- 
ing hypomanic  and  manic  episodes) 
which  may  require  dosage  reduction 
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Part  of 
the  fine  art 
of  medicine 


DARVON 
COMPOUND-65 


Each  Pulvule®  contains  65  rag.  propoxyphene  hydrochloride, 
227  rag.  aspirin.  162  mg.  phenacetin,  and  32.4  rag.  caffeine. 


Additional  information  available  to 
physicians  upon  request. 

ELI  LILLY  AND  COMPANY  . 
INDIANAPOLIS.  INDIANA  46206 
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Pancreatic  Injuryt 

Kenneth  H.  McCrocklin,  M.D.,  F.A.C.S.* * 

Louisville.  Kentucky 


Forty-one  cases  of  injury  to  the  pancreas 
from  external  trauma  are  reported. 
Twenty-four  were  penetrating  injuries 
and  17  were  from  blunt  trauma.  Factors 
influencing  the  symptoms,  diagnosis, 
treatment,  complications  and  mortality 
are  studied. 

PANCREATIC  injuries  have  been  report- 
ed to  be  infrequent.  In  the  Korean  con- 
flict only  nine  pancreatic  injuries  were 
reported.^  In  a larger  series  reported  from 
World  War  II  only  62  patients  were  treated. - 
Composite  series  place  its  incidence  between 
one  and  two  percent  of  abdominal  injuries  re- 
ported.^ This  may  be  due,  in  part,  to  its  deep 
location  and  its  protection  by  other  organs. 
Also  of  influence  may  be  that  vital  adjacent 
organs  are  often  injured  simultaneously,  re- 
sulting in  death  prior  to  the  time  the  patient 
reaches  medical  help. 

It  appears  that  this  injury  has  become  more 
frequent  and  important  in  the  last  decade. 
Part  of  this  is  due  to  the  increase  in  abdominal 
trauma  from  traffic  accidents,  which  now  in 
the  United  States  involve  about  four  million 
people  yearly.^  Part  is  due  to  improved  care 
of  the  injured  such  as  the  speed  of  transport 
to  the  hospital  and  more  rapid  and  efficient 
care  in  the  hospital. 

In  the  past  the  surgeon  has  been  reluctant 
to  deal  aggressively  with  injuries  to  this  organ. 


f Presented  before  the  Kentuckx  Surgical  Society,  Max 
19,  1967 

*Clinical  instructor  in  surgery.  University  of  Louis- 
ville School  of  Medicine 


This  has  probably  been  due  to  its  vascularity, 
its  inaccessability  and  fear  of  the  consequences 
of  setting  up  inflammation  in  this  organ. 

This  conservative  approach  to  pancreatic 
injury,  with  or  without  surgery,  has  increased 
both  the  morbidity  and  the  mortality.®-  ® 

Clinical  Material 

In  order  to  take  a closer  look  at  this  problem 
a study  was  undertaken  of  all  the  pancreatic 
injuries  resulting  from  external  trauma  treated 
surgically  in  Louisville,  Kentucky,  during  the 
11 -year  period  from  1956  through  1966.  Elev- 
en hospitals  in  Louisville,  Kentucky,  were  can- 
vassed. Clinical  records  of  41  patients  were 
collected  and  analysed.  Of  these  patients,  63 
percent  were  treated  at  Louisville  General 
Hospital.  The  remaining  37  percent  were 
treated  at  seven  of  the  private  hospitals.  The 
patients  in  this  study  ranged  in  age  from  a 
10-year-old  girl  who  fell  off  a bicycle  to  a 
5 3 -year-old  man  who  was  shot  in  the  abdo- 
men. Thirty-two  were  male,  nine  were  female. 
There  were  eight  deaths,  giving  an  overall 
mortality  of  approximately  20  percent. 

There  were  24  penetrating  wounds.  (Table 
I)  Twenty  of  these  were  gunshot  wounds,  one 


TABLE  1 

TYPE  OF  INJURY  AND  MORTALITY 

NUMBER  MORTALITY 


TYPE  OF  INJURY 

OF  PATIENTS 

NUMBER 

PERCENT 

Blunt 

17 

0 

0 

Automobile 

12 

0 

0 

Fall 

2 

0 

0 

Crush 

3 

0 

0 

Penetrating 

24 

8 

33% 

Gunshot 

20 

6 

30% 

Shotgun 

1 

1 

1 00  % 

Stab 

3 

1 

33% 

TOTAL 

41 

8 

20% 
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a shotgun  wound  and  three  were  stab  wounds. 
Seventy-nine  percent  of  the  penetrating 
wounds  were  treated  at  the  Louisville  General 
Hospital.  This  reflects  the  high  activity  of  their 
Emergency  Service.  Injuries  attended  by  police 
were  usually  taken  to  the  General  Hospital 
unless  a private  institution  was  specifically  re- 
quested by  the  patient.  The  overall  mortality 
of  the  penetrating  wounds  was  33  percent. 

There  were  17  blunt  injuries.  Twelve  of 
these  were  secondary  to  automobile  injuries, 
two  were  falls  and  three  were  crushes.  There 
were  no  deaths  associated  with  the  blunt  in- 
juries. This  is  in  contrast  to  other  studies  of 
blunt  trauma  to  the  pancreas  where  the  mor- 
tality varies  from  nine  percent  to  21  percent.'-  ® 

The  injuries  involved  all  segments  of  the 
pancreas.  The  most  frequent  sites  of  injury  in 
penetrating  wounds  of  the  pancreas  were  the 
body  and  tail — (42  percent  involved  the  tail, 
33  percent  the  body).  In  blunt  injuries  the 
exact  site  of  the  pancreas  involved  was  more 
difficult  to  evaluate.  Records  were  sometimes 
vague.  A generalized  contusion  however  ap- 
peared to  be  the  most  frequent  injury  in  this 
group,  accounting  for  35  percent.  Fifty-three 
percent  of  the  patients  who  had  blunt  injuries 
sustained  pancreatic  tears.  Of  the  nine  pan- 
creatic tears  eight  were  caused  by  automobile 
accidents.  Fifty  percent  of  these  were  com- 
plete transections.  Three  out  of  the  four  com- 
plete transections  occurred  in  the  body  of  the 
pancreas,  while  60  percent  of  the  partial  tears 
occurred  in  the  tail. 

The  above  illustrates  the  vulnerability  of  the 
pancreas  to  blunt  trauma.  The  head  and  body 
of  the  pancreas  as  well  as  the  second  portion 
of  the  duodenum  are  fixed  to  the  posterior 
parietes.  When  the  impact  is  directly  over  the 
body  of  the  pancreas  this  soft  friable  struc- 
ture is  crushed  over  the  vertebral  column, 
tearing  it  partially  or  completely.  Usually  the 
superior  mesenteric  vessels  are  undamaged. 
When  the  impact  is  directed  to  the  right  upper 
quadrant,  the  liver  is  forced  upward  and  the 
colon  downward.  The  head  of  the  pancreas 
and  the  second  portion  of  the  duodenum  are 
crushed  and  often  the  gastrodenodenal  artery 
and  the  common  bile  duct  are  torn.  In  auto- 
mobile accidents  the  steering  wheel  can  be 
the  cause  of  this  trauma.^ 

In  90  percent  of  the  patients  in  this  series 


there  were  associated  abdominal  injuries  pres- 
ent. All  of  the  penetrating  injuries  had  other 
organs  injured.  The  majority  (76  percent)  of 
the  blunt  injuries  had  from  one  to  four  other 
organs  injured.  This  is  in  contrast  to  a study 
from  Cook  County  Hospital  where  70  percent 
of  the  blunt  injuries  had  no  associated  organ 
injuries.^® 

The  number  of  associated  injuries  signifi- 
cantly influenced  the  mortality  rate.  When  the 
pancreas  alone  was  injured  there  were  no 
deaths.  With  the  presence  of  three  associated 
organ  and/or  vessel  injuries  there  was  a 43 
percent  mortality.  The  percentage  increased 
significantly,  to  57  percent,  when  four  or  more 
associated  injuries  were  present.  The  spleen, 
major  vessels  and  their  branches  and  stomach 
were  damaged  most  frequently  in  blunt  in- 
juries. The  stomach,  liver,  and  major  vessels 
were  damaged  most  frequently  in  penetrating 
injuries.  The  one  shotgun  injury,  as  might  be 
anticipated,  resulted  in  extensive  abdominal 
damage  and  death. 

None  of  the  17  patients  in  this  series  who 
sustained  blunt  trauma  died,  even  though  as- 
sociated organs  injured  were  often  identical  to 
those  in  the  penetrating  trauma  group.  Injury 
to  major  vessels  constituted  the  primary  factor 
in  mortality  and  hemorrhage  was  a direct 
cause  of  death  in  six  patients;  five  deaths  oc- 
curred in  the  operating  room  (four  gunshot 
and  one  shotgun  wound).  Hemorrhage  ac- 
counted for  75  percent  of  the  mortality  in  this 
series. 

Symptoms  and  Diagnosis 

In  the  penetrating  wounds  no  attempt  was 
made  to  diagnose  the  extent  of  the  injury  prior 
to  surgery.  Over  60  percent  of  the  patients  with 
these  injuries  arrived  in  the  hospital  in  shock. 
All  were  taken  immediately  to  surg’rv.  Penetra- 
tion of  the  abdominal  wall  or  lower  chest  area 
was  considered  sufficient  indication  for  surgical 
exploration.  In  a few  instances  pre-cn^rative 
x-rays  were  obtained  in  order  to  determine  the 
nature  of  the  associated  chest  injury  or  wheth- 
er the  abdomen  was  involved. 

It  was  more  difficult  to  decide  to  operate 
in  blunt  abdominal  trauma  cases.  About  half 
the  cases  were  observed  less  than  two  hours 
prior  to  surgery.  Observation  in  others  varied 
from  12  hours  to  18  days.  One  patient  who  had 
been  in  an  automobile  accident  was  operated 
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upon  14  days  later.  She  had  been  seen  im- 
mediately after  the  accident.  Complaints  and 
clinical  findings  were  minimal.  Blood  count 
and  x-ray  films  were  normal.  Ten  days  later 
she  returned,  complaining  of  upper  abdomi- 
nal pain,  nausea  and  vomiting.  There  was 
marked  abdominal  tenderness,  temperature 
elevation  to  100  degrees,  and  leucocytosis  of 
21,000.  Chest  and  abdominal  x-ray  films  again 
were  normal.  At  surgery  extensive  traumatic 
pancreatitis  was  present  with  resultant  partial 
obstruction  of  the  distal  common  duct. 

All  of  the  cases  of  blunt  injury  complained 
of  abdominal  pain  and  tenderness.  Although 
abdominal  rigidity  did  develop  in  most  of  the 
patients,  still  many  did  not  show  the  sign.  The 
retroperitoneal  position  of  the  pancreas  un- 
questionably minimized  the  signs  of  peritoneal 
irritation.  Shock  was  present  in  only  two  of  the 
17  cases.  Several  patients  were  observed  30 
to  40  hours  before  exploration  was  decided 
upon. 

Pre-operative,  serum  amylase  was  elevated 
in  only  two  out  of  five  cases;  x-rays  were 
helpful  in  two  out  of  five;  white  blood  counts 
were  elevated  over  15,000  in  two  out  of  five; 
and  needle  paracentesis  was  positive  in  three 
out  of  five  cases.  This  is  admittedly  a small 
and  selected  number.  However,  it  does  em- 
phasize that  these  tests  alone  are  not  diagnos- 
tic. X-ray  films  and  white  blood  counts  prob- 
ably are  of  least  help.  Although  needle  para- 
centesis has  been  reported  to  be  accurate  in 
79  percent  of  patients  with  abdominal  injuries 
from  blunt  trauma",  this  high  percentage  prob- 
ably reflects  injury  to  associated  organs.  When 
the  pancreas  alone  is  injured  a peritoneal  tap 
shortly  after  the  injury  usually  does  not  pro- 
duce enough  fluid  even  for  an  amylase  de- 


termination. Nor  is  the  serum  amylase  level  a 
dependable  test  of  specific  pancreatic  injury. 
It  has  been  shown  that  trauma,  such  as  tearing 
of  the  pancreas,  may  initiate  a protective 
mechanism  which  decreases  secretion. This 
may  have  happened  in  those  cases  in  this 
series  where  the  amylase  levels  were  normal. 

The  diagnosis  in  cases  of  blunt  injury  may 
really  depend  on  a high  index  of  suspicion. 
Clinical  findings  are  often  not  dramatic  or 
specific,  even  when  there  is  considerable  pan- 
creatic damage.  Even  at  surgery  the  diagnosis 
may  be  missed.  It  is  important  that  explora- 
tion be  thorough.  The  lesser  sac  should  be 
opened,  usually  through  the  gastrocolic  omen- 
tum, and  the  entire  pancreas  visualized.  One 
must  look  for  edema,  hematoma,  ecchymosis, 
fat  necrosis  and  disruption  of  the  parenchyma. 
The  lateral  edge  of  the  duodenum  and  the  in- 
ferior edge  of  the  pancreas  may  be  incised  to 
allow  for  exploration. 

Surgical  Management  and  Results 

Five  types  of  surgical  procedures  were  em- 
ployed in  the  treatment  of  the  pancreatic  in- 
juries in  this  series.  (Table  2)  The  most  com- 
mon procedure  was  drainage  only,  used  in  42 
percent.  Suture  and  drainage  was  used  in  33 
percent.  Partial  pancreatectomy  was  used  in 
1 9 percent. 

All  of  the  patients  in  this  series  were 
drained  except  one  and  this  patient  subse- 
quently developed  an  abscess.  The  simple  pen- 
rose  drain  was  used  in  24  cases  or  67  percent. 
It  was  used  exclusively  during  the  first  five 
years  of  this  series,  but  it  is  of  interest  that 
in  the  last  two  years  the  sump  drain  had  al- 
most entirely  replaced  it. 


TABLE  2 


METHOD  OF  TREATMENT  AND  TYPE  OF  DRAIN 


METHOD  OF 
TREATMENT 

TYPE 

SUMP 

OF  DRAIN 
PENROSE 

SUMP 

COMPLICATIONS 

PENROSE 

NONE 

TOTAL  NUMB 
OF  PATIENTS 

Partial 

Pancreatectomy 

3 

4 

1 

2 

4 

7 

Suture  and 
Drainage 

5 

7 

4 

3 

5 

12 

Drainage 

Only 

3 

12 

0 

3 

12 

15 

Chelocysto- 

jejunostomy 

0 

1 

0 

0 

1 

1 

Suture  Only* 

0 

0 

0 

0 

0 

1 

TOTAL 

11 

24 

5 

8 

22 

36 

* Patient's  chart  did 

not  indicate  that  any  drainage 

was  used, 

but  noted  that  the  patient  developed  an 

abscess. 
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In  the  group  treated  by  partial  pancreatec- 
tomy, there  were  no  deaths  despite  the  fact 
that  all  had  sustained  severe  pancreatic  in- 
juries. However,  three  patients  out  of  the  seven 
did  develop  major  complications. 

Of  these  three  patients,  two  developed  ab- 
scesses. Both  had  been  drained  by  means  of 
penrose  drains.  The  third  patient  had  a per- 
foration of  the  stomach  which  probably  was 
overlooked  at  original  exploration.  In  this  pa- 
tient the  sump  drain  which  had  been  placed 
at  initial  surgery  was  of  great  value  in  prevent- 
ing further  problems  during  the  spontaneous 
closure  of  the  perforation. 

In  the  group  treated  by  drainage  alone, 
most  were  thought  to  have  minimal  pancreatic 
injuries.  Three  patients  out  of  the  15  de- 
veloped complications.  One  of  these  patients 
died  of  lower  nephron  nephrosis.  The  second 
patient  developed  obstruction  of  the  distal 
common  duct  from  traumatic  pancreatitis.  The 
third  patient  developed  a pancreatic  fistula 
and  abscess  and  died.  The  initial  drainage 
used  in  this  case  was  also  a penrose  drain. 
Sump  drainage  was  used  in  only  three  patients 
in  this  group  and  none  of  these  had  complica- 
tions. 

In  the  group  treated  by  suture  and  drain- 
age, most  had  severe  pancreatic  injuries.  Five 
patients  out  of  the  12  developed  major  com- 
plications. Four  of  these  patients  had  pancrea- 
tic fistulas.  The  fifth  developed  a pseudocyst 
and  died  of  hemorrhage  from  rupture  of  the 
gastroduodenal  artery  in  the  cyst.  Of  the  four 
patients  who  had  pancreatic  fistulas,  three 
were  drained  initially  by  sump  drains  and  one 
by  penrose  drain.  Three  of  these  fistulas  went 
on  to  spontaneous  closure.  The  fourth  de- 
veloped a pseudocyst  and  required  a subtotal 
pancreatectomy  seven  months  later. 

Two  patients  in  the  series  required  opera- 
tive procedures  for  correction  of  obstruction 
of  the  common  duct  due  to  traumatic  pan- 
creatitis. One  was  treated  by  choledochoduo- 
denostomy  five  months  after  trauma.  The  other 
was  treated  with  cholecystojejunostomy  at  the 
initial  exploration  two  weeks  after  the  trauma. 

One  patient  in  this  series  was  treated  by 
suture  without  drainage.  An  abscess  developed 
which  resolved  with  drainage. 

In  summary,  if  one  excludes  the  pulmonary 


complications,  the  most  frequent  complication 
among  the  36  patients  who  survived  the  op- 
eration was  pancreatic  fistula,  occurring  in  five 
patients  (14  percent).  The  next  most  frequent 
was  abscess  occurring  in  three  patients  (eight 
percent)  and  pseudocyst  in  two  patients  (five 
percent).  Some  degree  of  pancreatitis  undoubt- 
edly occurred  in  all  the  patients  but  was  sel- 
dom of  clinical  significance.  From  this  study 
there  is  no  statistical  evidence  of  the  superiori- 
ty of  sump  drainage  over  penrose  drainage, 
since  the  complication  rate  was  about  equal 
in  the  two  groups.  However,  if  one  considers 
that  sump  drainage  was  usually  used  in  the 
more  severely  injured  panereas  in  this  series, 
then  superiority  of  the  sump  drain  may  be 
inferred. 

Operative  management  is  determined  by  the 
nature  and  extent  of  pancreatic  injury.  If 
bleeding  is  present,  this  must  be  controlled 
first.  If  necrotic  tissue  is  present,  it  should  be 
debrided.  If  the  pancreas  is  simply  contused, 
drainage  is  all  that  is  necessary.  If  there  is  a 
laceration  without  major  duct  division,  suture 
and  drainage  is  indicated.  If  there  is  a major 
duct  division,  then  the  treatment  depends  on 
its  location.  If  it  is  in  the  body  or  tail  of  the 
pancreas,  then  distal  pancreatectomy  may  be 
the  safest  and  simplest  expedient.  Or,  internal 
drainage  into  a defunctionalized  jejunal  loop 
may  be  performed.  If  there  is  severe  injury  to 
the  ductal  system  of  the  head,  then  the  pan- 
creatic head  and  duodenum  may  have  to  be 
excised  along  with  repair  of  the  biliary  sys- 
tem. In  all  cases  drainage,  preferably  by  the 
sump  drain,  is  axiomatic. 

Case  Report 

A 28-year-old  man  sustained  a blow  to  the 
epigastric  area  by  a metal  rod.  Seen  one  hour 
later  in  the  Emergency  Room  he  complained 
of  slight  discomfort  and  tenderness  in  the 
epigastric  area.  Findings  at  this  time  were 
minimal.  X-rays  of  the  abdomen  and  chest 
were  normal.  However,  by  evening  his  dis- 
comfort had  increased.  White  blood  count  was 
elevated  to  14,000.  Urinalysis  was  normal.  By 
the  following  day  there  was  marked  upper  ab- 
dominal tenderness  with  rigidity  and  rebound. 
Serum  amylase,  however,  was  normal.  Ex- 
ploratory laporatomy  was  performed  32  hours 
after  the  injury.  This  revealed  contusion  of 
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the  pancreas  with  swelling,  small  areas  of 
hemorrhage  and  multiple  areas  of  fat  necrosis. 
There  was  blood  tinged  fluid  present  in  the 
peritoneal  cavity  but  no  other  injuries  were 
found.  Drainage  of  the  pancreatic  bed  was 
instituted.  The  drains  were  removed  after  two 
weeks  when  all  drainage  had  stopped.  The  pa- 
tient’s post-operative  course  was  entirely  un- 
eventful and  no  long-term  problems  have  been 
noted. 

Summary 

1.  Pancreatic  injuries  appear  to  be  on  the 
increase.  (Auto  accidents  are  a factor  here). 

2.  Injury  to  major  blood  vessels  constitutes 
the  primary  factor  in  mortality. 

3.  Symptoms  and  findings  initially  may  be 
minimal. 

4.  Diagnosis  can  present  a problem  and  a 
high  index  of  suspicion  must  be  maintained. 

5.  An  aggressive  surgical  approach  is  usual- 
ly the  safest  one.  Surgical  management  is  dis- 


cussed. Sump  drainage  in  all  cases  is  advo- 
cated. 
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appears  advisable  and  return  them  to  the  author  if  not 
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Current  Diagnosis  and  Therapy 
Of  Cardiac  Amyloidosis 

Forest  S.  Tennant,  Jr.,  M.D.*  and  Capt.  Morris  M. 
Weiss,  Jr.,  M.C.,  U.S.A.** 

Galveston,  Texas 


Seven  patients  with  cardiac  amyloidosis 
are  presented  to  illustrate  current  diag- 
nostic criteria  and  treatment  of  this  un- 
usual disease.  One  patient  has  experi- 
enced a long  survival  period  with  mel- 
phalan  administration. 

Cardiac  amyloidosis  is  usually  unrecog- 
nized prior  to  post-mortem  examination. 
Clinical  findings  are  non-specific  and, 
therefore,  most  cases  are  misdiagnosed  as  con- 
strictive pericarditis,  idiopathic  myocardo- 
pathy,  or  arteriosclerotic  heart  disease.  Most 
patients  succumb  to  intractible  congestive 
heart  failure  within  one  year'  ’ even  when  an 
antemortem  diagnosis  of  cardiac  amyloidosis  is 
made  since  there  is  no  known  therapy. 

Seven  patients  with  congestive  heart  failure 
secondary  to  cardiac  amyloidosis  are  the  sub- 
ject of  this  report.  The  patients  were  admitted 
to  either  Louisville  General  Hospital,  Louis- 
ville, Kentucky,  or  the  University  of  Texas 
Medical  Branch,  Galveston,  Texas,  between 
the  years  1961  and  1968.  Cardiac  amyloido- 
sis was  suspected  in  all  cases  prior  to  death  by 
correlating  a selective  biopsy  or  positive  Congo 
Red  test  with  clinical,  electrocardiographic,  and 
x-ray  findings.  Since  very  little  information  can 
be  found  in  the  literature  concerning  main- 
tenance care  or  direct  therapeutic  approach  to 
cardiac  amyloidosis,  the  therapeutic  results 
obtained  in  each  patient  are  presented  in  de- 
tail. One  patient  (Case  #5)  had  a long  sur- 

*  Resident,  department  of  medicine.  University  of 
Texas  Medical  Branch,  Galveston.  Formerly  intern  in 
medicine.  University  of  Louisville  Hospitals,  Louis- 
ville, Kentucky 

**United  States  Army,  Williamsburg,  Virginia.  For- 
merly director,  cardiovascular  laboratory,  Jewish  Hos- 
pital; instructor  in  medicine.  University  of  Louis- 
ville School  of  Medicine,  Louisville,  Kentucky 


vival  period  apparently  due  in  part  to  long- 
term melphalan  (Alkeran^)  administration. 

Case  Reports 
Case  #1 — E.G.  #1  14  457 

An  85-year-old  Negro  male  was  admitted  to 
Louisville  General  Hospital  on  1-2-67  with  a 
one-month  history  of  pedal  edema,  exertional 
dyspnea,  asthenia,  and  dysphonia.  There  was 
no  history  of  hypertension,  exertional  chest 
pain,  or  diabetes. 

Physical  examination  revealed  a chronically 
ill  man  with  a blood  pressure  of  110/60  and 
pulse  of  90/minute.  The  heart  was  enlarged 
to  the  left  of  the  mid-clavicular  line  and  the 
first  and  second  heart  sounds  were  diminished 
but  of  equal  intensity.  A Grade  2/6  soft 
systolic  murmur  was  heard  over  the  precordi- 
um.  Other  pertinent  positive  physical  findings 
were  macroglossia,  axillary  and  inguinal 
adenopathy,  basilar  crepitant  rales,  hepato- 
splenomegaly,  and  4+  pitting  sacral  and  pedal 
edema. 

Laboratory  findings  were  as  follows:  hemo- 
globin 10.9  gm.%;  erythrocyte  sedimentation 
rate  52mm. /hr.;  1+  proteinuria;  serum  elec- 
trophoresis showed  “M”  type  globulin  spike; 
chest  roentgenogram  revealed  generalized  car- 
diomegaly  and  bilateral  pleural  effusions;  elec- 
trocardiogram showed  left  axis  deviation,  low 
voltage,  premature  ventricular  contractions,  in- 
terventricular conduction  defect,  and  possible 
old  inferior  wall  myocardial  infarction;  bone 
marrow  aspiration  showed  90  percent  plasma 
cells.  Bone  survey,  Bence  Jones  proteinuria, 
and  Congo  Red  test  were  negative  or  normal. 
Gingival  and  lymph  node  biopsies  were  posi- 
tive for  amyloid. 

Digitalis  and  cyclophosphamide  (Cy- 
toxan*^) 200mg.  were  administered  daily.  Se- 
vere nausea  and  paralytic  ileus  developed  but 
resolved  with  discontinuance  of  digitalis.  Mild 
improvement  in  congestive  heart  failure  result- 
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Figure  1;  Standard  12-lead  electrocardiogram  for  Case  #2  showing  low  voltage  in  the  limb  leads,  left  axis  deviation, 
digitalis  effect,  incomplete  left  bundle-branch  block,  and  occasional  atrial  and  ventricular  premature  contractions. 


ed  after  bed  rest  and  a low-sodium  diet.  He 
was  dismissed  on  cyclophosphamide  (Cy- 
toxan^), but  he  expired  at  home  one  month 
later. 

Case  #2 — A.G.  #113067  M 

A 72-year-old  white  male  was  admitted  to 
the  University  of  Texas  Medical  Branch  on 
12-16-61  with  a four-month  history  of  pedal 
edema,  exertional  dyspnea,  asthenia,  anorexia, 
abdominal  discomfort,  occasional  vomiting, 
and  a 40-pound  weight  loss.  There  was  no 
history  of  hypertension,  exertional  chest  pain 
or  diabetes. 

Physical  examination  revealed  a thin,  chron- 
ically ill  man  with  a blood  pressure  of  80/60 
and  pulse  of  80/minute.  The  heart  was  en- 
larged to  the  left  of  the  mid-clavicular  line,  and 
the  first  and  second  sounds  were  diminished 


but  of  equal  intensity.  A Grade  2/6  blowing, 
systolic  murmur  was  heard  at  the  apex.  Other 
pertinent  positive  physical  findings  were  crepi- 
tant basilar  rales  and  1 + pitting,  bilateral 
pedal  edema. 

Laboratory  findings  were  as  follows:  hemo- 
globin 9.9gm.%;  1 -|-  proteinuria;  chest  roent- 
genogram showed  generalized  cardiomegaly 
and  bilateral  pleural  effusions;  electrocardio- 
gram revealed  low  voltage,  in  the  limb  leads, 
left  axis  deviation,  premature  atrial  and  ven- 
tricular contractions,  and  incomplete  left  bun- 
dle-branch block  (Figure  1);  bone  marrow 
aspiration  showed  a marked  increase  in  plasma 
cells.  Bone  survey,  serum  electrophoresis, 
Bence  Jones  proteinuria,  and  erthrocyte  sedi- 
mentation rate  were  negative  or  normal.  A 
Congo  Red  test  showed  17  percent  dye  reten- 
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tion  in  the  serum  at  one  hour  (normal  above 
40  percent).  Urine  culture  isolated  a pure 
growth  of  Escherichia  Coli. 

Treatment  included  digitalis,  mercurial 
diuretics,  and  amminophylline.  Despite  these 
measures  the  patient  developed  progressive 
pulmonary  edema  and  expired  on  his  29th 
hospital  day.  Autopsy  findings  revealed  chron- 
ic pyelonephritis  and  amyloid  deposits  in  the 
heart,  kidneys,  speen,  adrenals,  liver,  and  gas- 
trointestinal tract. 

Case  #3— AJ.  #042145-P 

A 59-year-old  white  female  was  admitted 
to  the  University  of  Texas  Medical  Branch  on 
4-17-65  with  a three-month  history  of  pedal 
and  periorbital  edema,  exertional  dyspnea,  fa- 
tigue, and  10-pound  weight  gain.  There  was 
no  history  of  hypertension,  exertional  chest 
pain  or  diabetes. 

Physical  examination  revealed  a moderately 
obese  woman  with  a blood  pressure  of  120/80 
and  pulse  of  88/minute.  First  and  second 
heart  sounds  were  diminished  but  of  equal  in- 
tensity. There  were  no  murmurs  or  cardio- 
megaly.  Other  pertinent  positive  physical  find- 
ings were  crepitant  right  basilar  rales,  2-h  pit- 
ting, bilateral,  pedal  edema,  and  periorbital 
edema. 

Laboratory  findings  were  as  follows:  hemo- 
globin 13.3gm.%;  blood  urea  nitrogen 
27mg.%;  2-f-  proteinuria;  urine  protein  7.65 
gm./24  hrs.;  serum  electrophoresis  showed  de- 
creased gamma  globulin  and  albumin  fractions 
with  increased  alpha-2  globulin;  chest  roent- 
genogram revealed  a normal  size  heart  and 
coarsely  granular,  bilateral  pulmonary  infiltra- 
tions (Figure  2);  electrocardiogram  showed 
low  voltage.  Open  lung  biopsy  proved  the  pul- 
monic infiltrations  to  be  amyloid  deposits. 
Percutaneous  renal  biopsy  was  also  positive  for 
amyloid. 

Thiazide  diuretics  and  a high  protein  diet 
controlled  the  patient’s  nephrotic  syndrome, 
and  she  was  discharged  within  a month.  In 
April,  1966,  the  patient  developed  car- 
diomegaly,  and  severe  congestive  heart  failure. 
Despite  the  administration  of  digitalis,  thiazides, 
and  mercurial  diuretics,  she  expired  four  weeks 
after  the  onset  of  congestive  heart  failure. 

Cose  #4 — M.K.  #81826-P 

A 48-year-old  white  female  was  admitted 
to  the  University  of  Texas  Medical  Branch  on 


6-24-67  with  a three-month  history  of  pedal 
edema,  dyspnea  with  rest  and  exertion, 
asthenia,  dysphagia,  nausea,  and  a 40-pound 
weight  loss.  There  was  no  history  of  hyper- 
tension, exertional  chest  pain,  or  diabetes. 

Physical  examination  revealed  a thin,  poor- 
ly nourished,  chronically  ill  white  female  with 
a blood  pressure  of  90/70  and  pulse  of  88/ 
minute.  The  heart  was  enlarged  to  the  left  of 
the  mid-clavicular  line,  and  the  first  and  sec- 
ond heart  sounds  were  diminished  but  of  equal 
intensity.  There  was  no  murmur.  Other  perti- 
nent positive  physical  findings  were  crepitant 
rales  and  friction  rub  over  the  left  lung  base, 
hepatomegaly,  and  2+  pitting  bilateral,  pedal 
edema. 

Laboratory  findings  were  as  follows:  hemo- 
globin 15.0gm.%;  total  serum  proteins  6.4- 
gm%.;  albumin  2.5gm.%;  globulin  3.9gm.%; 
serum  and  urine  immunoelectrophoresis  showed 
elevated  gamma-G  globulin;  chest  roentgeno- 
gram revealed  generalized  cardiomegaly,  bi- 
lateral pleural  effusions,  and  infiltrate  in  the 
left  lower  lobe;  electrocardiogram  showed  low 
voltage,  left  axis  deviation,  and  second  degree 
atrioventricular  block  of  the  Wenckebach 
type;  bone  marrow  aspiration  showed  an  in- 
crease in  plasma  cells  and  lymphocytes.  Urin- 
alysis, Bence  Jones  proteinuria,  and  Rheuma- 


Figure  2:  Standard  P-A  chest  roentgenogram  of  Case  #3 
showing  a normal  size  heart,  hilar  adenopathy,  and 
bilateral,  coarsely  granular  pulmonary  infiltrations.  Open 
lung  biopsy  proved  the  infiltrations  to  be  amyloid  deposits. 


620 


July  1968 


The  Journal 


Current  Diagnosis  and  Therapy — Tennant  and  Weiss 


toid  factor  were  negative  or  normal.  Skin  and 
rectal  biopsies  were  positive  for  amyloid. 

The  patient’s  congestive  heart  failure  initial- 
ly responded  to  a regimen  of  digitalis,  mer- 
curial and  thiazide  diurectics,  spironolactone 
( Aldactone^),  and  prednisone.  She  also  re- 
ceived a four-day  course  of  melphalan  (Alk- 
eran^)  0.15mg./Kg./day,  and  she  was  dis- 
missed after  a three-week  hospital  stay.  Pro- 
gressive congestive  heart  failure  ensued,  and 
she  expired  at  home  within  10  weeks. 

Case  #5 — L.T.  #060696-P 

A 74-year-old  white  female  was  admitted 
to  the  University  of  Texas  Medical  Branch  on 
4-11-66  with  a six-month  history  of  dyspnea 
with  rest  and  exertion,  asthenia,  weight  loss, 
and  progressive  macroglossia.  There  was  no 
history  of  hypertension,  exertional  chest  pain, 
or  diabetes. 

Physical  examination  revealed  a thin,  small 
woman  with  a blood  pressure  of  130/80  and 
pulse  80/minute.  The  heart  was  enlarged  to 
the  left  of  the  midclavicular  line,  and  first 
and  second  heart  sounds  were  diminished  but 
of  equal  intensity.  A Grade  2/6  systolic  mur- 
mur was  present  at  the  left  sternal  border. 
Other  pertinent  positive  physical  findings  were 
macroglossia  and  crepitant  rales  bilaterally. 

Laboratory  findings  were  as  follows;  hemo- 
globin 9.0gm.%;  Bence  Jones  proteinuria  pos- 
itive; serum  electrophoresis  showed  an  “M” 
type  gamma-globulin  spike;  immuno-elec- 
trophoresis  showed  increased  gamma-G  glob- 
ulin; bone  marrow  aspiration  revealed  in- 
creased plasma  cells;  chest  roentgenogram 
showed  generalized  cardiomegaly  and  bilateral 
pleural  effusions;  electrocardiogram  revealed 
low  voltage;  bone  survey  showed  punched-out 
lesions  in  the  right  navicular  and  radius. 
Tongue  biopsy  was  positive  for  amyloid  (Figure 
3). 

During  hospitalization  the  patient’s  conges- 
tive heart  failure  worsened.  Digitalis  and  mer- 
curial diuretics  resulted  in  an  eight-pound 
weight  loss  and  resolution  of  pleural  effusions. 
Theropy  with  melphalan  (Alkeran^)  0.15- 
mg./Kg./day  was  begun.  Within  three  weeks 
she  stated  that  her  tongue  was  smaller,  but 
this  was  equivocal  to  observers.  On  the  32nd 
hospital  day,  she  was  dismissed,  and  she  has 
subsequently  been  maintained  on  melphalan 


(Alkeran^)  0.15  mg./Kg.  on  alternating  days 
for  over  26  months.  She  remains  well  and 
ambulatory,  and  her  weight  is  stable.  The  over- 
all size  of  her  tongue  has  equivocally  decreased 
in  size.  It  swells  considerably  between  admin- 
istrations of  diuretics.  In  April,  1968,  a chest 
roentgenogram  revealed  a normal  size  heart 
and  no  pleural  effusions.  The  bone  survey  and 
serum  electrophoresis  at  that  time  were  normal, 
and  Bence  Jones  proteinuria  was  not  present. 
Her  electrocardiogram  remains  unchanged. 
Digitalis  and  occasional  mercurial  diuretics  or 
furoscemide  (Lassix^)  maintain  good  control 
of  congestive  heart  failure.  She  requires  1000 
to  1500cc  of  blood  monthly  to  maintain 
adequate  hemoglobin  levels. 

Case  #6 — M.P.  #13025-M 

A 61 -year-old  Negro  female  was  admitted 
to  the  University  of  Texas  Medical  Branch  on 
11-21-66  with  a one-month  history  of  pedal 
edema,  orthopnea,  exertional  dypsnea,  hy- 
pesthesia  and  paresthesia  of  both  hands  and 
forearms.  Six  months  prior  to  admission  she 
received  therapy  for  a left  thigh  abcess  which 
resulted  from  chronic  osteomyelitis  of  the  left 
femur.  There  was  no  history  of  hypertension, 
exertional  chest  pain,  or  diabetes. 

Physical  examination  revealed  a chronically 
ill  woman  with  a blood  pressure  of  110/80 
and  pulse  of  72/minute.  The  heart  was  en- 
larged to  the  axillary  line,  and  heart  tones 
were  diminished  but  of  equal  intensity.  A 
Grade  3/6  pansystolic  murmur  was  present 
at  the  apex.  Other  pertinent  positive  physical 
findings  were  palpable  sub-mandibular  lymph 
nodes,  basilar  dullness  bilaterally  and  de- 


Figure  3:  Photomicrograph  of  biopsy  from  enlarged  tongue 
of  Case  #5  showing  amyloid  deposits  between  muscle 
bundles.  IHematoxylin-eosin;  Magnification  x 280) 
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Figure  4:  Standard  12-lead  electrocardiogram  of  Case  #7  showing  second  degree  A-V  block  of  the  Wenckebach  type, 
right  axis  deviation,  incomplete  right  bundle-branch  block,  low  voltage,  and  an  old  anteroseptal  wall  infarct  pattern. 


creased  breath  sounds,  hepatomegaly,  ascites, 
and  4+  pitting,  bilateral,  pedal  edema. 

Laboratory  findings  were  as  follows:  hemo- 
globin 9.6gm.%;  +4  proteinuria;  serum  elec- 
trophoresis showed  decreased  albumin,  in- 
creased alpha-2  globulin,  and  normal  gamma 
globulin;  chest  roentgenogram  revealed  gen- 
eralized cardiomegaly  and  bilateral  pleural  ef- 
fusions; electrocardiogram  showed  generalized 
low  voltage  and  clockwise  rotation;  Congo  Red 
test  negative.  Renal  biopsy  showed  amyloido- 
sis. 

Digitalis,  thiazides,  and  mercurial  diuretics 
were  unable  to  control  congestive  heart  failure. 
However,  a marked  diuresis,  diminution  in 
pleural  effusion,  and  25-pound  weight  loss  re- 
sulted with  prednisone,  40mg.  administered 


daily.  A 19-day  course  of  chloroquine, 
500mg./day,  produced  no  discernible  benefit. 
On  the  76th  hospital  day,  she  was  dismissed 
on  digitalis,  chloroquine,  500mg./day,  and 
prednisone,  15mg./day.  She  expired  nine  days 
after  dismissal. 

Co  e «7 — K.L.  #38003-P 

A 44-year-old  white  female  was  admitted 
to  the  University  of  Texas  Medical  Branch  on 
11-16-64  with  a three-month  history  of  exer- 
tional dyspnea,  pedal  edema,  myalgia, 
anorexia,  asthenia,  and  20-pound  weight  loss. 
There  was  no  history  of  hypertension,  exer- 
tional chest  pain,  or  diabetes. 

Physical  examination  revealed  a chronically 
ill  woman  with  a blood  pressure  of  120/70 
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and  irregular  pulse  of  80/minute.  The  heart 
was  enlarged  to  the  left  of  the  midclavicular 
line,  and  there  was  an  irregular  rhythm.  A 
Grade  3/6  systolic  murmur  was  heard  at  the 
apex.  Other  pertinent  positive  physical  find- 
ings were  dullness,  decreased  breath  sounds, 
and  crepitant  rales  over  the  right  lung  base; 
hepatomegaly;  ascites;  and  2+  bilateral,  pit- 
ting, pedal  edema. 

Laboratory  findings  were  as  follows;  hemo- 
globin 14.2gm.%;  2+  proteinuria;  serum  elec- 
trophoresis showed  decreased  albumin  and 
normal  globulin  fractions;  immuno-electro- 
phoresis  showed  increased  gamma-G  globulin; 
bone  marrow  revealed  increased  plasma  cells; 
chest  roentgenogram  showed  generalized  car- 
diomegaly  and  right-sided  pleural  effusion; 
electrocardiogram  revealed  second  degree 
atrioventricular  block,  right  axis  deviation,  in- 
complete right  bundle-branch  block,  old  an- 
teroseptal  wall  scar,  and  low  voltage.  (Figure 
4)  Bence  Jones  proteinuria  and  Rheumatoid 
factor  were  negative.  Gingival  and  muscle 
biopsies  were  positive  for  amyloid. 

Digitalis,  thiazide  and  mercurial  diuretics, 
and  a four-day  course  of  melphalan  (Alker- 
an^)  0.15mg./Kg./day  were  administered 
which  controlled  congestive  heart  failure.  She 
was  dismissed  after  one  month,  but  her  condi- 
tion rapidly  deteriorated.  On  readmission  bi- 
lateral pleural  effusions  (Figure  5),  ascites, 
and  4-1-  bilateral,  pedal  edema  were  present. 
Digitalis  and  mercurial  diuretics  were  ineffec- 
tive, but  ethacrynic  acid  (Edecrin^)  50mg./ 
day  produced  a marked  diuresis  resulting  in  an 
1 8-pound  weight  loss  and  diminution  of  pleural 
effusions.  Another  four-day  course  of  mel- 
phalan (Alkeran^)  0.30mg./Kg./day  was 
given.  She  was  dismissed  on  digitalis  and  peri- 
odic ethacrynic  acid  (Edecrin^),  and  she  ex- 
pired six  months  later  on  8-10-65.  Autopsy 
showed  amyloid  deposits  in  the  heart,  tongue, 
gastrointestinal  tract,  skin,  soft  tissues,  liver, 
pancreas,  kidneys,  bladder,  ovaries,  adrenals, 
and  spleen. 

Diagnosis 

Systemic  amyloidosis  has  been  generally 
classified  as  primary  when  it  occurs  without 
any  recognizable  disease;  secondary  following 
a chronic  disease  process;  or  amyloidosis  in 
association  with  multiple  myeloma.®  Cardiac 


Figure  5:  Standard  P-A  chest  roentgeno-ram  of  Case  #7 

showing  cardiomegaly  and  large  pleural  effusions  which 
resolved  after  the  administration  of  ethyacrynic  acid. 


amyloidosis  occurs  in  60  to  90  percent  of  all 
patients  with  systemic  amyloidosis  regardless 
of  type.®'”  A special  form  of  primary  amyloid- 
osis which  occurs  in  those  above  80  years  of 
age  and  localized  to  the  heart  is  known  as 
“senile  cardiac  amyloidosis.”  This  rarely  causes 
clinical  symptoms. 

Congestive  heart  failure  is  the  most  promi- 
nent feature  of  cardiac  amyloidosis.  Six  of 
the  patients  presented  initially  with  congestive 
heart  failure  of  obscure  origin,  and  the  seventh 
patient  (Case  #3)  developed  congestive  heart 
failure  one  month  prior  to  death.  Other  pre- 
senting symptoms  in  these  patients  included 
asthenia,  fatigability,  macroglossia,  pares- 
thesiae,  and  weight  loss.  Physical  signs  present 
were  right  and  left  ventricular  failure,  hypo- 
tension, hepatosplenomegaly,  lymphadeno- 
pathy,  and  muscular  atrophy.  Cardiac  findings 
were  non-specific,  and  those  observed  includ- 
ed cardiomegaly,  diminished  heart  sounds,  and 
a soft,  ejection-type  systolic  murmur. 

None  of  the  laboratory  findings  are  specific. 
However,  certain  laboratory  findings  may  sug- 
gest the  disease.  Findings  commonly  observed 
were  anemia,  proteinuria,  and  increased  sedi- 
mentation rate.  Serum  and  urine  electrophoret- 
ic patterns  were  extremely  variable  and  only 
helpful  as  confirmatory  evidence  when  myelo- 
ma proteins  were  present.  Chest  roentgeno- 
grams in  all  patients  showed  cardiomegaly  and 
pleural  effusions  at  some  point  in  their  clinical 
course.  (Figure  5)  In  one  patient  (Case  #3) 


cky  Medical  Association  • July  1968 


623 


Current  Diagnosis  and  Therapy — Tennant  and  Weiss 


a chest  roentgenogram  showed  bilateral  pul- 
monary infiltrates  which  proved  to  be  amyloid 
deposits  at  biopsy.  (Figure  2)  The  electrocar- 
diograms of  all  patients  showed  low  voltage  in 
the  limb  leads.  Other  frequent  findings  were 
left  axis  deviation,  premature  ventricular  con- 
tractions, intraventricular  conduction  defects, 
second  degree  atrio-ventricular  block,  and  pat- 
terns of  myocardial  infarction.  (Figures  1,  4) 

Since  clinical  and  laboratory  findings  are 
non-specific,  the  diagnosis  must  be  confirmed 
indirectly  by  demonstrating  extra-cardiac  de- 
posits of  amyloid.  This  is  best  accomplished 
by  a gingival  or  rectal  biopsy,  although  other 
organs  may  be  utilized.  In  over  90  percent 
of  the  instances  a positive  gingival  biopsy 
(Figure  3)  is  associated  with  cardiac  amyloid- 
osis whereas  an  85  percent  association  is  found 
with  a positive  rectal  biopsy. Cardiac  needle 
biopsies  are  unjustifiable  in  suspected  cases 
of  amyloidosis.  Not  only  is  the  risk  considera- 
ble, but  focal  amyloid  deposits  may  be 
missed.-®'  Besides  biopsy  procedures,  a Con- 
go Red  test  will  indicate  the  presence  of  system- 
ic amyloidosis  if  there  is  20  percent  or  less 
serum  retention  of  the  injected  dye  (that  is,  80 
percent  or  more  extraction).^®  False  positive 
results  rarely,  if  ever  occur  if  80  percent  of  the 
dye  has  been  extracted  from  the  serum  at  the 
end  of  one  hour.  Unfortunately,  significant 
amyloid  deposits  may  be  present  with  a negative 
test. 

Cardiac  amyloidosis  must  be  considered  in 
the  differential  diagnosis  of  any  patient  with 
congestive  heart  failure  of  unknown  cause.  The 
following  criteria  are  suggested  to  establish 
the  antemortem  diagnosis  of  cardiac  amyloid- 
osis: (1)  congestive  heart  failure  of  obscure 
origin;  (2)  cardiomegaly;  (3)  low  voltage 
electrocardiogram;  and  (4)  positive  extra-car- 
diac biopsy  for  amyloidosis. 

Treatment  and  Prognosis 

In  patients  with  cardiac  amyloidosis  death 
almost  always  supervenes  within  a few  months 
after  the  onset  of  congestive  heart  failure. ^ 
Only  two  of  our  patients  (Cases  #5  and  #7) 
survived  more  than  five  months  after  onset  of 
congestive  heart  failure.  Routine  use  of  digi- 
talis and  thiazide  diuretics  was  ineffective  in 
controlling  congestive  heart  failure  in  our  pa- 
tients. Prednisone  and  mercurial  diuretics  were 
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of  variable  and  brief  benefit,  but  ethacrynic 
acid  (Edecrin*^)  and  furosemide  (Lasix^) 
were  the  only  diuretic  agents  of  real  value. 
Digitalis,  to  which  amyloid  hearts  are  extreme- 
ly sensitive,  must  be  administered  carefully.® 
Gastrointestinal  manifestations  in  Case  #1  and 
second  degree  atrio-ventricular  block  in  Case 
#4  were  thought  to  be  due  to  digitalis  intoxi- 
cation. 

Although  animal  experiments  have  demon- 
strated that  amyloid  deposits  can  be  ab- 
sorbed, no  satisfactory  agent  has  been  found 
to  cause  reabsorption  of  amyloid  in  humans.^^ 
Secondary  amyloidosis,  however,  may  regress 
if  the  predisposing  disease  is  eradicated.^®- 

Agents  which  have  been  used  and  found  to 
be  ineffective  in  the  treatment  of  amyloidosis 
include  liver  extract,  ascorbic  acid,  and  uracil 
mustard. ^®'®-''®®  Administration  of  cyclophospha- 
mide (Cytoxan^)  and  chloroquine  were  with- 
out benefit  in  Case  #1  and  Case  #6  respec- 
tively. Adrenocorticosteroids  have  been  of  no 
proven  benefit.  Some  investigators  have  even 
reported  that  steroids  accelerate  amyloid  pro- 
duction.®"®® Although  prednisone  produced 
temporary  diuresis  in  Cases  #4  and  #6,  it 
failed  to  prolong  survival  or  cause  amyloid 
reabsorption. 

Melphalan  (Alkeran^),  an  alkylating 
agent,  has  been  therapeutically  beneficial  in 
the  treatment  of  multiple  myeloma.®®  There  is 
a published  report  of  the  use  of  melphalan  in 
the  treatment  of  one  patient  with  multiple 
myeloma  and  amyloidosis.®^  It  failed  to  pre- 
vent a rapid  downhill  course  resulting  in  heart 
failure,  azotemia,  anemia,  and  death.  This 
suggested  the  possibility  that  amyloidosis  com- 
plicating multiple  myeloma  may  be  a contra- 
indication to  the  use  of  melphalan.  Three  of 
our  patients  (Cases  #4,  5,  and  7)  were  treated 
with  melphalan.  Case  #4  received  a four-day 
course  while  Case  #7  received  two  four-day 
courses.  No  definite  beneficial  effect  was  ob- 
served in  these  two  patients,  although  Case  #7 
survived  one  year  after  the  onset  of  congestive 
heart  failure.  Case  #5  has,  however,  been 
maintained  on  melphalan  (0.15mg./Kg.  on 
alternating  days)  for  24  months.  During  the 
six  months  prior  to  melphalan  therapy,  this 
patient  had  developed  progressive  congestive 
heart  failure,  macroglossia,  and  asthenia.  Since 
the  initiation  of  melphalan  therapy,  there  has 
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I been  no  further  enlargement  of  the  tongue. 
I Congestive  heart  failure  is  being  well-con- 
I trolled  with  digitalis  and  occasional  furosemide 
? (Lasix^)  or  mercurial  diuretics.  The  chest 
roentgenogram,  serum  electrophoresis,  and 
^ bone  survey  are  now  normal.  Weight  loss  and 

~ asthenia  are  no  longer  present,  and  the  pa- 

' tient  is  presently  active  and  ambulatory. 

Whether  or  not  amyloid  reabsorption  has 
occurred  in  Case  #5  as  a result  of  melphalan 
therapy  is  impossible  to  determine.  Since  the 
tongue  size  has  not  appreciably  changed, 
melphalan  may  have  retarded  deposition  rather 
than  caused  reabsorption  of  amyloid.  This 
* beneficial  response  is  probably  due  to  control 
j of  multiple  myeloma,  the  patient’s  primary 
j disease,  rather  than  control  of  amyloidosis  per 
se.  Whether  or  not  melphalan  can  produce  a 
.•  similar  response  in  non-myelomatous  types  of 
» amyloid  awaits  future  trial. 

Summary 

Seven  patients  with  cardiac  amyloidosis 
*.  have  been  presented.  The  following  criteria  are 
> suggested  to  establish  the  antemortem  diagno- 
sis: (1)  congestive  heart  failure  of  obscure 
origin;  (2)  cardiomegaly;  (3)  low  voltage 
electrocardiogram;  and  (4)  positive  extra-car- 
diac biopsy  for  amyloid.  Once  congestive  heart 
failure  has  occurred,  life  expectancy  is  only  a 
few  months  unless  potent  diuretics  are  admin- 
istered. Although  no  therapy  is  known  which 
reduces  amyloid  deposits,  melphalan  (Alker- 
an^)  administration  in  one  patient  has  ap- 
parently retarded  amyloid  deposition  and  pro- 
duced a long  survival  period. 
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Complications  of  Hypodermoclysis 
(Re-emphasis  with  a Case  Presentation)! 

Bryan  Davis  Hall,  M.D.* * 

Louisville,  Kentucky 


Hypodermoclysis  is  still  being  used  as  a 
form  of  parenteral  therapy.  Its  compli- 
cations have  been  noted  in  a number  of 
patients  seen  at  Children’s  Hospital  re- 
cently. This  form  of  therapy  should  cease 
in  pediatrics. 

Four  children  with  dehydration  and/or 
shock  who  had  previously  received  hy- 
podermoclysis were  admitted  to  the  Chil- 
dren’s Hospital,  Louisville,  Kentucky,  be- 
tween November  1965  and  February  1966. 
Each  patient  was  referred  from  a small  com- 
munity hospital  because  of  the  inability  of  the 
attending  physicians  to  correct  the  fluid  and 
electrolyte  imbalance.  All  of  the  patients  had 
edematous  lower  extremities,  three  had 
marked  swelling  of  the  thighs  and  scrotal 
areas,  and  two  had  generalized  edema.  De- 
spite immediate  intravenous  fluid  therapy, 
three  children  did  not  void  for  eight  to  12 
hours  and  one  child  for  18  hours.  It  was  obvi- 
ous that  the  hypodermoclysis  had  become  a 
more  severe  problem  than  the  diarrhea  it  was 
intended  to  correct. 

The  purpose  of  this  paper  is  to  report  one 
of  these  cases  to  re-emphasize  the  limitations 
and  serious  potential  complications  of  this 
therapy. 

Report  of  a Case 

Six  days  prior  to  hospital  admission,  a five- 
month-old  white  female  was  admitted  to  a 
small  community  hospital  in  a moribund, 
cyanotic  state  following  aspiration  of  a feed- 
ing. Respiration  was  established  after  suction- 
ing and  positive  pressure  oxygen.  A roentgeno- 
gram revealed  atelectasis  of  the  right  upper 
lobe  and  infiltrates  of  the  right  middle  and 
lower  lobes.  Chloromycetin  and  penicillin  were 

^Reprint  requests  to  Children's  Hospit -I,  226  E.  Chest- 
nut St.,  Louisville,  Kentucky  40202 

*Instructor  in  pediatrics  and  chief  resident,  depa'-tn-ent 
of  pediatrics.  University  of  Louisville  School  of  Medi- 
cine 


administered,  but  the  child  failed  to  improve. 
Because  of  persistent  anorexia  she  was  given 
unspecified  amounts  of  normal  saline  and  five 
percent  glucose  by  hypodermoclysis.  After 
three  days  of  this  therapy  the  infant  developed 
edema  and  oliguria  and  was  transferred  to 
Children’s  Hospital. 

Physical  examination  on  admission  revealed 
an  edematous,  dusky,  and  lethargic  infant.  The 
temperature  was  97 °F.  (Rectal),  pulse  was 
160,  respirations  were  50,  and  blood  pressure 
45  mm  Hg  (Flush  Technique). 

The  child  weighed  13  pounds,  four  ounces. 
The  anterior  fontanelle  was  soft,  the  lips  moist, 
and  the  face  was  swollen.  Examination  of  the 
chest  was  consistent  with  right  upper  lobe  col- 
lapse and  a grade  II/VI  innocent  systolic 
murmur  was  noted  over  the  precordium.  Ex- 
cept for  the  liver,  which  was  three  centimeters 
below  the  right  costal  margin,  there  was  no 
organomegaly.  A 1 plus/4  plus  pitting  edema 
of  the  upper  extremities  and  a 3 plus/4  plus 
pitting  edema  of  the  lower  extremities  was 
present.  There  were  multiple  puncture  marks 
on  the  anterior  aspects  of  both  thighs. 

Admission  laboratory  data  included  a hemo- 
globin level  of  12  gm/100  cc;  hematocrit,  37 
percent;  and  WBC  count,  12,050,  with  70  per- 
cent polys.  The  urine  specimen  produced  18 
hours  after  admission  had  a specific  gravity  of 
1.02,  1 plus  protein,  negative  acetone  and 
sugar,  and  25-30  WBC  per  high  power  field. 
The  BUN  was  9.2  mg/ 100  cc,  total  protein 
5 gm/100  cc  (Albumin  2.3  gm/100  cc  and 
Globulin  2.7  gm/100  cc),  and  the  electrolytes 
were  within  normal  limits. 

The  child  was  given  intravenous  hydrating 
solution  (1500  cc/M-)  and  I.M.  Prostaphlin. 
Despite  this  therapy,  only  15  cc  of  urine  were 
produced  in  the  first  18  hours.  Hypotension 
and  hypothermia  persisted  until  diuresis  began 
48  hours  after  admission.  By  the  fourth  hos- 
pital day  a 1%  pound  weight  loss  had  oc- 
curred. On  the  twelfth  day  the  total  protein 
had  increased  to  5.9  gm/100  cc  with  an  al- 


626 


July  1968  • The  Journal  of 


Complications  of  Hypodermoclysis — Hall 


bumin  of  3.3  gm/100  cc  and  globulin  of  2.6 
gm/100  cc.  A urinalysis  at  this  time  was  nor- 
mal, and  the  urine  culture  collected  the  day 
of  admission  had  not  shown  any  significant 
growth. 

The  pitting  edema  did  not  completely  dis- 
appear for  two  weeks  and  it  was  a month  be- 
fore the  RUL  atelectasis  resolved.  Laboratory 
examinations  including  cholesterol,  SCOT, 
sweat  chloride,  serum  glucose,  and  VDRL 
were  normal.  Analyses  of  the  spinal  fluid  and 
chromosomes  were  also  normal. 

Comment 

This  case  illustrates  some  of  the  more  seri- 
ous complications  of  hypodermoclysis:  hypo- 
tension (shock);  hypothermia;  oliguria;  and 
anuria.^  The  dangers  of  subcutaneous  fluid 
administration  last  appeared  prominently  in 
the  literature  in  1952.^  Just  two  years  previ- 
ously Gardner  and  Murphy-  introduced  the 
scalp  vein  set  for  intravenous  fluid  therapy  in 
infants  and  children.  This  development  has 
obviated  the  use  of  hypodermoclysis  as  a form 
of  therapy  and  has  no  doubt  been  responsible 
for  saving  thousands  of  children.  Unfortunate- 
ly, our  recent  experience  has  made  it  clear 
that  a number  of  physicians  may  still  use  hy- 
podermoclysis therapy. 

The  basic  difficulty  with  subcutaneous  fluid 
therapy  is  that  the  fluid  must  equilibrate  with 
the  intravascular  compartment  before  absorp- 
tion into  the  circulation  can  occur.^  Conse- 
quently, when  hypotonic  or  hypertonic  solu- 
tions are  used  the  absorption  rate  may  be  too 
rapid,  too  slow,  or  nil.  In  fact,  precious  in- 
travascular fluids  may  be  drawn  out  of  the 
circulation  at  the  worst  possible  time.^  Con- 


trolled animal^’  ^ and  human^-  ^ studies  have 
confirmed  the  primary  problems  involved. 

A recent  commentary®  in  Clinical  Pediat- 
rics has  reiterated  the  inadvisability  of  sub- 
cutaneous therapy.  Their  three  cases  had  hy- 
pernatremia and  one  child  eventually  died.  At 
Children’s  Hospital  in  Louisville  about  two  in- 
fants per  year  arrive  at  our  emergency  room 
DOA — their  only  parenteral  fluid  source  having 
b;en  via  the  subcutaneous  route.  This  type 
of  therapy  is  not  an  insignificant  problem,  and 
it  should  behoove  those  using  it  to  re-evaluate 
the  serious  disadvantages. 


Summary 

Hypodermoclysis  therapy  is  still  being  used 
sporadically  to  treat  fluid  and  electrolyte  ab- 
normalities. The  results  of  such  therapy  may 
be  the  reversal  of  that  desired.  In  view  of  the 
general  availability  of  scalp  vein  sets,  treat- 
ment by  hypodermoclysis  is  rarely  necessary 
or  effective. 
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Med-Ed: 

Nine  presentations  were  made  at  the  second 
biennial  KMA  Conference  on  Medical  Edu- 
cation, January  27,  1968,  at  Park  Mammoth, 
Kentucky.  Four  of  these  presentations  which  con- 
cerned the  topic  of  “The  Mechanics  and  Philosophy 
of  Basic  Sciences  Curriculum  in  Teaching  and  Re- 


Part  Two 

search”  were  published  in  the  June  issue  of  The 
Journal. 

To  conclude  the  two-part  series  this  month.  The 
Journal  has  published  below  the  five  articles  repre- 
senting the  portion  of  the  discussion  which  pertained 
to  the  topic  of  “The  Impact  of  Socio-Economic 
Changes  on  Medicine.” 


The  Impact  of  Socio-Economic  Changes  on  Medicine 
"From  the  Citizen's  Point  of  View" 

Louis  Wozar* 

Dayton,  Ohio 


S I approach  my  assignment  here  today,  I 
am  a bit  fearful  and  a bit  awestricken. 

I am  frightened  because  I am  the  only  lay- 
man on  the  program  and  I wonder  if  it  is  safe  to 
say  some  of  the  things  which  I have  on  my  mind. 

I stand  in  awe  at  the  combined  talent  which  is 
assembled  here — talent  dedicated  to  the  healing  and 
well-being  of  a society  which,  in  many  ways,  is 
sick.  Or  so  it  seems  to  me. 

I want  to  say  at  the  outset  that  I am  an  average 
layman  who  knows  little  or  nothing  about  profession- 
al medicine.  It  has  been  my  privilege  to  work  on 
several  state  and  local  committees  whose  purpose  it 
was  to  delve  into  the  needs  of  various  health  pro- 
grams. I have  also  learned  a few  things  in  my  ca- 
pacity as  chairman  of  a number  of  health  planning 
councils. 

But,  I am  not  a medical  man  and  do  not  plan  to 
become  one.  I am  an  industrialist,  whose  chief  prob- 
lems concern  the  manufacturing  and  selling  of  water- 
handling appliances.  We  wish  we  could  operate  our 
business  with  less  government  interference.  And,  we 
wish  it  were  possible  to  make  a little  money  doing  it. 

These  are  problems  which  also  relate  to  your  pro- 
fession— so  perhaps  we  can  talk  together  from  several 
common  bases. 


*Chairman  of  the  Advisory  Council  to  the  Ohio  Val- 
ley Regional  Medical  Program 


We  have  learned,  through  comprehensive  employee 
relations  programs  in  our  plants,  that  the  average  per- 
son today  is  much  more  sophisticated  than  10  or  15 
years  ago.  We  must  constantly  re-evaluate  our  ap- 
proaches to  him,  particularly  in  the  ways  in  which 
we  try  to  help  him  meet  his  changing  needs  and 
goals  in  life. 

I believe  I see  a parallel  here  in  medicine. 

The  people  who  come  to  you  are  more  sophisti- 
cated. This  is  due  to  the  fact  that  growing  percentages 
of  the  public  have  graduated  from  high  school  and 
college.  There  also  has  been  the  tremendous  impact 
of  magazines,  movies,  radio  and  television.  And,  as 
you  know,  this  is  an  age  of  self-help  courses — and 
many  adults  are  continuing  their  educations. 

The  more  I think  about  it,  the  more  convinced  I 
am  that  there  is  a close  relationship  between  my 
problems  and  yours. 

In  the  olden  days,  when  paternalism  was  the  core 
of  an  employee  relations  program,  we  could  say, 
“Now,  now — everything  will  be  all  right.  Just  be 
grateful  you  have  a job — and  get  back  to  the  work 
bench.” 

In  the  olden  days  in  medicine,  I presume  you 
dealt  mostly  with  contagious  diseases.  I expect,  in 
many  cases,  about  all  you  could  do  was  place  a 
cooling  hand  on  a fevered  brow  and  assure  the  patient 
of  your  personal  interest  and  concern.  You  told  him, 
“Now,  now,  old  boy,  Doc  is  here,  everything  is  going 
to  be  all  right — just  take  these  pills.”  He  had  confi- 
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dence  in  you;  he  did  what  you  told  him;  and  usually 
everything  came  out  all  right. 

Today,  you  probably  deal  mostly  with  chronic 
diseases,  and  your  patients  talk  back  to  you  when 
your  advice  does  not  coincide  with  the  cures  set 
forth  in  last  month’s  Readers  Digest. 

The  chances  are  that  your  chronic  disease  patient, 
Joe  Smith,  will  require  a complex  and  specialized 
health  program  designed  to  cure  his  reoccuring  head- 
ache. This  headache  may  be  the  result  of  something 
which  happened  in  one  of  my  plants:  The  poor 
fellow  might  not  have  been  able  to  make  it  as  a 
foreman  in  our  assembly  division,  so  we  had  to  put 
him  back  in  the  tool  crib  with  iron  bars  around 
him.  Just  what  is  the  relationship  between  Joe’s  nag- 
ging attitude  concerning  his  demotion  and  the  con- 
tinuing headache? 

I am  thinking  here  of  the  need  for  the  physician 
to  understand  this  man  in  relation  to  his  job,  security, 
family  and  community  relationships.  Otherwise,  we 
are  perhaps  treating  unrealistically.  Is  it  right  to  tell 
Joe  to  give  up  smoking,  cut  out  drinking,  forget 
bowling,  cancel  the  weekly  poker  game,  abstain  from 
sex,  but  above  all,  Joe,  learn  how  to  relax? 

I want  to  say  immediately  that  I may  be  exag- 
gerating Joe’s  problem — just  to  make  a point.  More- 
over, I want  to  acknowledge  that  it  is  just  as  much 
our  responsibility  as  yours  to  come  up  with  a solu- 
tion. 

The  question  is;  How  can  we  best  work  together 
to  accomplish  this? 

I propose  to  suggest  an  answer  a little  later — but, 
for  the  moment,  permit  me  to  mention  other  mutual 
problems  about  which  we  should  concern  ourselves. 

As  you  may  know,  labor  unions  today  are  attempt- 
ing to  develop  early  retirement  plans  for  millions  of 
employees.  Some  of  these  people  will  quit  work  at 
55.  And  since  they  will  live  20  years  longer  (thanks 
to  the  medical  profession),  we  are  going  to  have 
problems  a-plenty. 

What  chronic  diseases,  real  and  Imaginary — what 
chronic  diseases,  mental  and  physical — will  result 
from  greater  idleness  and  greater  life  expectancy? 

I realize  that  the  government  has  some  ideas  in 
this  field,  but  what  is  it  that  the  individual  local 
community  can  do?  This  is  something  which  requires 
study,  planning  and  cooperation.  It  requires  the  ac- 
tive participation  of  the  medical  profession,  along 
with  many  other  community  groups. 

Another  important  effect  of  the  aging  of  the  popu- 
lation and  the  chronic  disease  era  has  had  significant 
impact  on  the  organization  of  medicine,  medical  edu- 
cation and  the  health  care  delivery  system.  The  older 
people  need  a greater  variety  of  services — often  at  a 
variety  of  locations — requiring  a variety  of  facilities 
and  equipment,  and  the  services  of  many  professional 
and  sub-professional  specialists. 

This  fact  alone  has  put  a major  strain  on  the 
health  care  delivery  system  and  raises  basic  ques- 
tions as  to  future  planning  and  organization  of  medi- 
cal care  services. 

How  should  it  be  organized  and  how  do  we  as- 
sure that  the  individual  won’t  get  lost  while  going 
through  the  system?  This  is  assuming  the  individual 


is  knowledgeable  enough  to  know  where  to  enter  the 
system  and  what  financial  support  is  available  if 
needed,  and  how  to  arrange  for  it.  There  are  major 
questions  here  as  to  convenience,  and  decisions  and 
compromises  should  be  reached  as  to  whose  conven- 
ience is  overriding  in  particular  health  programs. 

It  is  my  feeling  that  in  the  interest  of  conserving 
manpower,  money  and  materials,  there  should  be 
greater  concentration  and  coordination  in  health  care 
services.  All  things  being  equal,  the  convenience  of 
the  physician  should  be  overriding,  as  we  cannot  af- 
ford the  luxury  of  having  professional  people  spend- 
ing half  their  day  running  around  town  from  one 
office  or  facility  to  another.  Actually,  concentrations 
of  medical  services  tend  to  be  convenient  not  only  to 
physicians,  but  to  patients  in  terms  of  quick  refer- 
rals, and  immediate  provision  of  multiple  services.  As 
the  provision  of  a greater  number  of  services  requires 
the  team  approach,  concentrations  are  a necessity. 

This  need  for  a variety  of  services  by  the  aged 
poses  a unique  challenge  for  the  physician,  and  other 
providers  of  services,  to  assure  both  comprehensive- 
ness and  continuity  of  care  through  organization  and 
coordination. 

The  basic  questions  are:  How  can  health  service 
be  organized  to  meet  the  numerous  needs  of  a single 
individual  without  losing  sight  of  the  individual  him- 
self? without  losing  continuity?  without  making  the 
individual  feel  like  a number? 

As  for  the  hospital,  it  has  grown  into  an  institu- 
tion where  one  goes,  not  to  die,  but  to  receive  major 
preventive,  diagnostic  treatment  and  rehabilitative 
services. 

Obviously,  an  institution  as  complex  as  a hospital 
must  have  rules  and  regulations,  otherwise,  there 
would  be  complete  anarchy  and  confusion.  Yet,  we 
must  be  careful  not  to  develop  procedures  with  more 
of  an  eye  toward  easing  administration  than  giving 
the  patient  the  care  he  needs. 

Patients  wonder  why  there  is  always  a piece  of 
paper  between  them  and  the  health  personnel.  Per- 
sonnel are  becoming  so  procedural  oriented — like 
the  links  in  a chain  and  like  an  assembly  line  in 
industry — to  the  point  where  the  individual  patient 
may  well  wonder  whether  his  own  unique  needs  are 
being  slurred  over,  neglected  or  squelched. 

Obviously  there  must  be  compromises  between  the 
needs  of  the  institutional  system  and  the  needs  of 
the  patient  in  order  to  get  the  major  job  done.  I 
think  this  is  a major  continuous  challenge  to  us  to 
keep  these  interests  in  balance. 

Another  characteristic  of  our  modern  society  has 
been  the  rapid  growth  of  urbanization.  Urban  living 
tends  to  change  attitudes,  and  add  to  the  awareness 
of  people  in  their  use  of  health  services.  Urban  people 
are  more  prone  to  turn  to  a variety  of  sources  for 
health  care.  The  mobility  and  access  of  urban  resi- 
dents make  it  possible  for  them  to  seek  health  serv- 
ices more  frequently  than  their  rural  neighbors. 

Larger  concentrations  of  people  provide  the  op- 
portunity for  constructing  larger  and  more  economi- 
cal units  for  health  care,  with  the  greater  assurance 
of  high  utilization  and  effective  administration.  The 
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same  concentration  of  people  provides  a manpower 
base  for  meeting  health  personnel  needs. 

Yet.  despite  these  potential  advantages,  the  re- 
sources of  even  urban  areas  are  not  sufficient  to 
support  the  concept  that  each  hospital  should  be  all 
things  to  all  people.  In  the  interest  of  maximizing 
use  of  existing  human,  financial  and  physical  re- 
sources, urban  areas  must  concentrate  on  coordina- 
tion of  facilities  and  services  if  high  quality  compre- 
hensive and  efficient  programs  of  health  care  are  to 
be  maintained. 

Herein  lies  a challenge  to  the  medical  profession 
to  actively  participate  in  planning  at  the  institutional 
level  and  in  response  to  their  evaluation  of  overall 
community  need.  Actually,  there  is  evidence  that  the 
medical  profession  is  becoming  more  knowledgeable 
and  understanding  of  the  complexities  of  health  care 
planning,  and  in  community  after  community  they 
are  playing  their  vital  role  in  planning.  It  is  obvious 
to  me  that  we  cannot  plan  realistically  in  the  health 
field  without  this  help.  The  community  is  fortunate 
which  has  the  active  participation  of  the  medical 
profession  in  such  planning. 

Although  our  society  historically  always  has  been 
mobile,  the  1960  census  indicates  that  approximately 
one-fifth  of  the  population  moves  each  year. 

This  presents  a problem  in  terms  of  continuity  of 
care  of  the  individual  with  his  personal  physician. 
Consider  the  situation  of  the  millions  who  break 
established  relationships  with  a known  health  care 
system  and  move  to  new  communities.  These  families 
must  establish  new  relationships  to  meet  their  com- 
prehensive health  care  needs.  This  is  a two  way  re- 
sponsibility— one  for  the  providers  of  service — physi- 
cians, health  facilities  and  organizations — to  make 
entry  into  the  system  logical  and  easy — and  the  other 
for  the  family  to  seek  it. 

This  mobility  places  both  the  physician  and  patient 
in  a different  setting.  The  patient’s  history  rests  on 
what  he  can,  or  cares  to  recall.  This  can  be  con- 
trasted to  the  situation  decades  ago,  when  a practi- 
tioner might  take  care  of  a family  for  many  years 
and  have  sensitivity  to  the  hereditary  makeup  and 
individual  life  adjustment  of  each  member  of  the 
family. 

Just  as  we,  in  industry,  have  a communications 
problem  with  the  employees,  you  have  one  with  your 
patients.  I have  heard  physicians  complain  of  the 
number  of  patients  they  see  in  their  offices  with 
minor  complaints  edging  on  the  neurotic — and,  in- 
deed, this  can  be  proven  statistically.  I also  hear 
from  patients  of  their  feeling  of  guilt  about  taking 
up  the  physician's  valuable  time  for  complaints  when 
it  turns  out  there  was  no  basic  reason  for  concern. 

On  the  other  hand.  I have  often  sympathized  with 
physicians  who  have  seen  patients  arrive  at  their  of- 
fices too  late  after  ignoring  symptoms  for  months. 
This  often  leads  to  an  unnecessary,  preventable 
death. 

Identification  of  the  problem  is  simple  .How  do  we 
keep  the  patient  with  minor  unfounded  complaints 
out  of  the  office,  in  the  face  of  major  public  health 
education  to  see  the  physician  at  the  first  symptom, 
so  that  modern  medical  advances  can  be  brought  to 


bear?  Resolution  is  more  difficult.  Are  we  talking 
about  more  sophisticated  self  diagnosis — and  its  re- 
lated dangers — or  what?  What  are  our  goals?  What 
can  the  community  do  to  help  you  with  this  prob- 
lem? What  can  you  do  to  help  yourselves? 

Up  to  this  point  I have  tried  to  point  to  a few 
community  problems  related  to  health  care.  There 
are  others  which  could  have  been  mentioned.  How- 
ever, in  the  time  remaining  I should  like  to  discuss 
briefly  some  aspects  of  federal  legislation  and  other 
outside  factors  which  are  necessarily  a part  of  this 
discussion. 

If  the  physician  is  confused,  you  can  imagine  the 
state  of  mind  of  the  average  layman.  The  health 
field  and  current  legislation  represents  a field  of 
cobwebs.  It  is  apparent  that  current  health  legisla- 
tion has  created  a wealth  of  opportunities  for  plan- 
ning and  implementation,  yet  at  the  same  time  has 
created  a complicated,  fragmented,  overlapping,  dupli- 
cating maze. 

There  is  a movement  in  areawide  hospital  plan- 
ning. Yet  before  we  can  formalize  our  plans,  the 
rules  of  the  game  are  changed.  While  many  hospital 
planners  worry  about  bureaucratic  administrative 
control  in  hospital  planning.  Congress  outdid  the 
bureaucrats  by  legislating  control  and  stipulating  ex- 
actly what  a planning  council  should  do.  (I  am  re- 
ferring to  comprehensive  areawide  health  planning). 
In  effect,  they  legislated  community  action  without 
knowing  how  communities  acted.  They  dictated  that 
all  interested  parties  in  health  crawl  in  bed  together, 
without  consideration  of  variation  of  interest,  talents 
and  approach.  To  many  laymen  this  presents  an  im- 
possible situation,  since  many  of  us  are  involved  in 
a multiple  number  of  agencies  concerned  with  fi- 
nancing, planning,  and  direct  provision  of  services. 
As  a layman  I am  totally  confused  as  to  how  they 
could  expect  the  voluntary  private  sector  to  be  re- 
sponsible for  air  and  water  pollution  which  has  his- 
torically been  a question  of  legislative  and  judicial 
control. 

I preach  for  the  voluntary  method,  yet  I hear 
more  about  sanctions. 

I have  experienced  a growth  of  understanding 
about  planning  in  the  health  field,  yet  suddenly  note 
that  the  hospital  planner’s  recommendations  are  to 
be  reviewed  by  regional  bodies  of  physical  planners 
concerned  with  land  usage  and  water  quality  con- 
trol. I am  referring  here  to  Model  Cities  Legislation 
P.  L.  89-754.  These  bodies  will  review  all  federal 
programs  except  education.  Yet  I understand  that 
impending  legislation  will  create  a supra  planning 
body  which  will  approve  all  federal  monies  including 
education.  Detailed  regulations  about  existing  review 
by  land  usage  regional  bodies  have  not  been  written 
and  there  is  equal  confusion  by  all  parties  as  to  who 
should  do  what,  when  and  how. 

The  regional  medical  programs  in  heart  disease, 
cancer  and  stroke  have  considerable  amounts  of 
money  for  planning  and  implementation,  yet  no  clear 
lines  have  been  established  as  to  their  specific  in- 
terests and  how  they  relate  to  other  agencies. 

New  advisory  committees  to  the  state  have  been 
appointed  to  establish  health  priorities  and  assist  in 
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appropriations,  yet  the  maze  of  regulations  and  lack 
of  data  are  overpowering. 

The  availability  of  money  and  aggressive  stature 
of  the  government  put  many  of  us  in  bizarre  posi- 
tions. I am  on  the  Executive  Committee  of  the 
Hospital  Planning  Council  in  Dayton  and  was  sur- 
prised to  be  requested  informally  by  representatives 
of  the  federal  government  to  put  in  for  supplemental 
monies  for  planning  in  Mental  Health  and  Mental 
Retardation  on  a demonstration  basis  to  prove  that 
hospital  planning  councils  can  plan  effectively  in 
these  areas.  As  it  was,  there  was  no  agency  actively 
involved  in  this  area,  so  we  proceeded. 

The  matter  of  financing  is  important.  Much  of  the 
health  legislation  calls  for  matching  monies,  yet  I, 
as  a layman,  find  a dearth  of  understanding  in  state 
and  federal  committees  and  among  other  interested 
parties  as  to  how  monies  are  raised  locally  and  what 
problems  exist.  As  a practical  businessman  I often 
shudder. 

Confusion  persists  in  terms  of  relationships.  The 
Hospital  Planning  Council  in  Dayton  relates  to  the 
Department  of  Health  on  some  matters.  The  De- 
partment of  Mental  Hygiene  and  Correction  on 
others.  One  of  the  Hospital  Planning  Council’s  com- 
mittees doubles  for  the  Vocational  Rehabilitation 
State  Manpower  Committee.  The  Hospital  Planning 
Council  has  a relationship  with  the  regional  planners 
which  neither  of  us  understands.  New  legislation  has 
created  both  county  mental  health  and  mental  retar- 


dation boards,  yet  their  role  and  relationship  with 
the  ongoing  program  of  the  Hospital  Planning  Coun- 
cil is  undetermined. 

I must  stop — or  I soon  will  be  one  of  your  pa- 
tients. It  is  difficult  to  discuss  this  legislative  mess 
without  developing  heart  failure. 

Yet,  being  something  of  an  optimist,  I believe  we 
can  find  a solution. 

What  we  need,  and  must  have,  is  more  community- 
wide planning  and  more  community-wide  action  with 
less  government  entanglement. 

The  best  approach,  it  seems  to  me,  is  first,  public 
education.  After  we  have  acquainted  the  public  with 
some  of  the  problems,  we  should  better  be  able  to 
attract  community  leaders — in  depth — who  will  help 
to  plan  and  act  on  a concentrated  and  continuing 
basis.  And,  if  we  can  be  assured  of  the  full  coopera- 
tion of  the  medical  profession  and  the  lay  people  in 
health  services,  we  cannot  fail  to  make  significant 
strides  in  the  right  direction. 

In  situations  where  you  can  see  the  problems  more 
clearly  than  we  laymen,  call  them  to  our  attention. 
When  we  see  community  health  needs  which  we  be- 
lieve are  not  being  met,  we  will  call  them  to  your 
attention. 

It  will  not  be  easy.  But,  cooperation,  planning  and 
timely  voluntary  action  will  do  it. 

Thanks  for  listening.  And  thank  you  most  kindly 
for  inviting  me  to  take  part  in  your  deliberations. 


"The  University  and  Community  Health  Services" 

William  S.  Jordan,  Jr.,  M.D.* 

Lexington 


The  foremost  external  force  affecting  medical 
education  is  the  now  accepted  concept  that 
access  to  good  health  care  is  a human  right. 
It  is  believed  by  many  that  this  concept  demands  a 
revision  in  the  traditional  methods  of  delivery  of 
health  care.  If  medical  schools  are  responsible  for 
defining  the  kinds  of  health  personnel  needed,  the 
kind  of  education  they  will  require,  and  how  they 
are  to  be  most  effectively  used,  then  our  schools 
must  teach  medical  students,  interns,  and  residents 
more  about  the  delivery  of  comprehensive  health  care. 
As  a result,  even  greater  attention  must  be  given  to 
the  behavioral  and  social  sciences  and  to  community 
health  in  the  education  of  the  modern  doctor. 

Recent  congressional  legislation  such  as  that  es- 
tablishing the  Regional  Medical  Programs  has  placed 
new  service  demands  on  medical  education.  As  these 
new  demands  are  met,  academic  and  scientific  ex- 
cellence must  be  maintained.  We  are  all  aware  that 
the  American  medical  scene  is  characterized  by  a 
striking  unevenness,  with  the  most  extraordinary 
patient  care  available  in  the  world  at  one  end  of  the 
spectrum,  and  poor  patient  care  at  the  other.  What 
is  needed,  we  are  told,  is  an  upgrading  of  the  quality 
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of  patient  care  for  the  large  segments  of  the  popula- 
tion that  do  not  now  have  access  to  good  health 
care.  The  key  question  is:  can  this  upgrading  be 
accomplished  without  detracting  from  the  pursuit  of 
excellence  to  which  university  medical  centers  must 
be  committed? 

At  the  recent  annual  meeting  of  the  Association  of 
American  Medical  Colleges — a group  composed  of 
medical  school  deans,  medical  educators,  and  admin- 
istrators of  teaching  hospitals — a major  single  theme 
ran  through  many  of  the  sessions:  the  universities 
must  do  more  to  bring  medical  care  to  all  of  the 
people.  They  must  do  this,  it  was  said,  not  only  by 
producing  more  physicians  and  other  health  profes- 
sionals, but  by  participating  actively  in  expanding 
and  in  improving  systems  for  the  delivery  and  fi- 
nancing of  health  services. 

The  just  published  report  of  the  National  Advisory 
Commission  on  Health  Manpower^  states  in  its  in- 
troduction that:  “There  is  a crisis  in  American 
health  care.”  . . . “The  crisis,  however,  is  not  simply 
one  of  numbers”  . . . “It  is  true  that  substantially 
increased  numbers  of  health  personnel  will  be  needed 
over  time”  . . . but  “unless  we  improve  the  system 
through  which  health  care  is  provided,  care  will  con- 
tinue to  become  less  satisfactory  even  though  there 
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are  massive  increases  in  costs  and  in  numbers  of 
health  personnel.”  The  report  further  characterizes 
medical  care  in  the  United  States  as  being  a “collec- 
tion of  bits  and  pieces  (with  overlapping,  duplica- 
tion, great  gaps,  high  costs,  and  wasted  effort)” 
rather  than  “an  integrated  system  in  which  needs 
and  efforts  are  closely  related.”  It  is  past  time,  the 
Commission  insists,  for  university  medical  centers  to 
take  a look  at  the  system. 

Medical  schools  and  their  affiliated  university 
teaching  hospitals  have  been  criticized  for  their  al- 
leged failure  to  be  concerned  with  the  medical  prob- 
lems of  the  immediate  urban  communities  in  which 
they  are  located,  sheltering,  as  it  were,  their  investi- 
gators and  their  students  in  some  ivory  tower  remote 
from  the  realities  of  medical  care.  Increasingly,  uni- 
versity medical  centers  are  challenged  to  take  an  ac- 
tive part  in  providing  medical  care  for  economically 
depressed,  medically  deprived  communities  by  en- 
gaging directly  in  the  practice  of  medicine,  not  only 
within  their  own  hospital  walls,  but  outside  of  those 
walls  by  creating  satellite  clinics,  assuring  transporta- 
tion for  medical  visits,  and  developing  programs  in 
rehabilitation,  preventive  medicine  and  all  those  as- 
pects of  medicine  grouped  under  the  label  of  “Com- 
prehensive Medical  Care”. 

Some  of  this  may  sound  familiar  to  you.  In  the 
past,  the  practicing  physician  has  been  the  “whip- 
ping boy”  of  political  spokesmen,  social  reformers, 
medical  administrators,  and  others  too  often  unfamil- 
iar through  any  formal  experience  with  the  problems 
of  community  medical  practice.  Physicians  accused  of 
failing  in  their  responsibility  to  provide  total  care 
to  the  members  of  their  communities  may  derive 
some  wry  satisfaction  from  observing  the  discomfort 
of  their  colleagues  in  the  university  teaching  centers 
now  found  guilty  of  the  same  charge^. 

The  growing  conviction  of  the  American  public 
that  the  right  to  health  care  is  an  individual  right 
which  should  be  available  to  all  has  been  expressed 
in  recent  years  by  a growing  amount  of  legislation 
designed  to  bring  the  fruits  of  medical  research  and 
the  benefits  of  medical  care  to  all  of  our  citizens. 
Of  the  25,566  bills  considered  by  the  89th  Congress, 
1,600  affected  medical  care.  Just  as  the  practices  of 
physicians  have  been  influenced  by  Medicare-Medi- 
caid legislation,  so  will  the  activities  of  the  universi- 
ties be  influenced  by  comprehensive  health  planning 
legislation,  and  the  implementation  of  Regional  Med- 
ical Programs.  It  is  my  conviction  that  the  universi- 
ties must  heed  this  demand  for  service,  but  not  let  it 
jeopardize  their  roles  in  teaching  and  research.  Rather, 
universities  must  use  this  opportunity  for  service  to 
improve  and  strengthen  their  teaching  and  research 
programs. 

Emphasis  on  the  community  seems  to  be  the  new 
dimension.  There  is  an  emerging  conviction  among 
leading  medical  schools  and  their  parent  universities 
that  university  medical  education  is  at  the  threshold 
of  a new  phase  of  social  responsibility.  The  wide 
disparities  which  exist  between  the  best  that  is  known 
and  practiced  in  medicine  and  the  adequacy  of  med- 
ical services  actually  obtainable  by  a large  part  of 
our  population,  particularly  low-income  families,  have 


brought  to  the  fore  this  new  and  further  role  for 
the  university  in  medicine  and  health.  In  addition  to 
teaching,  research,  and  patient  care,  university  medi- 
cal centers  have  been  asked  to  take  the  lead  in  the 
identification  and  solution  of  the  complex  problems  of 
the  nation’s  system  of  health  services.  The  university 
setting  should  provide  opportunities  for  medical  schol- 
ars to  work  with  non-medical  faculty  in  fields  bearing 
crucially  on  these  problems — economics  and  sociolo- 
gy for  instance — and  in  the  design  of  experiments 
and  demonstrations  in  improved  patterns  and  ar- 
rangements for  providing  health  care.  Along  with 
other  universities,  the  University  of  Kentucky  must 
participate  in  the  development  of  broadbased,  col- 
laborative programs  to  gain  insights  into  how  basic 
factors  that  shape  medical  and  health  services — edu- 
cational, professional,  institutional,  social,  and  eco- 
nomic— can  be  modified  to  produce  patterns  or  sys- 
tems that  will  make  the  best  use  of  available  re- 
sources and  improve  the  chances  of  individuals  and 
their  families  to  maintain  their  health  at  optimum 
levels. 

Historically,  medical  centers  have  performed  their 
duty  by  operating  good  hospitals,  clinics,  and  out- 
patient departments,  while  state  and  local  govern- 
ments, through  health  departments,  were  responsi- 
ble for  taking  care  of  those  health  problems  found 
in  the  community  outside  of  the  walls  of  the  medical 
center  which  were  not  handled  by  the  private  sector 
of  medicine.  With  few  exceptions,  the  result  of  this 
approach  has  been  far  from  desirable.  In  terms  of 
education,  one  of  the  major  criticisms  of  the  lack  of 
university  participation  in  community  medical  prob- 
lems is  that  it  has  disregarded  the  need  of  the  medi- 
cal school  to  provide  some  kind  of  educational  ex- 
perience for  the  medical  student  and  trainee  in  the 
problems  of  furnishing  comprehensive  care  of  the 
type  which  it  is  hoped  he  will  eventually  render.  As 
you  all  know,  the  College  of  Medicine  of  the  Uni- 
versity of  Kentucky  has  dealt  with  this  criticism  in 
part  through  the  development  of  community  medicine 
clerkships  which  provide  opportunities  for  our  stu- 
dents to  study  health  needs  throughout  the  state 
and  to  work  with  practicing  physicians  seeking  to 
meet  these  needs.  This  experience  in  community 
medicine  on  the  part  of  our  faculty  and  students 
should  prepare  us  to  work  more  effectively  with 
other  programs  being  developed  within  the  state.  Two 
of  these  are  the  Ohio  Valley  Regional  Medical  Pro- 
gram and  the  Southeastern  Kentucky  Regional  Health 
Demonstration  Project  supported  by  the  Appalachian 
Regional  Development  Act.  A third.  Comprehensive 
Health  Care  Planning,  will  soon  be  initiated. 

Nationally,  the  Regional  Medical  Programs  must 
aim  for  the  inclusion  of  a “significant  portion”  of 
the  nation’s  total  health  resources  if  the  law’s  intent 
is  to  be  met;  this  means  involvement  with  almost 
100  medical  schools  and  their  affiliated  teaching  hos- 
pitals, a sizable  proportion  of  the  total  of  7,000  hos- 
pitals, involvement  of  some  288,000  physicians  active 
in  practice,  600,000  nurses,  and  a large  number  of 
other  health  personnel.  The  Ohio  Valley  Regional 
Medical  Program  will  place  demands  on  the  Uni- 
versities of  Cincinnati,  Louisville,  and  Kentucky  for 
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expertise  and  leadership  in  expanding  continuing  ed- 
ucation and  in  improving  health  services  in  commun- 
ity hospitals. 

Lack  of  manpower  to  staff  these  vast  new  pro- 
grams is  an  immediate  problem.  Other  problems  al- 
ready emerging  center  on  the  need  to  “reach  a con- 
sensus” in  such  areas  as:  (1)  distributing  those  spe- 
cialized facilities  and  manpower  required  to  meet  the 
needs  of  heart,  cancer,  and  stroke  patients  at  the 
most  reasonable  cost;  (2)  determining  the  character 
and  conduct  of  continuing  education  programs  that 
utilize  the  resources  of  professional  organizations, 
university  medical  centers,  and  community  hospitals; 
and  (3)  applying  technological  innovations,  such  as 
the  use  of  centralized  computer  facilities  for  patient 
diagnosis  and  monitoring  of  physiologic  function. 

Obviously,  solutions  to  these  and  all  other  problems 
generated  by  the  Regional  Medical  Programs  will 
require  the  good  will  and  close  cooperation  of  all 
physicians,  be  they  in  medical  centers  or  in  solo 
practice,  and,  indeed,  of  all  health  professionals. 

Another  program  with  similar  requirements  is  the 
Regional  Health  Demonstration  Project  to  be  located 
in  the  southeastern  corner  of  Kentucky,  an  11 -county 
area  in  the  heart  of  Appalachia.  The  proposed 
project  is  designed  to  demonstrate  a regional  ap- 
proach, on  the  basis  of  medical  service  areas,  to  the 
development  and  functioning  of  comprehensive  health 
services.  Responsibility  for  planning  and  implementa- 
tion is  to  be  exercised  at  the  local  level  through 
area-wide  health  planning  councils.  Technical  assist- 
ance to  the  planning  councils  and  to  the  entire  de- 
monstration project  will  be  provided  by  the  Univer- 
sity of  Kentucky  Medical  Center,  the  State  Depart- 
ment of  Health,  and  the  State  Department  of  Mental 
Health,  working  in  concert.  Here,  obviously,  is  a 
major  community  project  which  can  be  used  as  an 
instrument  for  teaching  and  research. 

We  at  the  College  of  Medicine  must  now  con- 
sider the  need  for  other  community  laboratories.  You 
are  probably  familiar  with  what  a number  of  schools 
have  done  to  provide  an  educational  experience  for 
their  students  in  furnishing  comprehensive  care.  These 
may  be  classified  in  two  categories:  (1)  the  provi- 
sion by  the  medical  center  of  comprehensive  care  on 
a voluntary  basis  for  a limited  number  of  families  in 
a selected  geographic  area;  (2)  the  provision  by  the 
medical  center  of  comprehensive  care  for  the  total 
population  of  a large  geographic  area  in  the  city. 

The  family  care  programs  which  have  been  de- 
veloped are  extensions  of  the  home  care  programs 
which  have  been  carried  out  by  some  medical  centers 
for  a number  of  years.  Once  started,  the  family  care 
program  must  be  permanent,  with  the  medical  cen- 
ter assuming  the  obligation  of  looking  after  selected 
families  and,  in  effect,  replacing  practicing  family 
physicians.  Individuals  designing  such  programs  have 
sought  to  include  families  from  all  economic  levels, 
since  programs  carried  out  only  in  indigent  popula- 
tions do  not  provide  a true  picture  of  comprehensive 
medical  care. 

The  development  of  comprehensive  care  programs 
to  serve  large  urban  areas  has  been  made  possible  by 
the  Office  of  Economic  Opportunity,  the  so-called 


Poverty  Program.  Such  programs  have  been  de- 
veloped by  Tufts  University  in  Boston,  by  two  of 
the  medical  schools  in  Chicago,  and  one  is  now  be- 
ing developed  in  the  Hough  area  of  Cleveland.  All  of 
these  programs  are  in  deprived  areas  with  few  phy- 
sicians. In  such  programs,  it  is  obvious  that  patient 
care  is  the  predominant  activity  and  that  teaching  is 
secondary.  No  one  can  quarrel  with  the  objective  of 
bringing  good  medical  care  to  these  citizens,  but  the 
big,  contemporary  question  is  how  much  responsi- 
bility the  university  should  assume  for  providing  such 
care. 

One  of  the  recommendations  of  the  Commission 
on  Health  Manpower  reads  as  follows:  “Programs 
for  health  care  of  the  disadvantaged  should  be  given 
highest  priority  and  made  available  wherever  needed. 

“Innovations  introduced  experimentally  for  the 
care  of  the  disadvantaged  should  be  carefully  ex- 
amined for  their  applicability  to  the  care  of  all  per- 
sons. Conversely,  programs  for  the  care  of  the  dis- 
advantaged should  incorporate  elements  from  existing 
methods  of  medical  care,  wherever  appropriate. 

“Experimental  programs  to  develop  new  methods 
of  health  care  for  the  disadvantaged  should  be  en- 
larged and  should  become  the  combined  responsibility 
of  physicians  in  private  practice,  universities,  hos- 
pitals, voluntary  agencies,  and  government  at  all 
levels.” 

The  call  for  “combined  responsibility”  is  basic, 
and  deserving  of  emphasis.  With  this  in  mind,  it  is 
pertinent  to  quote  from  Resolution  D of  the  KMA 
House  of  Delegates  in  September  1966: 

1.  “That  KMA  establish  leadership  in  forward 
looking  and  imaginative  planning  for  tomor- 
row’s community  medicine; 

2.  “The  medical  profession  strive  to  identify  with 
total  medical  care  problems  of  society,  to  study 
and  understand  such  problems,  and  assume  lead- 
ership in  formulation  (with  others)  of  solutions 
to  these  problems,  recognizing  the  valid  interest 
of  both  the  public  and  the  profession; 

3.  “KMA  should  provide  a way  for  the  maximum 
participation  of  its  members,  maximum  flexi- 
bility in  responding  to  the  immediate  and  fu- 
ture problems  in  scientific,  social  and  economic 
aspects  of  medical  care,  and  encourage  experi- 
mentation and  innovations  in  medical  care  pat- 
terns;” 

An  ad  hoc  KMA  study  committee  for  improved 
community  health  has  recommended  that  county  med- 
ical societies  be  encouraged  to  establish  their  own 
committees  to  study  local  health  problems  and  formu- 
late solutions  to  them.  It  would  be  highly  desirable 
for  such  committees  to  relate  their  efforts  to  com- 
prehensive health  planning  at  state  level.  We  all  seek 
the  same  goals,  and  it  is  clear  that  we  are  all  caught 
up  in  the  same  revolution.  The  medical  schools  need 
the  help,  guidance,  and  wisdom  of  community  phy- 
sicians more  than  ever,  and  must  be  prepared  to 
assist  them  in  turn. 

The  revolution  of  which  I spoke  may  bring  an 
end  to  the  era  when  a medical  school’s  services  were 
chiefly  related  to  its  teaching  and  research  programs. 
We  can  look  forward  to  a redefinition  of  the  medical 
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center’s  role  as  government,  industry,  and  the  public 
ask  that  the  excellence  of  the  university  hospital  be 
made  available  to  the  total  population.  The  same 
forces  will  surely  redefine  the  role  of  the  community 
hospital  as  well.  I trust  that  we  will  all  be  equal  to 
the  challenge. 
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"The  Impact  of  Socio-Economic  Changes  on  Medical  Education" 

Angelo  A.  Ciliberti.  M.D.* 


Louisville 


At  times  it  appears  as  if  we  in  medical  edu- 
cation believe  that  only  advances  in  knowledge 
and  technology  should  properly  influence  our 
educational  efforts,  and  if  there  is  to  be  an  inter- 
action between  medical  education  and  the  social  and 
economic  realms,  it  should  be  only  that  which  we 
ourselves  permit  and  which  we  can  directly  control. 
However,  I think  it  is  true  that  the  majority  of  us 
recognize  that  since  medical  education  is  a complex, 
human  endeavor,  it  will  not  only  produce  changes 
in  the  social  and  economic  fields,  but  changes  in  the 
socio-economic  field  will  inevitably  alter  its  character. 
Therefore,  the  educator  must  not  only  anticipate  de- 
velopments in  science  and  technology  and  translate 
these  developments  into  medical  practice,  but  must 
also  recognize  and  interpret  the  medical  needs  of  our 
society,  establish  appropriate  educational  programs 
and  assist  in  the  development  of  effective  means  of 
coping  with  important  social-medical  problems  as 
they  evolve. 

In  considering  the  principal  factors  involved  in 
the  social  and  economic  fields  that  will  affect  medi- 
cal education  in  the  near  future,  the  recognition  of 
the  paradox  existing  in  modern  medicine  will  cer- 
tainly be  one  of  the  most  influential.  This  paradox 
refers  to  the  tremendous  advance  in  our  knowledge 
and  technology  occurring  at  the  same  time  that 
there  has  been  a startling  decrease  in  our  progress 
in  reducing  disability  and  preventing  disease  and  un- 
timely death.  We  recognize  that  the  progress  in  the 
bio-medical  sciences  has  been  the  result  of  a gen- 
erous investment  of  a significant  proportion  of  our 
national  resources.  And  yet  there  has  been  a relative 
failure  to  translate  these  advances  for  the  benefit 
of  our  own  society.  On  the  other  hand,  other  nations 
in  the  civilized  world  appear  to  have  been  more 
effective  in  this  regard.  Thus  in  1959  the  United 
States  ranked  13th  internationally  in  terms  of  the 
life  expectancy  of  males;  by  1965  we  had  fallen  to 
the  22nd  place.  Our  infant  mortality  which  was  1 1th 
in  1959  has  fallen  to  18th.  Curiously,  this  fall  has 
coincided  with  an  enormous  expansion  in  our  nation- 
al medical  research  programs.  As  a result  of  this 
discrepancy  between  our  success  in  research  and  our 
relative  failure  in  the  delivery,  medical  practice  and 
our  methods  of  delivering  medical  care  have  been 
scrutinized  by  different  groups  and  organizations. 
They  have  noted  that  our  medical  programs  have 
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varied  from  the  truly  excellent  to  the  very  mediocre, 
from  the  very  modern  to  the  very  regressive.  And 
those  of  us  who  are  familiar  with  medical  practice 
have  recognized  the  fundamental  truth  of  some  of 
these  observations  and  not  without  some  embarrass- 
ment. 

The  protests  are  becoming  more  shrill  against  the 
deficiencies  in  the  implementation  of  modern  medi- 
cal advances  and  the  faulty  methods  of  delivering 
health  services.  There  is  increasing  demand  that  more 
of  the  available  health  resources  be  diverted  toward 
the  improvement  of  our  health  care  delivery.  This 
view  seems  to  be  meeting  with  the  approval  not  only 
of  those  outside  of  medicine  but  also  of  those  in 
medicine.  Consequently,  medical  schools  must  antici- 
pate in  the  very  near  future  the  effects  of  the  di- 
version of  these  resources  from  research  in  the  basic 
and  clinical  sciences  to  programs  aimed  at  the  solu- 
tion of  medical  manpower  problems  and  problems 
associated  with  health  delivery  systems.  If  we  can 
make  the  assumption  that  the  percentage  of  money 
that  will  be  available  to  medical  schools  in  the  fu- 
ture will  increasingly  reflect  this  change  in  the 
priorities  of  our  society,  then  one  can  anticipate  that 
there  will  be  certain  alterations  in  the  character  of 
our  curriculum,  in  the  flavor  of  our  faculty,  on  the 
nature  and  number  of  our  students,  and  on  the 
ecology  of  our  patient  population.  It  is  my  intention 
this  afternoon  to  look  at  some  of  these  changes 
anticipated. 

With  regard  to  the  curriculum:  this  is  an  area  of 
my  own  special  interest.  I have  discussed  the 
changes  I expect  to  see  occur  in  the  near  future 
formally  and  informally  on  several  occasions;  I will 
not  attempt  to  detail  my  view  today.  However,  I do 
expect  quite  dramatic  changes  in  the  curriculum  in 
the  future,  and  we  in  Louisville  have  attempted  to 
implement  some  of  these  changes. 

The  curriculum  must  be  flexible  enough  to  pro- 
vide the  student  an  opportunity  to  pursue  his  unique 
role  in  medicine  while  still  exposing  him  to  the  core 
of  knowledge  necessary  to  the  physician.  All  of  us 
recognize  the  need  for  specialization  and  subspeciali- 
zation. and  anticipate  that  with  the  continued  evolu- 
tion of  knowledge,  there  will  be  an  increasing  num- 
ber of  specialties.  This  certainly  is  an  essential 
characteristic  of  a complex  and  a modern  society, 
and  it  would  be  foolish  to  expect  that  our  society 
in  the  future  will  need  less  specialization  rather 
than  more.  But  I would  emphasize  that  as  our  medi- 
cal knowledge  becomes  ever  and  ever  more  frag- 
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merited  and  subspecialties  arise  in  increasing  num- 
ber that  there  will  be  an  increasing  need  for  the 
individual  trained  in  general  medicine. 

It  is  not  my  intention  today  to  discuss  the  need 
for  a comprehensive  medical  care  program  in  the 
future  or  the  wisdom  of  it.  I certainly  recognize  the 
truth  of  the  view  that  comprehensive  medical  care  is 
delivered  in  our  society  today  by  a large  number  of 
physicians.  However,  the  fact  that  comprehensive 
care  does  exist  does  not  negate  the  need  for  the  de- 
velopment in  the  medical  curriculum  of  an  organized, 
systematic  approach  to  the  education  of  the  student 
in  comprehensive  medicine  anymore  than  the  need 
for  an  organized  program  in  anatomy  or  pediatrics. 
That  comprehensive  care  has  been  provided  has  not 
been  so  much  the  result  of  the  educator’s  planning 
but  probably  more  in  spite  of  it.  That  comprehen- 
sive care  is  provided  at  all  in  our  society  today  is  a 
tribute  to  the  wisdom  of  our  former  graduates  who 
have  recognized  the  existing  need.  However,  be- 
cause the  comprehensive  care  programs  developed  are 
the  results  of  individual  or  small  group  efforts,  they 
are  limited  in  scope  and  in  their  ability  to  experiment 
in  the  area  and  to  devise  new  approaches.  Because 
programs  of  comprehensive  care  have  developed  hap- 
hazardly, often  without  thorough  planning  and  neces- 
sary organization,  the  programs  tend  to  be  spotty — 
excellent  in  some  areas  while  in  other  areas  they 
are  quite  poor  and  even  non-existent.  To  say  that 
comprehensive  care  does  exist  in  many  instances  and 
therefore,  medical  schools  are  free  of  the  obligation 
to  organize  and  develop  suitable  models  in  the  fu- 
ture fails  to  recognize  the  haphazard  character  of  its 
development  and  the  need  for  further  research  in  the 
area.  Our  society  has  the  right  to  request  medical 
schools  to  bring  their  objectivity  and  their  scientific 
methodology  to  the  problems  of  medical  delivery, 
and  to  insist  that  they  offer  their  students  an  op- 
portunity to  obtain  a well-roganized,  well-developed, 
integrated  approach  to  medical  care.  The  curriculum 
of  the  future  will  of  necessity  be  organized  with  the 
development  of  comprehensive  care  programs  in 
mind  for  both  the  medical  student  and  the  house  staff. 

Another  major  area  of  concern  confronting  our  so- 
ciety in  an  ever-widening  circle  is  the  increasing 
tendency  toward  the  de-humanization  of  medicine 
in  our  curriculum.  Although  we  recognize  that  the 
application  of  science  in  the  medical  disciplines  has 
produced  impressive  advances  in  patient  care,  the 
mode  and  manner  of  that  application  which  we  refer 
to  as  the  art  of  medicine  has  been  sadly  neglected. 
The  crucial  nature  of  the  personal  and  intimate  re- 
lationship that  exists  between  the  doctor  and  the 
patient  must  be  re-discovered,  studied  systematically, 
and  the  knowledge  and  techniques  made  available  to 
our  students.  For  it  is  this  so-called  art  of  medicine 
which  enables  one  physician  to  initiate  a vigorous 
diagnostic  program  or  therapeutic  regimen  that  an- 
other equally  well-trained  physician  is  unable  to  estab- 
lish. Moreover,  this  facility  when  absent  will  often  en- 
courage the  patient  to  seek  the  services  of  a char- 
latan or  a quack  who  consciously  or  unconsciously 
can  minister  to  the  human  psychological  needs  of  the 
patient.  While  it  is  to  be  emphasized  that  it  is  the 


application  of  scientific  principles  to  the  sick  that  is 
the  proper  aim  of  medicine,  nevertheless  it  must  be 
reemphasized  that  it  is  the  art  that  enables  us  to 
relate  well  enough  to  apply  those  principles.  Students 
should  be  encouraged  in  a modern  curriculum  to 
discover  the  art  of  medicine,  to  take  cognizance  of 
its  existence,  to  develop  and  foster  it  into  an  ef- 
fective means  of  bringing  the  patient  to  scientific  med- 
icine. Students  must  be  allowed  to  discover  that 
when  the  science  is  no  longer  availing,  the  art  can 
continue  to  provide  the  patient  with  solace  and  con- 
solation. A conscious  effort  must  be  made  to  restore 
humanism  to  the  medical  curriculum,  and  this  should 
be  done  candidly,  openly,  and  without  embarrass- 
ment. recognizing  that  even  science  has  its  limita- 
tions and  when  science  is  unavailing  the  art  will  still 
remain. 

Just  as  there  will  be  significant  alterations  in  our 
curricula,  so  there  will  be  dramatic  changes  in  our 
faculty.  We  have  recognized  that  our  medical  schools 
in  developing  their  necessary  roles  in  research  have 
often  suppressed  their  vital  roles  in  education  and 
service.  In  most  instances  the  trend  has  evolved 
gradually  and  unintentionally  in  response  to  the 
massive  infusion  of  research  funds  and  the  support 
these  funds  have  provided  our  schools  and  faculties. 
Over  the  years  research  has  achieved  a dominant 
place  in  our  medical  schools  and  education  and  serv- 
ice have  become  progressively  de-emphasized. 

This  imbalance  has  imposed  on  our  faculties  the 
necessity  of  investing  their  time  and  energies  in  the 
pursuit  of  their  research  endeavors,  for  prestige  has 
come  to  the  researcher  and  promotions  and  tenure 
have  been  his  rewards,  while  few  rewards  have  ac- 
crued to  the  teacher  and  the  clinician.  As  a conse- 
quence, we  find  that  even  a majority  of  our  clinical 
faculty  are  often  more  comfortable  in  the  laboratory 
than  at  the  bedside.  And  with  the  passage  of  time 
our  institutions  have  tended  to  resemble  medical 
schools  less  and  less  and  research  institutes  more 
and  more. 

That  harmony  which  must  exist  between  the  goals 
of  the  medical  school  must  be  re-established,  and  I 
suspect  that  the  diversion  of  resources  from  basic 
research  to  medical  care  endeavors  will  play  a major 
role  in  that  restoration.  For  just  as  financial  re- 
sources have  influenced  the  character  of  our  faculty 
in  the  past  so  we  can  anticipate  that  these  funds 
will  affect  their  roles  in  the  future. 

It  is  to  be  expected  that  in  the  future  our  basic 
science  colleagues  will  continue  to  play  an  essential 
role  in  medical  education,  but  they  will  be  called 
upon  to  make  greater  efforts  in  developing  and 
teaching  the  relationships  which  exist  between  their 
own  fields  and  the  clinical  sciences.  It  is  to  be  hoped 
that  more  effective  rapport  could  be  developed  with 
their  clinical  counterparts.  Greater  efforts  to  divert 
the  abilities  of  these  members  of  our  faculty  toward 
the  solutions  of  important  clinical  problems  will 
probably  ensue,  and  Interdisciplinary  programs  will 
become  more  necessary  with  the  further  evolution  of 
knowledge.  Toward  this  end  it  is  reasonable  to  antici- 
pate that  the  basic  scientist  will  more  often  be  found 
as  a co-equal  member  in  clinical  departments  pur- 
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suing  cooperative  efforts  in  clinical  areas.  A greater 
number  of  faculty  will  be  devoted  to  teaching  and 
service,  and  it  is  reasonable  to  assume  that  they  will 
occupy  a co-equal  status  with  that  of  the  researcher; 
a new  breed  of  faculty  will  appear  in  medical  schools 
who  will  be  more  interested,  more  adept,  and  more 
active  in  the  study  and  pursuit  of  medical  care. 

As  our  population  continues  to  increase  in  size  and 
affluence  and  as  our  social  philosophy  evolves,  the 
patient  population  will  increase  in  magnitude.  More- 
over, medical  care  will  probably  be  less  episodic  in 
character  and  more  continuing  and  preventive  and 
therefore,  more  demanding  of  time.  As  a result  of 
these  changes,  there  will  be  a need  for  a greater 
number  of  physicians  and  consequently,  a greater 
number  of  students.  One  can  foresee  that  the  num- 
ber of  medical  schools  will  increase,  and  those  al- 
ready in  existence  will  be  pressed  to  educate 
more  physicians.  There  will  be  an  increased  need 
for  vigilance  lest  the  quality  of  our  students  de- 
teriorate. If  we  are  to  attract  a greater  number  and 
more  qualified  students  into  medicine,  our  current 
recruitment  methods  will  have  to  be  scrutinized  and 
new  techniques  developed.  This  will  be  particularly 
more  urgent  as  the  increased  governmental  interven- 
tion in  medicine  tends  to  make  medicine  less  at- 
tractive and  as  new  areas  of  science  and  engineeer- 
ing  tend  to  become  more  glamorous.  We  will  even- 
tually have  to  develop  the  view  that  the  total  number 
of  medical  school  applicants  consitutes  an  essential 
national  resource  rather  than  local  pools  of  talent. 
Methods  will  need  to  be  developed  whereby  medical 
schools  will  have  access  to  potentially  all  qualified 
applicants,  and  all  applicants  will  have  access  to  all 
medical  schools.  Some  mechanism  perhaps  similar  to 
the  internship  matching  program  should  be  de- 
veloped in  the  future.  It  will  be  only  through  the  de- 
velopment of  such  new  techniques  that  the  best  quali- 
fied applicants  will  be  assured  of  medical  school  ad- 
mission, and  medical  schools  will  be  able  to  get  the 
best  qualified  talent  available.  Moreover,  because  of 
the  heavy  investment  of  time,  energy,  and  money 
that  goes  into  each  student’s  education,  the  demands 
to  reduce  attrition  will  become  more  insistent.  This 
will  require  improved  methods  of  screening  our 
applicants,  detailed  scrutiny  of  our  curriculum  and 
our  educational  techniques,  and  modification  of  the 
faculty  attitudes  toward  the  student.  It  appears  in- 
congruous, but  nevertheless  true,  that  medical 
schools  will  have  to  re-discover  the  essential  role  of 
the  student  in  the  institution. 

As  medicine  continues  to  become  more  complex 
and  members  of  our  society  better  informed,  the  de- 
mand for  effective  continuing  education  programs 
will  become  even  more  insistent  than  they  are  today. 
I think  most  of  us  recognize  that  programs  developed 
to  date  are  for  the  most  part  ineffective.  They  tend 
to  teach  too  much  while  the  participants  learn  too 
little.  Programs  are  needed  in  which  there  is  greater 
involvement  of  the  practitioner.  Continuing  educa- 
tional programs  involving  the  care  of  the  patient  by 
the  physician  while  under  the  continued  guidance  and 
supervision  of  experts  in  the  field  are  much  more  apt 


to  have  lasting  impact  than  our  usual  classroom  or 
seminar  approach.  The  fact  that  our  efforts  in  con- 
tinuing education  have  proved  to  be  so  frustrating 
and  futile  should  not  discourage  us  but  only  confirm 
the  need  for  continued  experimentation  in  the  area. 

Supervision  of  health  care  of  patients  today  and 
even  more  so  in  the  future  will  involve  the  talents 
of  many  individuals  from  the  physician,  the  regis- 
tered nurse,  the  practical  nurse,  the  dietician,  the 
innumerable  technicians  and  technologists,  etc.  It  is 
certain  that  medical  schools  will  become  ever  more 
and  more  involved  in  the  education  and  training  of 
these  para-medical  personnel  in  conjunction  with 
their  numerous  other  educational  activities.  Moreover, 
novel  approaches  to  the  delivery  of  health  care 
through  the  use  of  para-medical  personnel  are  to  be 
expected  and  to  be  encouraged.  The  limits  and  ex- 
tent to  which  the  care  of  patients  may  be  judiciously 
delegated  to  non-physicians  may  well  be  one  of  the 
most  important  areas  of  experimentation  in  the  near 
future.  And  it  is  proper  that  these  efforts  at  de- 
termining the  increased  role  of  para-medical  person- 
nel in  medical  care  be  made  under  the  careful  scrutiny 
of  the  clinical  faculty.  I 

All  of  us  recognize  that  as  changes  occur  in  our 
society  we  can  expect  a substantial  change  in  the  j 

character  of  our  patients.  The  medically  indigent 
patient  who  has  been  the  backbone  of  medical  edu- 
cation is  disappearing  and  the  medical  community 
will  have  to  address  itself  to  this  problem.  A well- 
defined  community  of  patients  will  be  necessary  to 
maintain  and  enhance  the  clinical  skill  of  our  faculty 
and  be  the  object  of  our  students’  studies.  Whereas 
this  community  of  patients  in  the  past  could  be  de- 
limited by  economic  standards,  this  will  be  untrue  in 
the  future  as  the  indigent  patient  disappears.  The 
population  served  by  medical  schools  in  the  future 
will  be  able  to  pay  for  their  care.  The  days  of  the  i 

“hard-bench”  approach  in  our  clinics  are  numbered  |i 

and  more  modern  facilities,  attractive,  efficiently 
organized  and  administered,  which  will  truly  rep-  / 

resent  to  our  students  medical  practice  in  the  com-  j 
munity,  will  be  necessary.  Medical  schools  will 
have  to  recognize  the  crucial  need  to  establish  model 
practices  in  developing  comprehensive  care  pro- 
grams for  the  benefit  of  their  patients  and  students. 

The  university  will  have  to  restrict  its  community 
of  patients  to  a size  sufficient  to  fulfill  its  legitimate 
role  in  the  community.  On  the  other  hand,  the  prac- 
ticing physician  must  adapt  to  the  disappearance  of 
the  medically  indigent  patient  and  recognize  that  the 
training  of  future  physicians  will  require  the  use  of 
private  patients  for  educational  purposes. 

In  conclusion  then,  we  must  recognize  that  medi- 
cal schools  are  at  an  important  stage  of  evolution. 

Our  contributions  in  science  have  been  notable, 
and  there  is  every  indication  that  they  will  continue  to 
be  so.  However,  we  will  be  increasingly  challenged 
to  pursue  our  educational  goals  with  greater  ef- 
ficiency and  to  perform  our  social  function  with 
greater  vigor.  I think  it  is  safe  to  say  that  medical 
educators  have  recognized  the  changing  needs  of  a 
changing  society  and  a changing  profession  and  have  [ 
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already  initiated  the  first  somewhat  hesitant  steps  in 
altering  our  programs.  We  are  cognizant  of  the  fact 
that  further  changes  will  be  necessary  in  the  im- 


mediate future  and  we  are  prepared  to  make  these 
changes  as  the  way  becomes  clear  and  the  necessity 
becomes  evident. 


"The  Impact  of  Medicare  on  Medical  Education" 

Carroll  L.  Witten,  M.D.* 

Louisville 


IDO  not  believe  that  there  is  anyone  in  the  medi- 
cal profession  who  is  not  aware  of  the  importance 
of  the  future  development  of  the  Medicare  Pro- 
gram to  our  profession;  its  impact  has  already  been 
felt  in  almost  every  area  of  medical  care.  In  order  to 
illustrate  the  breadth  of  government  involvement  in 
medicine,  I will  cover  the  first  year  of  Medicare  op- 
erations and  will,  I think,  illustrate  for  you  the 
magnitude  of  governmental-medical  profession  re- 
lationship in  this  one  program.  Medicare. 

1 .  Inpatient  Hospital  Services 

Generally  speaking,  the  administration  of  inpatient 
hospital  benefits  is  going  quite  well.  The  hospital 
intermediaries — in  most  areas — are  reimbursing 

hospitals  on  a timely  basis  and  further  administra- 
tive simplifications  are  under  study.  In  the  12-month 
period  ending  June  1967,  there  were  five  million  hos- 
pital admissions  representing  inpatient  hospital  serv- 
ices to  four  million  Medicare  beneficiaries.  And, 
nationally,  bills  paid  for  inpatient  hospital  serv- 
ices by  the  program  totaled  $2.4  billion. 

The  fears  that  had  been  expressed  that  older  peo- 
ple would  overburden  the  hospital  system  have,  in 
general,  proved  to  be  unfounded;  there  has  been, 
perhaps,  a 15  to  20  percent  increase  in  inpatient 
services  to  older  people  — representing  less  than  a 
five  percent  increase  in  overall  hospital  utilization. 

2.  Physicians’  and  Other  Medical  Services 

Some  $669  million  was  paid  out  under  the  supple- 
mentary medical  insurance  part  of  the  program  ad- 
ministered through  insurance  carriers — primarily  (85 
percent)  for  physicians’  services.  In  Medicare’s  first 
12  months,  26  million  bills  were  processed  by  car- 
riers with  61  percent  of  these  resulting  in  payment 
and  the  remainder  being  credited  toward  the  indi- 
vidual beneficiary’s  $50  deductible.  In  view  of  the 
unprecedented  volume  of  these  bills,  it  is  hardly  sur- 
prising that  the  carriers  needed  time  and  experience 
to  get  on  top  of  the  load.  And,  while  processing  time 
has  varied  from  one  part  of  the  country  to  another, 
there  has  been  a major  improvement  just  about  every- 
where since  the  start  of  the  year.  The  carrier  for 
Kentucky — Metropolitan  Life  Insurance  Company 
— has,  however,  been  a poorer  than  average  per- 
former in  comparison  with  a national  average  of 
13.3  days. 

3.  Extended  Care  Services 

In  the  first  six  months  of  1967,  there  were  200,000 
admissions  to  extended  care  facilities;  about  2,000 

*Physician  representing  the  Kentucky  Medical  As- 
sociation 


in  Kentucky’s  certified  extended  care  facilities.  The 
program  paid  $79  million  nationally  toward  these 
extended  care  facility  services.  These  services  are 
provided  as  an  alternative  to  the  continuation  of 
acute  hospital  care  and  should  serve  to  release  pres- 
sures on  the  nation’s  hospitals. 

4.  Home  Health  Agency  Services 

Some  230,000  “start  of  care”  notices  for  home 
health  agency  services  were  received  and  $13  mil- 
lion was  paid  by  Medicare  for  such  services.  Medi- 
care beneficiaries  received  2.3  million  home  health 
visits  during  the  first  year  of  operation.  Thirty-five 
percent  of  the  “start  of  care”  notices  were  for  post- 
hospital treatment  under  Part  A.  The  remainder 
were  for  services  under  Part  B,  which  does  not  re- 
quire prior  hospitalization  as  a condition  for  cover- 
age. These  services  represent  an  alternative  to  in- 
patient care  that  is  available  when  the  physician  be- 
lieves that  it  is  the  most  appropriate  response  to  the 
patient’s  condition. 

5.  Outpatient  Hospital  Services 

Intermediaries  received  3.5  million  bills  for  out- 
patient diagnostic  and  outpatient  therapeutic  serv- 
ices. About  1.9  million  bills  were  for  outpatient  diag- 
nostic services  and  about  1.6  million  were  for  out- 
patient therapeutic  services.  Payment  to  hospitals  for 
outpatient  services  amounted  to  $12  million  in  the 
first  year  of  operation.  The  outpatient  benefit  has 
been  the  major  source  of  administrative  difficulty 
under  the  program  and,  therefore,  has  led  to  certain 
changes  as  evidenced  in  the  Medicare  legislation 
amendments  of  1967. 

6.  Hospitals  Participating  in  the  Program 

More  than  98  percent  of  the  nation’s  non-federal 
short-term  bed  capacity  is  in  Medicare’s  6,800  par- 
ticipating hospitals.  Considering  the  quality  stand- 
ards established  for  the  Medicare  Program,  this 
rate  of  participation  must  be  considered  a tribute  to 
the  quality  of  the  nation’s  hospitals. 

7.  Extended  Care  Facilities  Participating  in 
the  Program 

Some  281,000  or  about  one-half  of  all  skilled 
nursing  facility  beds  are  found  in  the  4,100  extended 
care  facilities  participating  under  Medicare.  The 
upgrading  of  care  that  is  taking  place  in  these  fa- 
cilities under  the  quality  standards  established  by 
the  Medicare  Program  will  redound  to  patients  of 
all  ages  — and,  one  must  add,  was  long  overdue. 
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8.  Home  Health  Agencies  Participating  in  the 
Program 

Nationally,  1,800  home  health  agencies  are  par- 
ticipating in  the  program.  Almost  all  of  these  agen- 
cies have  increased  the  variety  of  services  that  they 
furnish.  Over  two-thirds  furnish  physical  therapy 
services;  over  one-third  offer  home  health  aid  serv- 
ices; over  one-fifth  provide  use  of  medical  appli- 
ances and  equipment;  and  about  one-fourth  offer 
occupational  and/or  speech  therapy.  Of  the  par- 
ticipating home  health  agencies,  65  percent  offer 
skilled  nursing  care  as  well  as  two  or  more  additional 
services.  The  development  of  these  agencies  prompted 
by  the  Medicare  Program  will  also  redound  to  pa- 
tients of  all  ages. 

With  this  amount  of  involvement,  can  anyone  doubt 
the  impact  initially  and  eventually  on  the  medical 
profession? 

Looked  at  in  the  broadest  context,  the  Medicare 
Program  came  into  being  as  part  of  a general  trend 
in  financing  health  care  that  has  been  increasing 
the  portion  of  health  costs  paid  by  third  parties. 
Today,  virtually  everyone  has  his  medical  care  costs 
met,  in  part,  by  some  public  or  private  third-party 
payer.  I would  like  to  comment  briefly  on  the  impli- 
cations for  medical  education  of  this  general  trend 
and  on  the  policies  adopted  by  the  Medicare  Pro- 
gram that  have  particular  significance  for  medical 
education. 

I do  not  think  that  there  is  anyone  in  the  medical 
profession  who  needs  to  be  told  that  the  Medicare 
and  Medicaid  Programs  are  destined  to  eliminate  the 
charity  patient  as  a major  factor  in  medical  educa- 
tion. There  are  now  over  19  million  aged  people  cov- 
ered by  the  hospital  insurance  part  of  the  Medicare 
Program  and  17.7  million  of  these  people  are  also 
enrolled  in  the  supplementary  medical  insurance  part 
of  the  program.  This  insurance  coverage  has  re- 
moved the  aged  from  the  ranks  of  the  charity  patient 
and  the  medical  assistance  that  will  be  available 
when  Medicaid  is  fully  implemented  by  the  states 
will  mean  that  the  medically  indigent,  too,  will  be 
paid-for  patients  for  whom  the  traditional  charity 
patient  arrangements  will  not  be  suitable. 

And  I do  not  think  that  many  would  argue  with 
the  view  that  any  inconvenience  to  teaching  insti- 
tutions in  adapting  to  this  new  circumstance  will  be 
outbalanced  many  times  over  by  the  gains  that  will 
result  from  greater  access  to,  and  freer  choice  of, 
medical  services  by  economically  disadvantaged  seg- 
ments of  our  population.  Clearly,  then,  our  approach 
must  not  be  to  try  to  maintain  practices  that  were 
viable  only  because  the  charity  patient  existed,  but, 
rather,  to  adopt  practices  and  emphasize  values  that 
will  result  in  free  choice  of  care  under  medical  edu- 
cation programs  by  patients  with  practical  alterna- 
tives. Where  patient  care  under  a medical  educa- 
tion program  is  determined  not  by  the  patient’s  pov- 
erty but  by  the  advantages  to  the  patient  in  terms  of 
quality  of  care,  we  can  expect  medical  training  to 
gain,  not  to  lose. 

At  the  same  time,  of  course,  it  is  incumbent  on 
the  legislators,  policy  makers,  and  administrators 


who  develop  and  guide  the  third-party  payment 
mechanisms  to  take  careful  account  of  the  effects 
of  their  decisions  on  medical  education.  The  great- 
est payment  scheme  that  can  be  devised  will  be  no 
more  than  an  empty  promise  unless  we  are  able  to 
train  the  hands  that  will  actually  provide  the  care. 
As  a member  of  the  Health  Insurance  Benefits  Ad- 
visory Council — the  statutory  body  that  advises  the 
Secretary  of  HEW,  and,  under  the  new  legislation. 
Congress  as  well,  on  Medicare  policy — let  me  as- 
sure you  that  the  officials  of  the  Department  of 
Health,  Education,  and  Welfare  charged  with  the 
administration  of  the  Medicare  Program  are  mind- 
ful of  this  responsibility.  Eew  areas  of  Medicare 
policy  were  more  carefully  studied  and  deliberated 
upon  than  the  policies  affecting  coverage  of  serv- 
ices rendered  in  a teaching  setting.  Prior  to  making 
final  recommendations  in  the  area,  the  Council  and 
Administration  officials  took  careful  account  of  the 
views  of  a special  consultant  group  of  distinguished 
educators  headed  by  Charles  Child,  M.D.,  chairman 
and  professor  of  surgery  at  the  University  of  Michi- 
gan, in  an  effort  to  develop  the  best  possible  ap- 
proaches in  aspects  of  Medicare  affecting  medical 
education.  The  advice  finally  offered  by  HIBAC 
with  respect  to  coverage  of  services  rendered  in  a 
teaching  setting  was  accepted  by  the  secretary  and 
provides  the  basis  for  the  regulations  now  in  effect. 

In  considering  these  regulations,  it  is  important  to 
keep  in  mind  that  the  advice  offered  by  HIBAC,  like 
the  final  regulations  themselves,  had  to  be  respon- 
sive to  the  provisions  of  the  Medicare  Law  as  en- 
acted by  Congress.  Under  the  statute,  reimbursement 
for  services  rendered  in  a teaching  setting  is  made 
under  two  distinct  programs.  The  basic  hospital  insur- 
ance program — or  Part  A — reimburses  hospitals 
and  other  participating  providers  for  the  cost  of 
services  to  beneficiaries,  including  the  services  of  resi- 
dents and  interns  under  approved  teaching  programs 
and  other  costs  associated  with  medical  education. 
The  supplementary  medical  insurance  program — or 
Part  B — is  an  indemnity  program  that  pays  for 
charges  incurred  by  the  beneficiary  for  physicians’ 
services  and  certain  other  medical  services. 

Now  it  may  be  readily  seen  that  the  combined 
reimbursement  under  the  two  programs  for  services 
rendered  in  a teaching  setting  vary  with  the  extent 
to  which  the  beneficiary  receives  his  care  from  a 
physician  whose  services  are  covered  under  Part  B. 
And  I might  say  that  the  question  of  what  consti- 
tutes physicians’  services  for  which  a bill  might  be 
paid  under  Part  B was  a matter  of  considerable  con- 
troversy. 

My  personal  view  was,  and  is,  that  it  would  not 
only  be  illegal  but  morally  wrong  for  a physician  to 
submit  a charge  under  Part  B of  the  Medicare  Pro- 
gram unless  he  personally  rendered  services  in  the 
care  of  the  particular  patient  involved.  And  I do 
not  think  that  the  fact  that  the  fee  involved  might  be 
used  to  good  advantage  by  the  teaching  institut- 
tion  would  make  a charge  for  services  rendered  by 
someone  else  a bit  more  legal  or  proper. 

The  views  I have  just  expressed  were  shared  by 
the  Health  Insurance  Benefits  Advisory  Council  and 

• 


638 


July  1968 


The  Journal 


the  advice  we  offered  on  this  matter  is  embodied  in 
the  following  passage  from  Medicare  regulations: 
“Payment  on  the  basis  of  reasonable  charges  is 
applicable  to  the  professional  services  rendered  to  a 
beneficiary  by  his  attending  physician  where  the 
attending  physician  provides  personal  and  identifi- 
able direction  to  interns  or  residents  who  are 
participating  in  the  care  of  his  patient.  In  the  case 
of  major  surgical  procedures  and  other  complex 
and  dangerous  procedures  or  situations,  such  per- 
sonal and  identifiable  direction  must  include 
supervision  in  person  by  the  attending  physician. 
A charge  should  be  recognized  under  Part  B for 
the  services  of  an  attending  physician  who  involves 
residents  and  interns  in  the  care  of  his  patient  only 
if  his  services  to  the  patient  are  of  the  same 
character,  in  terms  of  the  responsibilities  to  the 
patient  that  are  assumed  and  fulfilled,  as  the 
services  he  renders  to  his  other  paying  patients.  The 
carrying  out  by  the  physician  of  these  responsibil- 
ities would  be  demonstrated  by  such  action  as:  Re- 
viewing the  patient’s  history  and  physical  examina- 
tion and  personally  examining  the  patient  within  a 
reasonable  period  after  admission;  confirming  or 
revising  diagnosis;  determining  the  course  of  treat- 
ment to  be  followed;  assuring  that  any  supervision 
needed  by  the  interns  and  residents  was  furnished; 
and  by  making  frequent  reviews  of  the  patient's 
progress.” 

Adherence  to  the  principles  set  forth  is,  I think,  not 
only  required  in  fairness  to  the  people  who  pay  for 
Part  B through  their  premiums  and  taxes  but  is  also 
required  by  good  medical  and  teaching  practice.  Far 
more  important  to  the  cause  of  medical  education  is, 
in  my  view,  the  fact  that  Medicare  has  provided  the 
kind  of  financial  support  to  teaching  hospitals  which 


is  necessary  to  support  both  high  quality  service  and 
education.  First,  the  program  is  paying  for  services  on 
a reasonable  cost  basis  that  teaching  hospitals  were 
previously  providing  free  or  below  cost.  Second,  rea- 
sonable cost  reimbursement  has  been  defined  for  pur- 
poses of  the  program  to  include  stipends  for  trainees, 
compensation  of  teachers,  and  other  costs  of  ap- 
proved educational  programs.  Third,  the  program  pays 
reasonable  charges  by  the  attending  physician  for 
personal  and  identifiable  direction  of  interns  and 
residents  in  the  care  of  his  patient  under  the  con- 
ditions I have  outlined.  The  net  result  should  be  a 
substantial  improvement  in  the  financial  condition 
of  teaching  hospitals,  especially  those  that  have  tra- 
ditionally had  large  charity  or  welfare  caseloads. 

To  summarize,  I believe  that  medical  education  is 
a major  beneficiary  of  the  Medicare  Program.  The 
shift  in  emphasis  from  the  charity  to  the  paying  pa- 
tient as  a participant  in  medical  education  that  is 
being  caused  by  payment  for  health  services  through 
Medicare  and  other  third-party  payers  can  be  ex- 
pected to  improve  the  climate  in  which  physicians 
and  other  medical  personnel  are  trained  to  serve 
the  public.  It  will  do  this  by  requiring  the  adoption 
of  practices  in  providing  care  under  medical  educa- 
tion programs  that  are  acceptable  to  the  patient  who 
could,  if  he  wished,  go  elsewhere.  At  the  same  time, 
the  Medicare  Program  will  facilitate  the  improve- 
ments that  are  needed  in  medical  education  by  allevi- 
ating the  financial  problems  faced  by  many  teaching 
hospitals.  It  is  up  to  those  of  us  who  are  involved  in 
medical  education  to  do  our  part  by  taking  advan- 
tage of  the  opportunity  offered  by  these  “Medicare 
benefits”  to  medical  education  by  translating  them 
into  actual  improvements  in  both  our  service  to  pa- 
tients and  our  teaching  programs. 


"The  Impact  of  Social  and  Economic  Changes 
on  the  Practice  of  Medicine" 

Charles  Rutledge.  M.D.* 

Hazard 


IT  is  of  course  trite  to  say  that  there  has  been  a 
tremendous  change  in  medical  care  in  recent 
years.  I realize  this  was  probably  the  feeling  of 
doctors  in  the  past  but  I think  there  is  no  question 
we  are  now  going  through  a tremendous  change  in 
medicine,  both  on  the  scientific  and  social  and 
economic  levels.  The  recent  heart  transplants  cer- 
tainly brought  a dramatic  world-wide  focus  on  ad- 
vances in  medicine.  Whether  or  not  medicine  was 
ready  for  this  step  now  is  being  debated  and  I am  sure 
will  be  debated,  but  the  point  still  remains  that  this 
has  focused  public  attention  on  medicine  and  medical 
advances,  and  it  is  only  one  dramatic  example  of  the 
many  advances  in  medical  care  that  are  going  on  at 
the  present. 

The  social  and  economic  changes  were  nearly  as 
dramatically  focused  with  the  advent  of  Medicare.  I 
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think  it  has  been  a fairly  definitely  stated  concept  of 
the  federal  government  that  comprehensive  health 
care  would  be  available  to  all  Americans.  I think 
the  Administration  is  taking  it  upon  itself  to  feel  it  is 
its  responsibility  to  see  that  this  is  done  and  is  going 
about  it  in  the  usual  bureaucratic  way.  This  is  going 
to  become  more  and  more  the  concern  of  local,  state 
and  federal  governments.  I think  the  integration,  co- 
ordination and  regionalization  of  all  health  facilities 
and  services  from  the  grass  roots  up  is  being  organ- 
ized at  the  present  time.  For  instance,  there  has  al- 
ready been  developed  a plan  for  Kentucky  for  small 
hospitals,  regional  hospitals  and  then  the  larger  cen- 
tral hospitals,  such  as  the  Medical  School  Center.  I 
would  imagine  it  will  be  the  government’s  concept 
that  doctors  be  educated  by  the  government  and  as- 
signed by  the  government  before  too  long. 

I would  like  to  discuss  the  impact  of  social  and 
economic  changes  on  medicine  as  related  to  Eastern 
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Kentucky  with  which,  of  course,  I am  more  familiar. 
However,  I think  this  is  important  to  doctors  in  the 
rest  of  Kentucky  because,  due  to  the  greater  shortage 
of  physicians  in  our  area,  the  government  has  decided 
to  put  various  pilot  projects  in  this  area  to  show 
the  rest  of  the  country  how  they  feel  medicine 
should  be  practiced. 

To  go  back,  Eastern  Kentucky  has  been  isolated 
due  to  lack  of  roads,  and  medical  care  has  been 
difficult.  Many  of  you  are  familiar  with  the  mining 
camp  medical  practice  where  the  camp  doctor  was 
paid  by  a cut  off  from  the  salary  of  each  employee; 
he  worked  24  hours  a day  seven  days  a week,  he  was 
called  in  cases  of  real  illness  and,  most  of  the  time, 
in  cases  of  mild  headaches.  Even  when  the  miner 
wanted  to  ride  home,  he  would  get  the  doctor  to 
make  a house  call  so  he  could  ride  to  the  house.  They 
paid  a flat  fee  per  month  and  frankly  abused  it  in 
many  cases.  The  cut  off  also  was  paid  to  doctors 
in  the  local  hospitals  for  hospital  care  for  the  pa- 
tients. This  system  of  practice  certainly  did  not  lend 
to  the  highest  type  medical  care,  and  the  isolation 
did  not  either.  Next,  the  United  Mine  Workers  Wel- 
fare and  Retirement  Fund  took  over  the  payment  of 
medical  care.  In  many  ways,  this  did  raise  the  stand- 
ard of  care.  They  did  insist  on  consultations  and  on 
fair  quality  of  care.  At  this  time  however  more  roads 
were  being  built,  access  to  the  area  was  easier  and 
the  standards  of  medical  care  were  increasing  all 
over  the  country.  The  UMWA  program  also  used 
doctors.  In  1948  when  the  UMW  wanted  to  get  an 
increase  in  the  royalty  per  ton,  doctors  in  the  Pike- 
ville  area  have  told  me  they  were  encouraged  to 
use  the  program  as  much  as  possible.  All  in-patient 
and  out-patient  care  was  paid  for  all  dependents  and 
the  local  administrators  of  the  program  are  said  to 
have  told  local  doctors  to  use  it  as  much  as  possible 
because  “we  want  to  break  the  fund  in  order  to  get  an 
increase.”  As  the  next  step,  the  UMW  built  new 
hospital  facilities  in  Eastern  Kentucky  and  brought 
in  salaried  physicians.  This,  in  one  sense,  again 
raised  the  standards  of  medicine  as  they  brought  in 
some  well  trained  physicians.  But  all  these  hospitals 
were  designated  as  first  for  UMW  beneficiaries  and 
second  for  any  other  people  of  the  area.  In  other 
words,  the  hospitals  were  built  not  as  community  hos- 
pitals but  as  UMW  hospitals  with  community  care 
available  on  an  overflow  basis.  This  also  brought  con- 
flict between  the  doctors  residing  in  the  area  and  the 
new  salaried  physicians,  most  of  whom  did  not  plan 
to  remain  in  the  area.  The  turnover  on  the  general 
physician  (as  they  called  the  men  in  general  prac- 
tice ) was  terrific. 

Finally,  the  program  broke  even  the  UMW  so  it 
was  the  government’s  turn  to  take  over  the  under- 
writing of  this  health  care.  As  expected,  practically  all 
the  doctors  who  had  been  on  salary  left  the  area 
when  their  salaries  stopped.  The  money  for  purchas- 
ing the  hospitals  was  put  up  by  the  federal  govern- 
ment and  turned  over  to  the  Appalachian  Regional 
Hospitals,  a non-profit  organization  which  took  over 
the  hospitals.  Unfortunately,  the  hospitals  were  not 
built  as  community  hospitals;  therefore,  they  were 
frequently  not  built  in  the  most  desirable  location 


and  they  were  built  mainly  as  four-bed  wards  rather 
than  semi-private  and  private  rooms  current  in  other 
areas.  They  were  built  naturally  to  use  coal  and  hard, 
rather  inefficient  heating  systems.  Also  they  were 
built  by  a labor  union  and  naturally  the  rates  of  the 
unskilled  employees  were  quite  high.  This  was  in- 
herited by  the  next  administrator. 

We  now  come  to  the  present  era  of  poverty  pro- 
grams, pilot  projects,  rehabilitation  programs,  etc. 

There  have  been  obstetrical  and  pediatric  projects 
in  parts  of  this  area  for  several  years  which  have 
gone  through  the  State  Health  Department,  and  in 
which  the  doctors  were  paid  for  delivery  and  care  of 
the  infant  for  a period  of  time,  the  idea  being,  I 
believe,  to  show  how  improvement  in  care  can  be  ac- 
complished. There  is  a pilot  project  in  our  neighbor- 
ing county  of  Leslie  which  makes  an  effort  at  case 
finding,  to  reach  every  person  in  the  county  to  up- 
grade their  medical  care.  This  is  paid,  of  course,  by 
the  government  and  I believe  the  criteria  are  quite 
liberal  as  to  who  is  eligible. 

In  Hazard,  we  have  the  Medicaid  Program  as  you 
do  over  all  of  Kentucky,  but  I would  say  our  per- 
centage of  people  eligible  is  as  high  as  any  area  in 
the  state.  Many  of  the  people  eligible,  of  course, 
never  paid  their  bills  previously,  many  others  did 
pay  their  bills  but  probably  will  never  do  it  again, 
once  they  have  been  imbued  with  the  idea  that  the 
responsibility  is  that  of  the  government.  We  also  have 
Vocational  Rehabilitation  programs  whose  concern  is 
to  return  people  to  a job.  Many  people  who  are  not 
eligible  for  payment  for  their  medical  services  other- 
wise can  get  such  services  paid  for  by  “Rehab”,  and 
eligibility  is  interpreted  quite  liberally. 

All  these  changes  are  dramatically  altering  the  face 
of  medicine.  The  Medicaid  Program  as  set  up  is  exact- 
ly the  same  old  story  as  that  of  the  boy  who  wove  a 
fancy  picture  to  his  beautiful  date.  He  asked  her  if  a 
tremendously  wealthy  playboy  gave  her  a check  for 
one  million  dollars  to  make  her  wealthy  for  life, 
would  she  go  to  a famous  resort  with  him  for  a week- 
end. The  boy  built  this  up  into  a very  grand  sounding 
experience  and  the  girl  said,  “Well,  I expect  I would,” 
He  then  said  “How  about  spending  the  night  with  me 
for  $2.00?”  She  indignantly  slapped  him  and  said, 
“What  do  you  think  I am?”  He  said,  “We  have  al- 
ready established  that,  we  are  now  just  haggling  over 
price.” 

That  is  exactly  what  I feel  Medicaid  has  done.  They 
have  set  a fee  for  office  work  and  for  hospital  ad- 
mission and  consultation.  These  fees  in  many  cases 
were  above  the  prevailing  charge  in  many  of  the 
rural  areas.  We  did  complain  about  this;  we  object- 
ed to  it  but  with  various  excuses  from  the  state  gov- 
ernment that  this  would  be  changed  to  usual  and 
customary  fees,  we  have  gone  along  with  it.  The 
state  still  says  it  is  going  to  change  to  usual  and 
customary  fee  and  with  the  change  of  state  ad- 
ministration, this  may  be  possible.  Still  the  trend  is 
to  buy  us  as  well  as  everyone  else  with  a desirable 
sounding  arrangement,  but  not  in  the  manner  that 
has  been  traditional  and  that  we  feel  is  to  the  best 
interest  of  the  patient. 

(Continued  on  page  671) 
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St’s  be  specific  about  Campbell’s  Soups... 

and 


There  are  more  than  30  million  people  in  America  who  are  overweight. 
During  the  next  year,  you  probably  will  see  more  than  1,000  of  them  in 
your  own  practice. 

One  good  way  to  help  these  patients  is  to  give  them  a reducing  diet 
based  on  ordinary  eating  patterns. 

Campbell  has  prepared  a sensible  plan  for  weight  control  based  on 
ordinary  eating  patterns.  The  plan  consists  of  a patient  in- 
struction booklet  and  a set  of  menus  which  provide  approxi- 
mately 1,200  calories  daily.  The  menus  are  balanced  to 
provide  the  minimum  daily  requirements  of  nutrients. 

To  obtain  a supply  for  your  office  write  to: 

Campbell  Soup  Company,  Box  265,  Camden,  N.  J.  08101 
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of  trichomonal  vaginitis... 


netronidazole 


tablets/ inserts 


irings 

clinical  cures 
microscopic  cures 
culture  cures 


T the  most  widespread  form  of  vagi- 
tis  the  most  widely  successful  thera- 
utic  agent,  Flagyl,  is  clearly  indi- 
ted. 

In  trichomonal  vaginitis,  most  physi- 
ms  have  reported  a cure-rate  of  95 
r cent  or  more  with  Flagyl  when  in- 
:ted  male  partners  are  treated  con- 
irrently  and  when  treatment  is 
Deated  for  occasional  refractory  in- 
:tions  in  women. 

Among  the  few  patients  who  do  not 
>pond  to  Flagyl  are  those  who  may 
t have  taken  the  prescribed  dosage 
d those  who  may  have  been  rein- 
:ted. 

This  high  rate  of  cure  obtained  with 
igyl  is  unparalleled.  Only  systemi- 
lly  active  Flagyl  reaches  the  hidden 
jervoirs  of  reinfection  in  male  and 
nale  genitourinary  tracts. 

ications:  Flagyl  is  indicated  only  in  the 
itment  of  trichomoniasis  in  both  the  male 
I female. 

itraindications:  Pregnancy;  disease  of  the 
tral  nervous  system;  evidence  or  history  of 
)d  dyscrasia. 

' caution:  Complete  blood  cell  counts  should 
' nade  before,  during  and  after  therapy,  es- 
fl  ally  if  a second  course  is  necessary. 


Side  effects:  Infrequent  and  minor  side  effects 
include  nausea,  metallic  taste  and  furry  tongue. 
Gastrointestinal  disturbances,  flushing  and 
headache  sometimes  occur,  especially  with  con- 
comitant ingestion  of  alcohol.  The  taste  of  al- 
coholic beverages  may  be  altered.  Other  effects, 
all  reported  in  an  incidence  of  less  than  1 per 
cent,  are  diarrhea,  dizziness,  vaginal  dryness 
and  burning,  dry  mouth,  rash,  urticaria,  gas- 
tritis, drowsiness,  insomnia,  pruritus,  sore 
tongue,  darkened  urine,  anorexia,  vomiting, 
epigastric  distress,  dysuria,  depression,  vertigo, 
incoordination,  ataxia,  abdominal  cramping, 
constipation,  stomatitis,  numbness  or  pares- 
thesia of  an  extremity,  joint  pains,  confusion, 
irritability,  weakness,  cystitis,  pelvic  pressure, 
dyspareunia,  fever,  polyuria,  incontinence,  de- 
creased libido,  nasal  congestion,  proctitis  and 
pyuria.  Elimination  of  trichomonads  may  ag- 
gravate candidiasis. 

Dosage  and  Administration:  In  women:  one 
250-mg.  oral  tablet  three  times  daily  for  ten 
days.  A vaginal  insert  of  500  mg.  is  available 
for  local  therapy  when  desired.  When  used,  one 
vaginal  insert  should  be  placed  high  in  the  vagi- 
nal vault  each  day  for  ten  days;  concurrently 
two  oral  tablets  should  be  taken  daily. 

In  men:  When  trichomonads  are  demonstrated, 
one  250-mg.  oral  tablet  twice  daily  for  ten  days 
in  conjunction  with  treatment  of  his  female 
partner. 

Dosage  Forms:  Oral  tablets— 250  mg. 

Vaginal  inserts— 500  mg. 
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Research  in  the  Service  of  Medicine 
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Description:  Each  Pulvule®  contains — 

Special  Liver-Stomach  Concentrate,  Lilly 

(containing  Intrinsic  Factor) 150  mg. 

Cobalamin  Concentrate,  N.F.,  equivalent  to  Cobalamin  7.5  meg. 
(The  total  vitamin  Bu  activity  In  the  Special  Liver-Stomach 
Concentrate,  Lilly,  and  the  Cobalamin  Concentrate,  N.F.,  is 


15  micrograms.) 

Iron,  Elemental  (as  Ferrous  Fumarate) 110  mg. 

Ascorbic  Acid  (Vitamin  C) 75  mg. 

Folic  Acid 1 mg. 


Indications:  Trinsicon®  (hematinic  concentrate  with  intrinsic  fac- 
tor, Lilly)  is  a multifactor  preparation  effective  in  the  treatment 
of  anemias  that  respond  to  oral  hematinics,  including  pernicious 
anemia  and  other  megaloblastic  anemias  and  also  iron-deficiency 
anemia. 


Contraindications:  Hemochromatosis  and  hemosiderosis. 
Precautions:  Anemia  is  a manifestation  that  requires  appre  if 
investigation  to  determine  its  cause  or  causes. 

In  pernicious  anemia,  the  use  of  folic  acid  without  ao<  i? 
vitamin  B12  therapy  may  result  in  hematologic  remission  bL  s 
rological  progression.  Adequate  doses  of  vitamin  B12  (pare  ■' 
or  oral  with  potent  intrinsic  factor  as  in  Trinsicon®  [hen' 
concentrate  with  intrinsic  factor,  Lilly])  usually  prevent,  h 
improve  the  neurological  changes. 

As  with  all  preparations  containing  intrinsic  factor,  resi 
may  develop  in  some  cases  of  pernicious  anemia  to  the  po 
tion  of  absorption  of  physiological  doses  of  vitamin  B12.  If 
ance  occurs,  parenteral  therapy,  or  oral  therapy  with  so-  li' 
massive  doses  of  vitamin  B12,  may  be  necessary.  No  singl  - 
men  fits  all  cases,  and  the  status  of  the  patient  obser 
follow-up  is  the  final  criterion  for  adequacy  of  therapy.  P' 


You  can  treat  combined 
deficiencies  with 


Trlnslcon 

— the  multifactor  hematinic 


Vitamin  B12  plus  intrinsic  factor  (15  meg. 
Bi2  activity) — helps  provide  adequate 
levels  of  this  important  vitamin. 


Folic  acid  (1  mg.) — treats  nutritional 
macrocytic  anemias  and/or  malabsorp- 
tion syndromes. 


% 

% 


Ascorbic  acid  (75  mg.) — augments  the 
conversion  of  folic  acid  to  its  active  form 
and  helps  iron  absorption. 

Iron  (110  mg.) — treats  hypochromic 
anemia. 


{inlcal  and  laboratory  studies  are  considered  essential  and  are 
iCommended. 

tverse  Reactlor)s:  In  rare  instances,  iron  in  therapeutic  doses 
oduces  gastro-intestinai  reactions,  such  as  diarrhea  or  consti- 
|ition.  Reducing  the  dose  and  administering  it  with  meals  will 
linimize  these  effects. 

In  extremely  rare  instances,  skin  rash  suggesting  aliergy  has 
I lowed  oral  administration  of  liver-stomach  material.  Instances 
apparent  allergic  sensitization  have  also  been  reported  after 
ai  administration  of  folic  acid. 

>sage:  One  Pulvule  twice  a day.  (Two  Pulvules  dally  produce  a 
mdard  response  in  the  average  uncomplicated  case  of  perni- 
)us  anemia.) 

iw  Supplied:  Pulvules  Trinsicon®  (hematinic  concentrate  with 
rinsic  factor,  Lilly),  in  bottles  of  60  and  500.  [032968] 


Additional  information 
available  to  physicians 
upon  request. 
Eli  Lilly  and  Company. 
Indianapolis,  Indiana  46206. 

801668 


Tower 
of  Babble 


Are  your  patients  confused  by  ad  claims? 

by  shapes  and  sizes?  by  strange- 
sounding  ingredients? 
When  they  need  fast 
relief  from  pain,  you 
can  reassure  them  th( 
aspirin  is  still  the 
strongest  analgesic  the) 
can  buy  without  your 
prescription.  And 
Bayer  is  100%  aspirin. 

No  wonder  Bayer  works  wonders. 
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1 1 1^7  ulcer: 

antacid 

puzzle 


solved 

Mylanta 

aluminum  and  ^ magnesium  hydroxides  plus  simethicone 


'will  it  ease  the  pain? 

Mylanta  helps  relieve  ulcer  pain  with  the  two  most  widely 
prescribed  antacids:  aluminum  and  magnesium  hydroxides. 

wiii  it  help  "my  gassy  stomach"? 

Mylanta  also  contains  simethicone:  for  concomitant  relief 
of  G.l.  gas  distress. 

"will  this  one  taste  O.  K.?' 


The  prolonged  acceptance  of  Mylanta  was  recently 
confirmed  in  87.5%  of  104  patients  — after  a total  of  20,459 
documented  days  of  therapy  .*  ’Danhot,  I.  E.:  Report  on  file. 


Composition:  Each  Mylanta  chewable  tablet  or  teaspoonful 

(5  ml.)  contains:  magnesium  hydroxide,  200  mg.;  aluminum  hydroxide, 

dried  gel,  200  mg.;  simethicone,  20  mg.  Dosage:  One  or  two  tablets  (well 

chewed  or  allowed  to  dissolve  in  the  mouth)  or  one 

or  two  teaspoonfuls  to  be  taken  between  meals  and  at  bedtime. 


Division/Pasadena,  Calif. 
ATLAS  CHEMICAL  INDUSTRIES,  INC. 


when  cough 
is  not 

the  only  sound 
you  hear  * , ♦ 


OMNI-TUSS*  b.i.d. 


. . . because  OMNI-TUSS  is  indicated  for  cough 
associated  with  upper  respiratory  tract  infections, 
bronchitis,  bronchiectasis,  bronchial  asthma,  emphy- 
sema, sinusitis  and  rhinitis,  hay  fever,  or  other  allergic 
conditions.  Any  of  these  conditions  may  exhibit  the 
general  symptom  syndrome — coughing,  wheezing, 
bronchospasm,  and  tenacious  mucus — which  may 
benefit  from  the  antitussive,  bronchodilative,  antihis- 
taminic,  and  expectorant  action  of  Omni-Tuss. 

The  therapeutic  usefulness  of  Omni-Tuss  is  enhanced 
by  a unique  resin  complex  formulation  providing  the 
clinically  desirable  advantages  of:  (1)  uniform  drug 
availability  throughout  an  extended  period,  (2)  8 to  12 
hours  of  symptomatic  control,  (3)  minimal  dosage 
requirement,  (4)  minimal  side  effects. 

Economical,  efficient  b.i.d.  dosage — extremely  well- 
tolerated  by  children,  6-12,  and  adults. 


‘Omni  Tuss’  Suspension:  Each  teaspoonful  (5  cc.)  contains 
10  mg.  codeine  (Warning:  May  be  habit-forming),  5 mg. 
phenyltoloxamine,  3 mg.  chlorpheniramine,  25  mg.  ephe- 
drine,  all  as  cation  exchange  resin  complexes  of  sulfonated 
polystyrene,  and  20  mg.  guaiacol  carbonate. 

Available  on  prescription  only.  Class  X exempt  narcotic. 
Permissible  on  oral  prescription. 

Dosage:  Adults:  1 teaspoonful  (5  cc.)  ql2h. 

Children  (6-\2 years):  V2  teaspoonful  ql2h. 

Side  Effects:  Minimal,  but  when  encountered  may  include 
jitteriness,  nausea,  drying  of  mouth,  insomnia,  constipa- 
tion, which  disappear  upon  adjustment  of  the  dose  or  dis- 
continuance of  treatment. 

Precautions  and  Contraindications:  For  complete  detailed 
information,  refer  to  package  insert  or  official  brochure. 

Strasenburgh 

Strascnburgh  Laboratories  Division 
Wallace  & Tieman  Inc.,  Rochester,  N.Y. 


OPTICAL  ILLUSION? 


Height  and  width  of  this  hat  are 
equal,  but  the  unbroken  height 
of  the  crown  appears  greater 
than  the  interrupted  width  of 
the  brim.  Don’t  play  games  with 
your  eyes.  Some  glasses  are 
poorly  crafted.  Rely  on  Southern 
Optical  accuracy. 


□ 


Charge  accounts^ 
invited 


Optlcd 


SOUTNtM  OPTICAl  IL06..  MO  S.  4th^ 
(MMwtr  httween  lruO«ay  & Clwstnnt) 
MUtCAL  UTS  ILD6..  Eatttfi  rartway 
$T.  lUHNEWS.  Wallacf  CMter 
MCDICAl  TOWtIS  ILOC.ntrtf  t 6ray^ 
CONTACT  UNSeS.  MO  S.  4th 


Louisville 


Bowling  Green 


The  lowest  priced 
tetracycline-nystatin  combination 

ACHROSTATIN^  V Capsules 

Tetracycline  HCl  250  mg  /Nystatin  250,000  units 


One  of  the  31  useful 
dosage  forms 
in  the  ACHRO  Family 
-the  First  Family 
of  Tetracycline 


328-8/6094 
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Appalachia  and  the  Presbyterians 


Last  year  Mr.  John  Fetterman  wrote  an 
informative  and  interesting  book  entitled 
“Stinking  Creek.”  It  is  regarded  by  some 
as  rather  controversial  as  it  may  overempha- 
size the  sordid  side  to  the  sacrifice  of  some  of 
the  better  features  of  the  area.  The  work, 
however,  is  a very  valuable  contribution  to  our 
present  appraisal  of  problems  in  the  state.  In 
his  well  written  historical  sketch,  the  foreword, 
Mr.  Harry  Caudill  deplores  what  he  charac- 
terizes as  the  betrayal  of  the  mountaineer  by 
the  timber  barons,  the  coal  corporations,  and 
the  politicians.  He  continues,  “He  was  be- 
trayed by  the  mission  schools  and  colleges 
which  came  to  educate  his  children  and  taught 
them  to  leave  the  region  rather  than  to  stand 
and  fight  for  its  development  or,  in  the  case 
of  those  few  who  actually  remained,  failed  to 
inspire  them  to  lead  their  people  in  the  build- 
ing of  a society  worthy  of  their  heritage.”  This 
opinion  may,  at  least,  be  open  to  some  ques- 
tion. 

The  Harlan  Enterprise  recently  announced 
that  E.  Murphy  Howard,  M.D.,  had  closed  his 
office,  but  would  continue  with  the  Harlan 
Hospital  which  he  and  W.  P.  Cawood,  M.D., 
established  before  the  first  World  War.  Few 
physicians  have  served  Kentucky  so  well  and 
so  long  as  has  Doctor  Howard.  Among  his 
many  contributions  in  his  profession,  he  was 
president  of  the  KMA  in  1943  and  president 
of  the  State  Board  of  Health  from  1928  to 
1963.  His  leadership  in  civic  affairs  outside  his 
profession  has  been  just  as  distinguished.  It  is 
interesting  that  in  his  interview  he  commented, 
“If  not  for  some  Presbyterian  people  who 
came  to  Harlan  when  I was  a boy,  I probably 
would  not  have  had  an  education.  They  built 
a brick  school  on  Clover  Street  and  brought 


teachers  from  the  East,  and  they  were  very 
good.” 

Mr.  Virgil  Eversole  also  attended  this  same 
academy  and  he,  too,  remained  to  establish 
a most  enviable  record  of  civic  and  church 
leadership.  In  1962,  when  the  United  Mine 
Workers  Association  announced  that  their  hos- 
pitals would  close.  Doctor  McMaster  Kerr, 
pastor  of  the  First  Presbyterian  Church  in 
Harlan,  with  Mr.  Eversole  and  other  members 
of  the  church,  applied  to  the  Presbyterian 
Board  of  National  Missions  for  consultation. 
Negotiations  were  thus  begun  which  effected 
the  salvage  of  these  hospitals  for  continued 
service  to  Eastern  Kentucky.  To  these  we 
might  add  an  imposing  list  of  men  and  women 
natives  of  Harlan,  or  Bell  or  Pike  or  Knox 
Counties,  who  had  their  start  in  mission  or 
public  schools  of  the  area,  obtained  their  ad- 
vanced education  in  Kentucky  schools,  and 
stayed  to  fill  positions  of  leadership  in  their 
respective  communities.  Granville  Pearl  Bailey, 
M.D.,  practiced  medicine  in  Harlan  for  many 
years.  He  brought  the  first  x-ray  equipment  to 
Eastern  Kentucky  by  wagon.  His  son,  Clark 
Bailey,  M.D.,  succeeded  him  and  became  a 
national  figure  in  American  medicine,  president 
of  KMA,  and  first  vice-president  of  AMA. 

On  a bright  Sunday  morning,  in  the  sum- 
mer, two  brothers  were  fishing  in  the  north 
fork  of  the  Kentucky  River  at  Blackey,  their 
home.  A little  man  came  down  the  road  on 
his  horse,  stopped  and  inquired,  “How’s  fish- 
in’  boys?”  “Not  worth  a dam,”  was  the  forth- 
right reply.  The  rider  dismounted,  took  a pole 
and  fished  with  them  for  a while.  His  luck 
was  no  better.  He  suggested  that  since  fishin’ 
seemed  pretty  discouraging,  they  come  with 
him  to  Sunday  School.  They  did  and  became 
interested.  They  and  their  brother  all  did  well 
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in  school.  They  attended  the  Stewart  Robinson 
School  at  Blackey.  operated  by  the  Presby- 
terian Church,  graduated  from  Centre  Col- 
lege, and  advanced  to  higher  levels  of  educa- 
tion. Fred  W.  Caudill,  M.D.,  became  a physi- 
cian, devoted  his  life  to  a very  distinguished 
career  in  public  health  in  Kentucky  and  fell 
victim  to  a fatal  infection  in  mid-life,  acquired 
through  his  work  in  epidemiology,  his  field  of 
special  interest.  One  brother  became  a Ken- 
tucky journalist  and  the  other  taught  in  the 
state  throughout  his  life. 

The  little  man  on  horseback  was  Doctor 
E.  O.  Guerrant,  a Presbyterian  minister.  He 
had  been  a Confederate  soldier.  He  lived  on 
a beautiful  country  estate  at  Wilmore,  but  de- 
voted his  life  to  evangelism,  teaching,  and 
the  establishment  of  schools  in  Eastern  Ken- 
tucky. Many  of  the  churches  and  schools 
which  grew  from  his  ministry  are  still  in  op- 
eration. The  men  and  women  who  found 
themselves  in  these  institutions  and  attained 
positions  of  Christian  leadership  in  this  state 
and  elsewhere  cannot  be  accurately  traced, 
but  they  are  numerous.  The  large  and  active 
health  center  at  Buckhorn  is  dedicated  to  Doc- 
tor Guerrant’s  memory. 

The  story  of  this  type  of  help  is  endless, 
can  be  recalled  for  every  area  in  Eastern  Ken- 
tucky, and  continues  today.  In  his  book,  Mr. 


Fetterman  details  the  activity  of  Miss  Irma 
Gall  from  the  Church  of  the  Bretheren,  a 
teacher,  and  Miss  Peggy  Kemner,  from  the 
Church  of  the  Nazarene,  a nurse;  they  have 
pooled  their  resources  to  bring  light  and  health 
and  inspiration  to  one  of  the  neglected  areas 
of  Knox  County,  and  their  efforts  are  bearing 
abundant  fruit.  It  is  one  of  many  very  effec- 
tive, privately  initiated  and  financed  projects 
which  continue  to  provide  good  citizens  and 
enlightened  leadership  in  the  state  and  beyond. 

Every  Christian  faith  has  participated  in  the 
improvement  of  culture  and  the  standard  of 
living  in  Appalachia;  the  Presbyterians  have 
been  there  a long  time,  have  established  many 
schools  and  health  centers,  and  have  undoubt- 
edly led  all  the  others.  Some  of  their  smaller 
schools  such  as  at  Frenchburg,  Hazel  Green, 
Pippa  Pass  and  the  Stewart  Robinson  School 
have  closed,  but  Pikeville  College  and  Lee 
Junior  College  at  Jackson  and  others  continue. 

Nor  have  the  timber  barons  and  the  coal 
corporations  done  such  a disgraceful  job  of 
betrayal.  It  was  the  development  of  timber 
and  coal  industries  that  brought  railroads  to 
the  area  long  before  any  other  transportation 
facilities  had  been  provided.  With  the  mines 
came  schools,  recreational  facilities  and  cul- 
tural activities  previously  not  known.  Mr.  John 
C.  C.  Mayo,  a timber  and  coal  “baron”  built 
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and  operated  Mayo  College  at  Paintsville.  But 
for  timber  and  coal  financing  Cumberland 
College  at  Williamsburg  would  not  have  sur- 
vived. Hospitals  at  Lynch  and  at  Jenkins  were 
built,  staffed  and  operated  by  coal  companies 
and  provided,  in  their  day,  health  facilities  on 
a par  with  that  offered  elsewhere  in  the  state. 
The  10  United  Mine  Workers  modern  and 
elaborate  hospitals  in  the  area  were  built, 
staffed  and  operated  by  the  40  cents  a ton 
on  coal  paid  by  coal  operators.  Well-trained 
specialists  in  all  medical  and  surgical  fields 
were  brought  there  by  this  fund  and  provided 
the  first  really  comprehensive  medical  service 
Appalachia  had  known.  It  is  this  group  of  hos- 
pitals that  the  Presbyterian  Church  arranged 
to  continue  in  service  after  they  were  aban- 
doned by  the  United  Mine  Workers  Fund.  A 
group  of  English  coal  and  timber  operators  at 
Middlesboro  laid  out  the  first  golf  course  in 
America.  It  is  still  in  operation  and  one  of  the 
prime  recreational  attractions  of  Eastern  Ken- 
tucky. 

Kentucky  Appalachia  is  not  so  destitute  and 
backward  as  it  has  been  advertised  in  the  last 
generation.  There  is  wealth  and  culture  in 
every  county  and  its  poverty  is  not  worse  than 


that  found  in  all  of  our  cities.  It  has  historical 
shrines,  state  parks,  recreational  facilities, 
sporting  and  tourist  attractions  equal  in  quality 
to  those  found  elsewhere  in  the  state.  Its  na- 
tive sons  have  remained  to  enrich  and  provide 
higher  living  standards  in  their  communities; 
Paul  B.  Hall,  M.D.  of  Paintsville;  Mr.  Jesse 
Stuart  of  W.  Hollow;  Mr.  Carl  Perkins,  U.  S. 
representative,  of  Hindman;  former  Governor 
Bert  Combs  from  Manchester;  Mr.  Harry  Cau- 
dill of  Whitesburg;  and  a multitude  of  others 
have  given  superb  leadership  to  an  area,  the 
beauty  and  natural  resources  of  which  are  un- 
excelled. And  it  is  inhabited  by  Kentuckians 
second  to  none  in  patriotism,  honesty,  and  ca- 
pacity. It  is  no  crime  if  some  of  them  are  poor. 

The  Presbyterians  and  other  organizations 
and  individuals  who  have  attempted  to  elevate 
the  standards  of  living  in  Eastern  Kentucky, 
while  preserving  the  dignity  and  independence 
of  the  inhabitants,  have  been  there  a long  time 
and  will  continue  into  a brighter  future.  Federal 
help  is  necessary  and  welcome  but  needs  not 
to  be  patronizing  nor  so  efficiently  publicized 
as  it  has  been  in  the  past.  We  have  many 
reasons  to  be  proud  of  our  Appalachia. 

Sam  a.  Overstreet,  M.D. 


KMA  ANNUAL  MEETING 


September  24-26 
Convention  Center 
Louisville 


Have  you  made  your  reservations? 
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G\G\'nablets  ElixirV^V^ 
^^por  ^ron  ^^jf^e/yc/e/jcy  (ydnemia 


90  Park  Avenue,  New  York,  N.Y.  10016 


HIGHLAND  HOSPITAL 

Asheville,  North  Carolina 

Founded  1904 

A DIVISION  OF  THE  DEPARTMENT  OF  PSYCHIATRY 
OF  DUKE  UNIVERSITY 

Accredited  by  the  Joint  Commission  on  Accreditation  and  Certified  for  Medicare 

Complete  facilities  for  evaluation  of  and  intensive  treatment  of  psychiatric  patients,  in- 
cluding individual  psychotherapy,  group  therapy,  psychodrama,  electro-convulsive 
therapy,  Indoklon  convulsive  therapy,  drugs,  social  service  work  with  families,  family 
therapy  and  an  extensive  and  well  organized  activities  program,  including  occupational 
therapy,  art  therapy,  athletic  activities  and  games,  recreational  activities  and  outings. 
The  treatment  program  of  each  patient  is  carefully  supervised  in  order  that  the  thera- 
peutic needs  of  each  patient  may  be  realized. 

Complete  modern  facilities  with  85  acres  of  landscaped  and  wooded  grounds  in  the 
City  of  Asheville. 

Brochures  and  information  on  financial  arrangements  available 
Contact:  Mrs.  Elizabeth  Harkins,  ACSW,  Coordinator  of  Admissions 

or 

Charles  W.  Neville,  Jr.,  M.D. 

Assistant  Professor  of  Psychiatry  and  Medical  Director 
Area  Code  704  - 253-2761 
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ORGANIZATION  SECTION 


Out-of-State  Guest  Speakers  To  Participate  on  Color  TV  Panels 
With  Kentucky  Physicians  at  KMA  Annual  Meeting  Sept.  24-26 


Participating  with  Kentucky  physicians  in  four 
color  TV  panel  discussions  during  the  1968  KMA 
Annual  Meeting  September 
24-26  will  be  prominent 
guest  speakers  from  across 
the  country.  The  discus- 
sions will  highlight  the  four 
general  scientific  sessions 
at  Louisville’s  Convention 
Center. 

John  Hedley-Whyte,  M. 
B.,  Boston,  Mass.,  guest  of 
the  Kentucky  Society  of 

Anesthesiologists,  and 
David  Spain,  M.  D., 

Brooklyn,  N.  Y.,  guest  of 
the  Kentucky  Society  of  Pathologists,  will  take  part 
in  the  first  Color  TV  Clinic,  “Respiratory  Diseases,” 
moderated  by  Peter  Bosomworth,  M.  D.,  Lexington. 
Other  panelists  will  be  Nathan  I.  Handelman,  M.  D., 
Louisville.  Harold  Rosenbaum,  M.  D.  and  Kent 

Trinkle,  M.  D.,  Lexington. 

The  discussion  of  “Office  Examinations,”  moder- 
ated by  Fred  C.  Rainey,  M.  D.,  Elizabethtown,  will 
feature  William  S.  Smith,  M.  D.,  Ann  Arbor,  Mich., 
guest  of  the  Kentucky  Orthopaedic  Society.  The 
panel  will  include  Walter  S.  Coe,  M.  D.  and  Richard 
L.  Roth,  M.  D.,  Louisville,  and  Sheldon  Rovin,  D. 
D.  S.,  Lexington. 

Participating  in  the  TV  Clinic  on  “Human  Sex- 
uality”, moderated  by  Philip  S.  Crossen,  M.  D., 

Lexington,  will  be  Robert  G.  Heath,  M.  D.,  New 
Orleans,  La.,  guest  of  the  Kentucky  Psychiatric  As- 
sociation, and  Karl  Olsen,  M.  D.,  Cleveland,  Ohio, 
guest  of  the  KAGP.  Other  panelists  will  be  John 
Cole,  M.  D.  and  Stephen  J.  Zwirek,  M.  D.,  Lexington. 

In  addition  to  the  panel  discussions,  the  scientific 
sessions  will  feature  many  individual  presentations  by 
both  guest  speakers  and  Kentucky  physicians,  the 
President’s  Address  and  presentation  of  the  scientific 
exhibit  award. 

Other  features  of  the  Annual  Meeting  will  include 
meetings  of  16  specialty  groups,  two  sessions  of  the 
KMA  House  of  Delegates,  the  annual  convention 
of  the  Woman’s  Auxiliary,  an  Orientation  Program 
for  new  members,  more  than  75  scientific  and  tech- 
nical exhibits.  University  of  Louisville  Alumni  Re- 
unions, the  annual  KEMPAC  Seminar  and  a number 


Doctor  Hedley-Whyte  Doctor  Smith 


of  miscellaneous  meetings  to  be  announced  in  the 
program  booklet. 

Doctor  Hedley-Whyte  is  an  associate  professor  at 
the  Harvard  Medical  School  and  anaesthetist-in-chief 
at  Beth  Israel  Hospital.  A fellow  of  the  American 
College  of  Anesthesiology,  he  received  his  M.  B.  in 
1958  from  St.  Bartholomew’s  Hospital  Medical 
School.  He  is  a reviewer  for  the  Journal  of  Clinical 
Investigation  and  an  ad  hoc  consultant  for  the  Gener- 
al Medical  Research  Program  Project  Committee  of 
the  National  Institutes  of  Health. 

A professor  of  surgery  at  the  University  of  Mich- 
igan Medical  Center,  Doctor  Smith  is  a a 1943  grad- 
uate of  the  University  of  Michigan  Medical  School. 
He  is  a recipient  of  the  Kappa  Delta  Award  for 
outstanding  scientific  contribution  to  the  field  of 
orthopaedic  surgery  and  a fellow  of  the  American 
Academy  of  Orthopaedic  Surgeons  and  the  American 
College  of  Surgeons. 

Doctor  Heath  is  chairman  of  the  department  of 
psychiatry  and  neurology  at  Tulane  University  School 
of  Medicine.  A 1938  graduate  of  the  University  of 
Pittsburgh  School  of  Medicine,  he  is  vice  president 
of  the  Society  of  Biological  Psychiatry  and  associate 
editor  of  the  International  Review  of  Neurobiology. 
Doctor  Heath  has  authored  230  scientific  papers  and 
three  books. 

KMA  President  George  F.  Brockman,  M.  D., 
Greenville,  has  announced  that  the  complete  program 
for  the  Annual  Meeting  will  appear  in  the  August 
issue  of  The  Journal. 


Doctor  Heath 
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of  Tetracycline- 

One  of  the  31  useful  dosage  forms 
in  the  ACHRO  Family 
ACHROSTATIN^  V Capsules 

Tetracycline  HCl  250  mg  /Nystatin  250,000  units 


The  lowest  priced 
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combination 
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Dr.  Lewis  Named  President-Elect 
Of  Kentucky  Surgical  Society 

The  Kentucky  Surgical  Society  chose  Blaine  Lewis, 
Jr.,  M.D.,  Louisville,  as  its  president-elect  during  the 
Society’s  annual  meeting 
May  17  and  18  at  Park 
Mammoth  Resort,  Park 
City. 

John  S.  Sprague,  M.D., 
Lexington,  was  elected  sec- 
retary-treasurer of  the  So- 
ciety, the  office  which 
Doctor  Lewis  held  for  the 
last  six  years.  John  Dickin- 
son, M.D.,  Glasgow,  was 
installed  as  president. 

A 1943  graduate  of  the 
Doctor  Lewis  University  of  Louisville 

School  of  Medicine,  Doctor  Lewis  is  a member  of 
the  American  College  of  Surgeons  and  the  American 
Branch  of  the  International  Society  of  Surgery.  He 
is  currently  serving  as  a member  of  the  McDowell 
House  Board  of  Managers. 

Mark  A.  Hayes,  M.D.,  New  Haven,  Conn.,  pro- 
fessor of  surgery  at  Yale  University,  was  the  guest 
speaker  at  the  meeting.  He  discussed  “Congenital 
Anomalies  of  the  Bile  Duct  Colon;  Hazards  and 
Helps.” 


KEMPAC  Plans  Annual  Seminar 

The  Kentucky  Educational  Medical  Political  Action 
Committee  (KEMPAC)  has  scheduled  its  annual 
Seminar  at  6 p.m.,  September  23,  in  the  Flag  Room 
of  the  Kentucky  Hotel  just  prior  to  the  opening  of 
the  KMA  Annual  Meeting,  according  to  John  C. 
Quertermous,  M.D.,  Murray,  chairman  of  the 
KEMPAC  Board. 

Complete  details  concerning  the  program  and 
guest  speakers  will  be  released  in  the  August  issue 
of  The  Journal.  KEMPAC  membership  has  reached 
an  all-time  high  this  year  of  820  physicians  and  their 
wives.  Doctor  Quertermous  announced  at  press  time. 


Diabetes  Assn.  To  Meet  Sept.  26 

The  Kentucky  Diabetes  Association  will  hold  its 
annual  meeting  at  3:30  p.m.,  September  26  in  a joint 
session  with  the  Kentucky  Chapter  of  the  American 
College  of  Physicians,  according  to  John  B.  Selby, 
M.D.,  Louisville,  chairman  of  the  Program  Commit- 
tee. The  meeting  will  be  at  Louisville’s  Convention 
Center  during  the  Annual  Meeting  of  the  Kentucky 
Medical  Association. 

Priscilla  White,  M.D.,  Boston  Mass.,  will  be  the 
guest  speaker  for  the  session.  She  will  discuss  “The 
Management  of  the  Vascular  Complications  of  Di- 
abetes.” Doctor  White  is  also  scheduled  to  address 
KMA  members  during  the  September  25  General 
Scientific  Session  of  the  KMA  meeting. 


Correction 

The  Journal  of  the  Kentucky  Medical  Associ- 
ation regrets  an  error  appearing  on  page  573  of 
the  June  issue  in  which  the  names  beneath  the 
photographs  of  Doctor  Rulander  and  Doctor 
Rainey  were  inadvertently  switched.  The  photo- 
graph at  the  left  is  that  of  Doctor  Rulander. 
Doctor  Rainey’s  photograph  appears  at  the  right. 


Ky.  Ob-Gyn  Society  Names 
Dr.  Roddick  Pres. -Elect 

The  Kentucky  Obstetrical  and  Gynecological  So- 
ciety chose  John  W.  Roddick,  Jr.,  M.D.,  Lexington, 
president-elect  during  its 
Annual  Spring  Meeting 
April  26  and  27  in  Louis- 
ville. 

Doctor  Roddick  is  a 
professor  of  obstetrics  and 
gynecology  at  the  Univer- 
sity of  Kentucky  Medical 
Center.  He  has  been  at  the 
Center  since  1964.  Before 
coming  to  Kentucky  he 
was  on  the  staff  of  the 
Northwestern  University 
Medical  School. 

A 1950  graduate  of  Northwestern,  Doctor  Roddick 
is  a member  of  the  American  College  of  Obstetricians 
and  Gynecologists,  the  American  College  of  Surgeons 
and  the  Society  of  Pelvic  Surgeons. 

Featured  speakers  at  the  meeting,  which  was  sup- 
ported by  a grant  from  the  Kentucky  Division  of  the 
American  Cancer  Society,  included  Professor  John 
Stallworthy,  Oxford,  England;  Howard  W.  Jones,  Jr., 
M.D.,  Baltimore,  Md.;  Richard  Symmonds,  M.D., 
Rochester,  Minn.;  and  Felix  Rutledge,  M.D.,  Hous- 
ton, Texas. 

First  prize  for  residents’  papers  was  awarded  to 
Arthur  J.  Donovan,  M.D.  and  Thomas  J.  Ciaccio, 
M.D.,  Louisville  General  Hospital.  Pedro  Segarra, 
M.D.,  St.  Joseph  Infirmary,  received  second  prize. 


U of  L Alumni  Chairmen  Selected 
For  Annual  September  Reunions 

Chairmen  of  the  University  of  Louisville  School 
of  Medicine  five-year  classes  planning  annual  alumni 
reunions  during  the  KMA  Annual  Meeting  in  Sep- 
tember have  been  selected,  according  to  Les  Shively 
of  the  Alumni  Office. 

For  information  of  those  U of  L alumni  planning 
to  participate  in  their  class  reunions  this  year,  the 
names,  addresses  and  telephone  numbers  of  the 


Doctor  Roddick 
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chairmen  are  listed  below.  All  chairmen  are  located 
in  Louisville. 

1928 — Pat  R.  Imes,  M.D.,  558  Medical  Towers 
Bldg.,  585-2189 

1933 — Naaman  H.  Burkhead,  M.D.,  700  Brown 
Bldg.,  584-2421 

1938 — J.  Thomas  Giannini,  M.D.,  464  Medical 
Towers  South  Bldg.,  583-2766 

1943 — Clarence  E.  Quaife,  M.D.,  2007  Bonny- 
castle  Ave.,  451-3948  and  Blaine  Lewis, 
M.D.,  1711  Heyburn  Bldg.,  582-2023 

1948 — Laura  V.  Kimbrough,  M.D..  4242  North 
Western  Pkwy.,  774-2412 

1953 — (To  be  selected) 

1958— Thomas  E.  Campbell,  M.D.,  704  Medical 
Towers  Bldg.,  587-8402 

1963 — Eugene  H.  Kremer  III,  M.D.,  612  Medical 
Towers  Bldg.,  584-2257 

Twelve  Trustee  Districts  Meet 
In  1967-68  Associational  Year 

Twelve  of  KMA's  15  trustee  districts  held  meet- 
ings during  the  1967-68  Associational  year.  KM  A 
President  George  F.  Brockman,  M.D.,  Greenville, 
was  the  featured  speaker  at  each  meeting.  Doctor 
Brockman  discussed  redistricting  and  other  issues  of 
interest  to  Kentucky  physicians. 

Sharing  eight  programs  with  Doctor  Brockman, 
Fred  C.  Rainey,  M.D.,  Elizabethtown,  kept  mem- 
bers informed  of  action  taking  place  in  the  Kentucky 
General  Assembly  relating  to  medical  matters.  Doc- 
tor Rainey  is  chairman  of  the  Committee  on  Legisla- 
tive Activities  for  State  Affairs. 

David  A.  Hull,  M.D.,  Lexington,  a member  of  the 
Legislative  Committee,  spoke  at  two  meetings  about 
legislation  and  the  activities  of  KEMPAC.  Hoyt  D. 


Gardner,  M.D.,  Louisville,  chairman  of  the  Com- 
mittee on  Legislative  Activities  for  National  Affairs, 
participated  in  the  program  for  one  meeting. 

Two  districts  offered  scientific  programs  in  con- 
nection with  their  meetings  and  a number  of  dis- 
tricts included  separate  programs  for  physicians’ 
wives.  At  press  time  the  Twelfth  District  was  plan- 
ning a meeting  June  26.  Other  districts  which  met 
during  the  year  are  the  First,  Second,  Third,  Fourth, 
Fifth,  Seventh,  Ninth,  Tenth,  Thirteenth,  Four- 
teenth and  Fifteenth. 


David  A.  Hull,  M.D.,  Lexington,  a member  of  the  KMA 
Legislative  Committee,  outlines  the  activities  of  KEMPAC 
for  physicians  at  a meeting  of  the  Fifteenth  Trustee  District 
May  22  in  Barbourville.  KMA  President  George  F.  Brock- 
man, M.D.,  Greenville,  also  spoke  at  the  meeting. 


Fifteenth  KMA  Trustee  District  physicians  and  guests  listen  attentively  to  the  program  presented  at  a meeting  May 
22  in  Barbourville,  one  of  1 2 trustee  district  meetings  held  during  the  year.  Shown  from  left  to  right  are  Theodore  Davies, 
M.D.,  Barbourville;  Paul  R.  Smith,  M.D.,  London;  Francis  X.  Sommer,  M.D.,  Barbourville  (behind  Doctor  Smith);  Frank 
Turney,  M.D.,  Knoxville,  Tenn.,  a participant  on  the  scientific  program  preceding  the  meeting;  Meredith  Evans,  M.D., 
Middlesboro;  and  Gene  W.  Scott,  M.D.,  Williamsburg.  E.  C.  Seeley,  M.D.,  London,  (not  pictured)  is  trustee  for  the  district. 
Harold  L.  Bushey,  M.D.,  Barbourville,  served  as  local  chairman. 
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"Everything  iooks  fine, 

but  we  shouid  do  something  about  that  extra  weight  you're  putting  on." 
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Get  them  while 
they’re  easily  reversible 


Obesity  doesn’t  happen  suddenly.  This  insidious  process  has  its  beginning— and  the 
chances  of  reversing  it  are  better— during  the  first  10  to  15  pounds  of  weight  gain. 
When  a new  dietary  pattern  must  be  established,  consider  the  adjunctive  use  of 
BAMADEX  SEQUELS.  Combining  the  proven  anorexigenic  action  of  d-ampheta- 
mine  with  the  tranquilizing  effect  of  meprobamate,  BAMADEX  SEQUELS  controls 
appetite  throughout  the  day,  usually  with  a single  capsule  daily. 


Contraindications:  Dextro-amphetamine  sulfate:  In 
hyperexcitability  and  in  agitated  prepsychotic 
states.  Previous  allergic  or  idiosyncratic  reactions 
to  meprobamate. 

Precautions:  Use  \«ith  caution  in  patients  hyper- 
sensitive to  sympathomimetic  compounds,  who 
have  coronary  or  cardiovascular  disease,  or  are 
severely  hypertensive. 

Dextro-amphetamine  sulfate:  Excessive  use  by 
unstable  individuals  may  result  in  psychological 
dependence. 

Meprobamate:  Careful  supervision  of  dose  and 
amounts  prescribed  is  advised,  especially  for  pa- 
tients with  known  propensity  for  taking  excessive 
quantities  of  drugs.  Excessive  and  prolonged  use 
in  susceptible  persons,  e.g.  alcoholics,  former  ad- 
dicts, and  other  severe  psychoneurotics,  has  been 
reported  to  result  in  dependence  on  the  drug. 
Where  excessive  dosage  has  continued  for  weeks 
or  months,  reduce  dosage  gradually.  Sudden  with- 
drawal may  precipitate  recurrence  of  preexisting 
symptoms  such  as  anxiety,  anorexia,  or  insomnia; 
or  withdrawal  reactions  such  as  vomiting,  ataxia, 
tremors,  muscle  twitching  and,  rarely,  epileptiform 
seizures.  Should  meprobamate  cause  drowsiness 
or  visual  disturbances,  reduce  dosage  and  avoid 
operation  of  motor  vehicles,  machinery  or  other 
activity  requiring  alertness.  Effects  of  excessive  al- 
cohol consumption  may  be  increased  by  meproba- 
mate. Appropriate  caution  is  recommended  with 
patients  prone  to  excessive  drinking.  In  patients 
prone  to  both  petit  and  grand  mal  epilepsy  mepro- 
bamate may  precipitate  grand  mal  attacks.  Pre- 
scribe cautiously  and  in  small  quantities  to  patients 


with  suicidal  tendencies. 

S/de  Ef/ecfS;  Overstimulation  of  the  central  nervous 
system,  jitteriness  and  insomnia  or  drowsiness. 
Dextro-amphetamine  sulfate:  Insomnia,  excitabil- 
ity, and  increased  motor  activity  are  common  and 
ordinarily  mild  side  effects.  Confusion,  anxiety, 
aggressiveness,  increased  libido,  and  hallucina- 
tions have  also  been  observed,  especially  in  men- 
tally ill  patients.  Rebound  fatigue  and  depression 
may  follow  central  stimulation.  Other  effects  may 
include  dry  mouth,  anorexia,  nausea,  vomiting, 
diarrhea,  and  increased  cardiovascular  reactivity. 

Meprobamate:  Drowsiness  may  occur  and  can 
be  associated  with  ataxia;  the  symptom  can  usu- 
ally be  controlled  by  decreasing  the  dose,  or  by 
concomitant  administration  of  central  stimulants. 
Allergic  or  idiosyncratic  reactions:  maculopapular 
rash,  acute  nonthrombocytopenic  purpura  with 
petechiae,  ecchymoses,  peripheral  edema  and 
fever,  transient  leukopenia.  A case  of  fatal  bullous 
dermatitis,  following  administration  of  meproba- 
mate and  prednisolone,  has  been  reported.  Hyper- 
sensitivity has  produced  fever,  fainting  spells, 
angioneurotic  edema,  bronchial  spasms,  hypoten- 
sive crises  (1  fatal  case),  anuria,  stomatitis,  proc- 
titis (1  case),  anaphylaxis,  agranulocytosis  and 
thrombocytopenic  purpura,  and  a fatal  instance  of 
aplastic  anemia,  but  only  when  other  drugs  known 
to  elicit  these  conditions  were  given  concomitantly. 
Fast  EEC  activity,  usually  after  excessive  dosage. 
Impairment  of  visual  accommodation.  Massive 
overdosage  may  produce  drowsiness,  lethargy,  stu- 
por, ataxia,  coma,  shock,  vasomotor  and  respira- 
tory collapse. 


Bamadex  Sequels" 

Dextro-Amphetamine  Sulfate  (15  mg.)  Sustained  Release  Capsules 
with  Meprobamate  (300  mg.) 


LEDERLE  LABORATORIES 

A Division  of  American  Cyanamid  Company 
Pearl  River,  New  York 
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KSAMA  Has  Record  Attendance 
At  Sixth  Annual  Convention 

A record  attendance  of  117  medical  assistants  rep- 
resenting 15  counties  was  achieved  at  the  Sixth  An- 
nual Convention  of  the  KSAMA  May  18-19  at  the 
Campbell  House  Inn,  Lexington,  according  to  Mrs. 
Virginia  Applegate,  Louisville,  outgoing  president  of 
the  organization. 

In  a service  conducted  by  Thomas  J.  Ferriell,  M.D., 
Elizabethtown,  the  new  officers  installed  were  Mrs. 
Jane  Burks,  president;  Miss  Libby  Curtsinger, 
president-elect;  Mrs.  Mabel  Veech,  vice  president; 
Miss  Faye  Jordan,  recording  secretary;  Miss  Gerry 
Shultz,  treasurer;  and  Mrs.  Helen  Carter,  director. 

Guest  speaker  Henry  B.  Asman,  M.D.,  Louisville, 
KMA  president-elect,  discussed  the  role  of  the  medi- 
cal assistant  on  the  health  care  team  and  pledged  to 
promote  the  advantages  of  membership  in  KSAMA 
in  his  travels  throughout  the  state  as  KMA  president 
in  the  coming  year. 

Educational  sessions  held  during  the  meeting  fea- 
tured programs  on  Treatment  of  Office  Emergencies, 
Oral  Cancer  in  Kentucky,  Radiation  Therapy,  Drug 
Abuse  and  Advancements  in  Kidney  Transplants, 

It  was  announced  at  the  business  meeting  that  a 
group  of  Lexington  medical  assistants  had  begun  prep- 


arations for  organizing  a county  chapter  of  KSAMA 
as  a result  of  the  convention. 

Automotive  Safety  Awards  Go  To 
Post  Office,  Div.  of  Police 

The  Kentucky  Medical  Association  presented  its 
Tenth  and  Eleventh  Automotive  Safety  Awards  to 
the  Louisville  Division  of  Police  and  the  Louisville 
Post  Office  recently. 

Col.  C.  J.  Hyde,  Chief  of  Police,  accepted  the 
Tenth  Award  on  behalf  of  the  Louisville  Division  of 
Police  and  William  J.  O’Mara,  safety  officer,  re- 
ceived the  Eleventh  Award  for  the  Post  Office. 

On  hand  for  the  presentations  were  Arthur  Keeney, 
M.D.,  Wills  Eye  Clinic,  Philadelphia,  former  Louis- 
ville ophthalmologist  and  chairman  of  the  KMA 
Highway  Safety  Committee  which  established  the 
award  several  years  ago,  and  William  T.  Rumage, 
Jr.,  M.D.,  Louisville,  chairman  of  the  Disaster  Medi- 
cal Care  Committees  of  KMA  and  the  AMA. 

The  KMA  Automotive  Safety  Awards  have  been 
granted  only  to  those  organizations  with  seat  belts 
installed  in  100  percent  of  the  vehicles  operated  by 
their  memberships.  The  Twelfth  Award  will  be  pre- 
sented to  the  Southern  Bell  Telephone  and  Tele- 
graph Company  in  the  near  future. 


Recipients  of  the  Tenth  and  Eleventh  KMA  Automotive  Safety  Awards  display  the  certificates  they  accepted  recently 
on  behalf  of  their  organizations.  Pictured  from  left  to  right  are  Arthur  Keeney,  M.D.,  Philadelphia,  Pa.,  William  O'Mara, 
Louisville  Post  Office,  Col,  C,  J.  Hyde,  Chief  of  Police,  Louisville  Division,  and  William  T.  Rumage,  Jr.,  M.D.,  Louisville. 
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KMA  Placement  Service  Provides 
Two-Way  Information  Flow 

Kentucky  physicians  seeking  associates  and  those 
physicians  desiring  to  locate  in  the  state  are  remind- 
ed that  the  Physician  Placement  Service  at  the  KMA 
Headquarters  Office  provides  a two-way  flow  of  in- 
formation in  this  area. 

The  Service  compiles  a quarterly  report  entitled 
“Physicians  Seeking  Locations”  which  is  available  to 
any  Kentucky  physician  upon  request.  The  names 
on  this  list  include  scholarship  recipients,  recent 
medical  school  graduates,  physicians  discharged  from 
military  service  and  doctors  who  have  inquired  at 
KMA  or  the  AMA  about  available  locations  in  Ken- 
tucky. 

A semi-annual  report  called  “Opportunities  for 
Practice  in  Kentucky”  is  also  available  upon  request 
to  those  physicians  wishing  to  practice  in  the  state. 
A complete  up-to-date  record  of  both  types  of  in- 
formation is  on  file  at  the  Headquarters  Office  and 
physicians  are  encouraged  to  make  use  of  this  service. 

KMA  Adds  30  Physicians 
To  Membership  Roster 

Thirty  physicians  have  become  new  members  of 
the  Kentucky  Medical  Association,  according  to  the 
records  of  the  membership  department  as  of  July  15. 

The  new  members  are  William  J.  Bechmann,  Jr., 
M.D.,  Florence;  Joseph  R.  Bowling,  M.D.,  Catletts- 
burg;  Charles  D.  Eversole,  M.D.,  Covington;  Enrique 
E.  Hinojosa,  M.D.,  Harlan;  J.  Wesley  Johnson,  M.D., 
Ashland;  Thomas  J.  Kalmer,  M.D.,  Ft.  Worth, 
Texas;  William  H.  Keller,  M.D.,  Frankfort;  Lamar 
C.  Meigs,  M.D.,  Ashland;  Lowell  F.  Roberts,  M.D., 
Benton;  Garner  E.  Robinson,  M.D.,  Ashland;  John 
B.  Wofford,  M.D.,  Knoxville,  Tenn.;  and  Kenneth  N. 
Zegart,  M.D.,  Upper  Darby,  Pa. 

Four  new  members  in  Lexington  are  Harry  G. 
Caldwell,  M.D.;  David  H.  Looff,  M.D.;  Ronald  A. 
Moss,  M.D.;  and  Cornelia  B.  Wilbur,  M.D. 

New  members  in  Louisville  include  James  W.  Cur- 
ry, M.D.;  Fielding  W.  Daniel,  M.D.;  John  C.  Devlin, 
M.D.;  R.  Brooks  Howard,  M.D.;  James  M.  Mahan, 
M.D.;  Gerald  L.  Moore,  M.D.;  Richard  R.  Nave, 
M.D.;  Robert  C.  Pfeiler,  M.D.;  Robert  L.  Rainey, 
MD.;  Bernard  F.  Sams,  Sr.,  M.D.;  Walter  L.  Thomp- 
son, M.D.;  James  D.  Walker,  M.D.;  Thomas  R.  Wat- 
son, M.D.;  and  Roger  K.  White,  M.D. 


ARE  YOU  ELIGIBLE  TO  VOTE? 

In  order  to  vote  in  the  November  5 general 
election  you  must  be  properly  registered  by  the 
September  7 deadline.  You  are  urged  to  check 
your  registration  status  and  to  remind  your  family 
and  staff  to  do  so. 


KMA  Committee  Reports 


Committee  on  Cults 

David  B.  Stevens,  M.D.,  Lexington,  Chairman 

KMA  Headquarters  Office  May  1,  1968 

The  Committee  on  Cults  met  May  1,  1968,  to  dis- 
cuss the  action  by  the  1968  session  of  the  Kentucky 
General  Assembly  on  legislation  followed  by  KMA 
and  of  interest  to  the  Committee.  Future  plans  of  the 
Committee  were  also  discussed. 

Technical  Advisory  Committee  on  Indigent 
Medical  Care 

Caroll  H.  Robie,  Jr.,  M.D.,  Louisville,  Chairman 
State  Department  of  Health  May  2,  1968 

The  Technical  Advisory  Committee  on  Indigent 
Medical  Care  met  with  representatives  of  the  Medi- 
cal Assistance  Division  of  the  State  Department  of 
Health  and  representatives  of  the  Department  of  Eco- 
nomic Security  on  May  2,  1968,  in  Frankfort,  to  dis- 
cuss a number  of  procedural  changes  that  will  need 
to  be  made  in  the  Title  XIX  Program  prior  to  July 
1,  1968.  At  this  time,  physicians  are  scheduled  to  be 
paid  for  out-of-hospital  services  on  the  usual  and  cus- 
tomary basis  with  reasonable  limitations. 

TofightTB- 
find  it  first! 


Make  tuberculin  testing  routine 
with  every  physical  examination. 


TUBERCULIN, TINE  TEST 

• (Rosenthal) 

Side  effects  are  possible  but  rare:  vesiculation.  ulceration,  or  necrosis 
at  test  site.  Contraindications:  none,  but  use  with  caution  in  active 
tuberculosis.  Available  in  S'sand  25's. 
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anticostive^ 

hematinic 


PERITINIC^ 


Hematinic  with  Vitamins  and  Fecal  Softener 


A tablet^day  provides: 

• Elemental  Iron  (as  Ferrous  Fumarate) . 1(X)  mg 

• Dioctyl  Sodium  Sulfosuccinate  (to 

counteract  constipating  effect  of  iron)  100  mg 

Vitamin  Bi 7.5  mg 

Vitamin  B2 7.5  mg 

Vitamin  Be 7.5  mg 

Vitamin  B12 50  mcgm 

Vitamin  C 200  mg 

Niacinamide 30  mg 

Folic  Acid 0.05  mg 

Pantothenic  Acid 15  mg 

• ^ Bottles  of  60 


anticostive,  adj.  (anti  opposed  to 
+ costive  causing  constipation.) 
Against  constipation.  (Now  isn’t 
that  a good  idea  in  an  iron-contain- 
ing hematinic?  We’ll  send  you 
samples  if  you’ll  send  a request  on 
your  Rx  blank,  addressed  to 
Department  150.) 


LEDERLE  LABORATORIES 


A Division  of  American  Cyanamid  Company 
Pearl  River,  New  York  10965 


488-7-6062 
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AMA  ANNUAL  MEETING 

The  Annual  Meeting  of  the  American  Medical 
Association  was  in  session  at  the  time  this  issue  of 
The  Journal  went  to  press.  Complete  details  will 
be  carried  in  the  August  issue. 


i^lcmoriam 


CLYDE  L.  GARR,  M.D. 

Flemingsburg 

1887-1968 

Clyde  L.  Garr,  M.D.,  81,  a retired  physician,  died 
May  19  at  Fleming  County  Hospital.  Doctor  Garr 
graduated  from  Louisville  Medical  College  in  1910. 
He  practiced  in  Fleming  County  for  51  years. 

CHAPMAN  S.  MOORMAN,  M.D. 

Louisville 

1894-1968 

Chapman  S.  Moorman,  M.D.,  76,  a urologist,  died 
May  22  at  Louisville  General  Hospital.  A 1927 
graduate  from  Indiana  University  School  of  Medi- 
cine, Doctor  Moorman  had  practiced  in  Louisville 
since  1934.  He  was  a member  of  the  American 
Urological  Association  and  the  American  College  of 
Surgeons. 


PUBLIC  HEALTH  PAGE 

(Continued  from  page  594) 

contributions  to  this  effort  with  films  on  subjects 
in  their  respective  fields  of  interest. 

This  program  is  one  of  many  aspects  which  are 
possible  in  the  professional  education  field.  Another 
is  being  investigated  through  a supplemental  grant 
for  a pilot  project  studying  the  effectiveness  and 
suitability  of  a programmed-learning  slide  kit  on 
oral  cancer  developed  at  the  University  of  Kentucky 
School  of  Dentistry.  Other  types  of  “grass-roots” 
professional  education  are  possible,  including  assist- 
ing community  hospitals  to  benefit  from  Kentucky’s 
new  EFV  network. 

The  Kentucky  Medical  Association  Committee  on 
Medical  Education  is  acting  as  an  advisory  group 
to  this  Office  to  assist  in  determining  the  direction 
future  efforts  should  take.  However,  the  most  valid 
and  important  advice  must  come  from  the  individual 
practicing  physician.  Therefore,  it  is  hoped  that 
every  physician  will  take  the  opportunity  to  acquaint 
himself  with  this  program  when  it  is  demonstrated  in 
his  area.  Since  this  program  is  just  beginning  it  can 
be  tailored  to  the  interests  and  needs  of  the 
practicing  physician  if  these  are  known.  It  is  the 
sincere  hope  of  those  in  the  project  that  this  effort 
can  provide  the  stimulus  for  the  establishment  of  the 
type  of  professional  education  service  needed  in  the 
Commonwealth. 
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County  Medical  Society  Officers 
For  1968  Reported  to  KMA 

The  following  list  of  officers  of  county  medical 
societies  for  1968  has  been  received  at  KMA  Head- 
quarters, according  to  the  records  of  the  membership 
department  on  June  20. 

Allen 

President:  Victor  E.  Scherer,  M.D.,  Scottsville 
Vice  President:  Owen  L.  Davis,  M.D.,  Scottsville 
Secretary-Treasurer:  John  M.  Hall,  M.D.,  Scotts- 
ville 

Delegate  to  KMA:  Earl  P.  Oliver,  M.D.,  Scotts- 
ville 

Alternate:  Victor  E.  Scherer,  M.D. 

Barren 

President:  Paul  Pichardo,  M.D.,  Glasgow 
Vice  President:  Fred  Cecil,  M.D.,  Glasgow 
Secretary:  Lewis  Dickinson,  M.D.,  Glasgow 
Delegate  to  KMA:  W.  H.  Bryant,  M.D.,  Glasgow 
Alternate:  Eugene  Marian,  M.D.,  Glasgow 

Bourbon 

President:  Harry  L.  Galloway,  M.D.,  Paris 
Vice  President:  A.  V.  Echiverri,  M.D.,  Paris 
Secretary-Treasurer:  James  B.  Ferrell,  M.D.,  Paris 
Delegate  to  KMA;  Richard  Wever,  M.D.,  Paris 
Alternate:  James  B.  Ferrell,  M.D. 


House  Doctor 

Openings  July  1,  1968.  Must  be 
eligible  for  Kentucky  License 
Registration.  Foreign  graduates 
must  have  E.C.F.M.G.  and  im- 
migrant visa.  Salary  depending  on 
qualifications  — starting  $15,000 
annually.  Attractive  working 
hours.  For  further  information 
apply  Dr.  Paul  A.  Keeney,  SS. 
Mary  & Elizabeth  Hospital,  4400 
Churchman,  Louisville,  Kentucky 
40215. 


Boyle 

President:  Phillip  Rothrock,  M.D.,  Danville 
Vice  President:  Kelley  Deaton,  M.D.,  Danville 
Secretary-Treasurer;  F.  A.  Martin,  Jr.,  M.D.,  Dan- 
ville 

Delegate  to  KMA:  John  Baird,  M.D.,  Danville 
Alternate:  William  Pesci,  M.D.,  Danville 

Grant 

President:  Dari  B.  Shipp,  M.D.,  Dry  Ridge 
Vice  President:  Claude  C.  Waldrop,  M.D.,  Wil- 
liamstown 

Secretary-Treasurer:  Fred  R.  Scroggin,  M.D.,  Dry 
Ridge 

Alternate;  Dari  B.  Shipp,  M.D. 

Graves 

President;  Harry  M.  Roach,  M.D.,  Mayfield 
Vice  President:  Larry  L.  Hall,  M.D.,  Mayfield 
Secretary-Treasurer:  Charles  E.  Howard,  M.D., 
Mayfield 

Delegate  to  KMA:  C.  F.  Burnett,  Jr.,  M.D.,  May- 
field 

Alternate:  Harry  M.  Roach,  M.D. 

Green 

President:  James  W.  Miller,  M.D.,  Greensburg 
President-Elect:  Harry  B.  Huntsman,  M.D., 

Greensburg 

Secretary-Treasurer:  Harry  B.  Huntsman,  M.D. 
Delegate  to  KMA:  George  C.  Cheatham,  M.D., 
Greensburg 

Alternate:  Robert  P.  Simmons,  M.D.,  Greensburg 
Hopkins 

President:  Keith  Edwards,  M.D.,  Madisonville 
Vice  President:  Jon  Loue,  M.D.,  Madisonville 
Secretary-Treasurer:  Kenneth  P.  Haywood,  M.D., 
Earlington 

Delegates  to  KMA:  Loman  C.  Trover,  M.D., 
Madisonville;  Faull  Trover,  M.D.,  Madisonville 
Alternates:  Charles  Fisher,  M.D.,  Madisonville; 
Kenneth  P.  Haywood,  M.D. 

Lyon 

President:  Robert  H.  Hyde,  M.D.,  Eddyville 
Vice  President:  M.  H.  Moseley,  M.D.,  Eddyville 
Secretary-Treasurer:  M.  H.  Moseley,  M.D. 

Delegate  to  KMA:  Robert  H.  Hyde,  M.D. 
Alternate;  M.  H.  Moseley,  M.D. 

Owen 

President:  Maurice  Bowling,  M.D.,  Owenton 
Secretary:  O.  A.  Cull,  M.D.,  Owenton 
Delegate  to  KMA:  O.  A.  Cull,  M.D. 

Alternate;  Maurice  Bowling,  M.D. 

Dr.  Hume  to  Head  Co.  Med.  Soc. 

Walter  I.  Hume,  Jr.,  M.D.,  Louisville,  was  recently 
named  president-elect  of  the  Jefferson  County  Medi- 
cal Society.  Doctor  Hume  is  assistant  editor  of  The 
Journal  and  an  active  participant  in  KMA  commit- 
tee work. 
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Results  on  skin  are  final  proof  of  any  topical  antibiotic’s  effectiveness 

No  in  vitro  test  can  duplicate  a clinical  situation  on  living  skin.  ‘Neosporin’  (polymyxin  B 
-bacitracin-neomycin)  Ointment  has  consistently  proven  its  effectiveness  in  thousands  of 
cases  of  bacterial  skin  infection.  The  spectra  of  the  three  antibiotics  overlap  in  such  a way 
as  to  provide  bactericidal  action  against  most  pathogenic  bacteria  likely  to  be  found  topically. 
Diffusion  of  the  antibiotics  from  the  special  petrolatum  base  is  rapid  since  they  are  insoluble 
in  the  petrolatum,  but  readily  soluble  in  tissue  fluids.  The  Ointment  is  bland  and  nonirritating. 

Caution:  As  with  other  antibiotic  preparations,  prolonged  use  may  result  in  overgrowth  of  nonsuscep- 
tible  organisms  and/or  fungi. -Appropriate  measures  should  be  taken  if  this  occurs.  Articles  in  the 
current  medical  literature  indicate  an  increase  in  the  prevalence  of  persons  allergic  to  neomycin. 
The  possibility  of  such  a reaction  should  be  borne  in  mind. 

Contraindications:  This  product  is  contraindicated  in  those  individuals  who  have  shown  hyper- 
sensitivity to  any  of  its  components. 

Supplied:  Tubes  of  1 oz.,  V2  02.  with  applicator  tip,  and  Va  oz.  with  ophthalmic  tip. 

Complete  literature  available  on  request  from  Professional  Services  Dept.  PML. 


‘NEOSPORIIf’ 


brand 


POLYMYXIN  B-BACITRACIN-NEOMYCIN 

OINTMENT 


BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,  Tuckahoe,  N.Y. 


I l< 


I, 


1 


New 


Tegretol* 

carbamazepine 


Therapeutic 
breakthrough 
in  non-narcotic 
control  of 
the  pain  of 


trigeminal 

neuralgia 


Warning 

Fatal  cases  of  aplastic  anemia  have  been  reported  following  treatment 
with  Tegretol.  Agranulocytosis,  thrombocytopenia  and  transitory 
leukopenia  have  also  been  observed. 

Complete  blood  and  platelet  counts  should  be  done  prior  to  and  at  regular 
intervals  during  treatment  with  the  drug  (see  recommendations  under 
“Important  Note  and  Precautions”)  to  help  in  the  early  detection  of  serious 
bone  marrow  injury.  Abnormalities  in  initial  blood  tests  should  rule  out 
use  of  the  drug.  Also,  patients  should  be  made  aware  of  such  early  toxic 
signs  of  a potential  hematologic  problem  as  fever,  sore  throat,  mouth 
ulcers,  easy  bruising  and  petechial  or  purpuric  hemorrhage.  Should  such 
signs  appear,  the  patient  should  be  advised  to  discontinue  the  drug  and  to 
report  to  the  physician  immediately. 


Indication  Tegretol  is  indicated  in  the  treatment  of  the  pain  associated 
with  true  trigeminal  neuralgia.  It  is  not  a simple  analgesic  and  should 
never  be  administered  for  relief  of  trivial  facial  aches  or  pains. 
Contraindication  Do  not  use  in  those  with  a known  sensitivity  to  any 
tricyclic  compound  or  in  those  being  treated  with  M.A.O.I.  agents.  As  long 
a period  as  possible  should  elapse  before  using  Tegretol  in  patients  who 
have  been  treated  with  M.A.O.I.’s,  with  a minimum  of  7 days.  In  such 
cases,  initial  dosage  should  be  low  and  the  patient’s  reaction  to  gradual 
increments  closely  observed. 

Important  Note  and  Precautions  Familiarity  with  the  clinical  symptoms 
which  lead  to  an  accurate  diagnosis  of  true  trigeminal  neuralgia  and  with 
the  complete  prescribing  information,  careful  patient  selection,  a 
thorough  examination  before  treatment  and  close  patient  supervision 
throughout  the  treatment  period  are  essential  to  the  safe  and  effective 
use  of  this  drug. 

Where  feasible,  Tegretol  should  not  be  used  in  conjunction  with  any  potent 
drug  which  may  increase  the  possibility  of  toxic  reactions. 

In  pregnancy,  the  drug  should  not  be  prescribed  during  the  first  trimester 
and  thereafter  only  to  patients  in  whom  the  clinical  situation  warrants  the 
potential  risk.  It  should  not  be  administered  to  nursing  mothers. 

Patients  with  increased  intraocular  pressure  should  be  closely  observed 
during  treatment  with  this  drug  because  of  its  anticholinergic  effect. 
Because  of  the  drug’s  relationship  to  other  tricyclic  compounds,  the  possi- 
bility of  activation  of  latent  psychosis  and,  in  the  elderly,  of  confusion  or 
agitation,  should  be  considered. 

Dizziness  and  drowsiness  may  occur  and  patients  should  be  cautioned 
about  the  hazards  of  operating  machinery  or  automobiles  and  of  engaging 
in  other  hazardous  tasks. 

Use  cautiously  in  patients  with  a history  of  coronary  artery  disease, 
organic  heart  disease,  congestive  failure  or  liver  disease. 

Before  initiating  therapy,  the  following  iaboratory  procedures  should 
be  performed: 

1.  Complete  blood  and  platelet  counts  which,  if  abnormal,  should  rule  out 
the  use  of  the  drug. 

2.  Baseline  evaluations  of  liver  function. 

During  treatment  with  Tegretoi,  the  following  laboratory  procedures  should 
be  performed: 

1.  Complete  blood  and  platelet  counts  should  be  done  at  intervals  of  one 
week  during  the  first  month  of  drug  treatment,  every  two  weeks  during  the 
second  and  third  months,  and  at  monthly  intervals  thereafter  for  as  long 
as  the  patient  is  taking  the  drug.  A trend  toward  a decreasing  white  blood 
cell  count  should  suggest  a dosage  reduction  and  more  frequent 


laboratory  and  clinical  evaluations.  Should  this  trend  continue,  the  d 
should  be  discontinued. 

2.  Liver  function  tests  must  be  performed  at  regular  intervals  during  ■ 
ment  with  this  drug  since  liver  damage  may  occur  during  therapy.  Th 
drug  should  be  discontinued  immediately  in  cases  of  aggravated  live 
dysfunction  or  active  liver  disease. 

3.  Periodic  eye  examinations,  including  slit-lamp,  funduscopy  and  ton 
etry,  are  recommended  for  patients  being  treated  with  this  drug  sine 
many  phenothiazines  and  related  drugs  have  been  shown  to  cause  ej 
changes. 

4.  Complete  urinalysis  and  BUN  should  be  done  on  patients  treated 
Tegretol  because  of  observed  renal  dysfunction. 

Adverse  Reactions  Dizziness,  drowsiness,  unsteadiness  on  the  feet, 
nausea,  vomiting,  aplastic  anemia,  transitory  leukopenia,  agranulocyt 
eosinophilia,  leukocytosis,  thrombocytopenia,  purpura,  abnormalities 
liver  function  tests,  cholestatic  and  hepatocellular  jaundice,  urinary  fi 
quency,  acute  urinary  retention,  oliguria  with  elevated  blood  pressure 
albuminuria,  glycosuria,  elevated  BUN,  microscopic  deposits  in  the  u 
impotence,  disturbances  of  coordination,  confusion,  headache,  fatigu 
blurred  vision,  transient  diplopia  and  oculomotor  disturbances,  speet 
disturbances,  abnormal  involuntary  movements,  peripheral  neuritis  ai 
paresthesias,  depression  with  agitation,  talkativeness,  nystagmus,  tin 
nitus,  paralysis  and  other  symptoms  of  cerebral  arterial  insufficiency, 
pruritic  and  erythematous  rashes,  urticaria,  Stevens-Johnson  syndror 
photosensitivity  reactions,  alterations  in  skin  pigmentation,  exfoliativi 
dermatitis,  alopecia,  diaphoresis,  recurrence  of  thrombophlebitis,  et^ 
multiforme  and  nodosum,  aggravation  of  disseminated  lupus  erythem 
tosus,  gastric  distress,  abdominal  pain,  diarrhea,  constipation,  anore 
dryness  of  the  mouth  and  pharynx,  glossitis,  stomatitis,  fever,  chills, 
adenopathy,  lymphadenopathy,  aching  joints  and  muscles,  leg  cramp 
conjunctivitis,  left  ventricular  failure,  aggravation  of  hypertension,  hy 
tension,  syncope  and  collapse,  edema,  aggravation  of  coronary  arter 
disease  and  congestive  heart  failure.  (Whether  these  cardiovascular  i 
are  drug-related  is  not  known.  However,  some  of  these  complication 
resulted  in  fatalities.)  The  necessity  for  discontinuing  the  drug  shouk 
dictated  by  the  gravity  and  severity  of  the  adverse  reactions. 

Dosage  and  Administration  The  drug  should  always  be  taken  with  m( 
if  possible. 

Initial:  One-half  tablet  (100  mg.)  b.i.d.  on  the  first  day.  Thereafter,  the 
should  be  increased  in  one-half  tablet  (100  mg.)  increments  every  12 
until  freedom  from  pain  is  achieved.  To  relieve  pain,  between  200  mg 
1200  mg.  per  24  hours  may  be  necessary. 

Maintenance:  Initial  control  of  pain  can  be  maintained  in  most  patien 
with  a dose  of  400  mg.  to  800  mg.  daily.  Maintenance  doses  may  rant 
between  200  mg.  and  1200  mg.  daily. 

At  least  once  every  3 months  during  treatment  period  attempts  shouP 
made  to  discontinue  the  drug  or  to  reduce  the  dose  to  the  minimum 
effective  level. 

Availability  Round,  white,  single-scored  tablets  of  200  mg.  in  bottle: 
of  100  and  1000.  (B)46-82C 

For  complete  details,  please  see  Prescribing  Information. 


Geigy  Pharmaceuticals 

Division  of  Geigy  Chemical  Corporation 

Ardsley,  New  York  10502 
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i«rthalidone 


t because  of  its  prolonged 
•o|  usually  providing  smooth 
s':  activity  throughout  the  day. 

e-a-day  dosage,  in  the 
1 n,  means  few  tablets  to  take 
f tablets  to  pay  for. 


Hygroton,  brand  of  chlorthalidone, 
may  mean  troublesome  side  effects 
for  certain  patients.  And  you  can't 
prescribe  it  in  cases  of  demonstrated 
hypersensitivity  to  the  drug  or  in 
severe  renal  or  hepatic  diseases. 


Before  writing  it  for  your 
patients,  please  check  the 
Prescribing  Information. 
It's  summarized  on  the 
next  page. 


i/groton 

>1'  rthalidone  in  edema  and  hypertension 


Geigy 


in  edema  and  hypertension  I 

A little  Hygroton  can  work  a long  day 

chlorthalidone 


Indications:  Hypertension  and  many 
types  of  edema  involving  retention  of 
salt  and  water. 

Contraindications:  Hypersensitivity 
and  most  cases  of  severe  renal  or 
hepatic  disease. 

Warning:  With  the  administration  of 
enteric-coated  potassium  supple- 
ments, which  should  be  used  only 
when  adequate  dietary  supplemen- 
tation is  not  practical,  the  possibility 
of  small  bowel  lesions  (obstruction, 
hemorrhage,  and  perforation)  should 
be  kept  in  mind.  Surgery  for  these 
lesions  has  frequently  been  required 
and  deaths  have  occurred.  Discontinue 
enteric-coated  potassium  supplements 
immediately  if  abdominal  pain,  dis- 
tention, nausea,  vomiting,  or  gastroin- 
testinal bleeding  occur. 

Use  with  caution  in  pregnant  patients. 
Since  the  drug  may  cross  the  placental 
barrier,  adverse  reactions  which 
may  occur  in  the  adult  (thrombocy- 
topenia, hyperbilirubinemia,  altered 
carbohydrate  metabolism,  etc.)  are 
potential  problems  in  the  newborn. 
Precautions:  Antihypertensive  ther- 
apy with  this  drug  should  always 


be  initiated  cautiously  in  postsym- 
pathectomy patients  and  in  patients 
receiving  ganglionic  blocking  agents 
or  other  potent  antihypertensive 
drugs,  or  curare.  Reduce  dosage  of  con- 
comitant antihypertensive  agents  by 
at  least  one-half.  Barbiturates,  nar- 
cotics or  alcohol  may  potentiate  hypo- 
tension. Because  of  the  possibility  of 
progression  of  renal  damage,  periodic 
determination  of  the  BUN  is  indicated. 
Discontinue  if  the  BUN  rises  or  liver 
dysfunction  is  aggravated.  Hepatic 
coma  may  be  precipitated. 

Electrolyte  imbalance,  sodium  and/or 
potassium  depletion  may  occur.  If  po- 
tassium depletion  should  occur  during 
therapy,  the  drug  should  be  discon- 
tinued and  potassium  supplements 
given,  provided  the  patient  does  not 
have  marked  oliguria. 

Take  special  care  in  cirrhosis  or  severe 
ischemic  heart  disease  and  in  patients 
receiving  corticosteroids,  ACTH,  or 
digitolis.  Salt  restriction  is  not  rec- 
ommended. 

Adverse  Reactions:  Nausea,  gastric 
irritation,  vomiting,  anorexia,  con- 
stipation and  cramping,  dizziness. 


weakness,  restlessness,  hypergly- 
cemia, hyperuricemia,  headache, 
muscle  cramps,  orthostatic  hypoten- 
sion, aplastic  anemia,  leukopenia, 
thrombocytopenia,  agranulocytosis, 
impotence,  dysuria,  transient  myopia, 
skin  rashes,  urticaria,  purpura,  necro- 
tizing angiitis,  acute  gout,  and  pancre 
titis  when  epigastric  pain  or  unex- 
plained G.l.  symptoms  develop  after 
prolonged  administration.  Other  reac 
tions  reported  with  this  class  of  com- 
pounds include:  jaundice,  xanthopsia 
paresthesia,  and  photosensitization. 
Average  Dosage:  50  or  100  mg.  with 
breakfast  daily  ar  100  mg.  every 
other  day. 

Availability:  White,  single-scored 
tablets  of  100  mg.  and  aqua  tablets 
of  50  mg.,  in  bottles  of  100  and  1000. 
(B)R2-46-230-D 

For  full  details,  please  see  the 
complete  prescribing  information. 

Geigy  Pharmaceuticals 
Division  of 

Geigy  Chemical  Corporation 
Ardsley,  New  York  10502 


SPECIAL  ARTICLE 

{Continued  from  page  640) 

There  is  at  present  under  the  Appalachian  Pro- 
gram a plan  for  Eastern  Kentucky  running  into  the 
millions  of  dollars  for  health  facilities.  There  is,  I be- 
lieve, already  a five  million  dollar  grant  for  begin- 
ning the  program.  As  I understand  it,  it  is  to  furnish 
health  facilities  and  health  services.  The  health  facili- 
ties for  our  immediate  area  of  five  counties  with  a 
population  of  around  90  thousand,  list  approximately 
250  hospital  beds,  100  extended  care  beds  and  200 
nursing  home  beds  which  I understand  are  scheduled 
to  be  completed  within  the  next  five  years.  The 
money  for  this  project  including  the  health  services 
I understand  will  be  a least  15  or  20  million  and 
possibly  more.  This  will  include  home  nursing,  emer- 
gency medical  care,  including  ambulance  services 
and  care  for  emergency  cases,  psychiatric  care  and 
so  forth. 

I think  there  will  be  a marked  change  in  medical 
care  over  Kentucky  in  the  near  future  but  I think 
it  is  obvious  that  the  biggest  and  earliest  change  will 
be  in  our  Appalachian  Area.  There  will  obviously 
need  to  be  a tremendous  number  of  new  health 
personnel,  including  nurses,  technicians,  and  social 
workers  as  well  as  doctors.  The  manner  in  which  this 
care  is  supplied  in  our  area  may  have  a far  reaching 
effect  on  the  method  of  care  over  the  United  States 
in  the  future.  As  I say,  this  is  a pilot  project  and  a 
demonstration  project.  It  is  to  demonstrate  to  the 
country  a method  of  supplying  medical  care. 

I think  there  is  no  question  but  what  HEW  and 
most  federal  agencies  feel  that  medicine  should  be 
supplied  on  a salaried  basis  with  the  doctors  work- 
ing for  the  government.  The  doctors  of  the  United 
States  I think  feel  that  medical  care  can  be  best 
supplied  on  a fee  for  service  basis  with  the  doctor 
working  for  the  patient.  I think  it  behooves  us  in 
medicine  to  try  to  stay  ahead  of  the  government 
planner,  to  try  to  show  that  medical  care  can  be 
supplied  better  by  our  way  of  doing  things.  We  prob- 
ably need  to  get  together,  not  necessarily  in  group 
practice  but  in  working  with  each  other  for  setting  up 
laboratory  and  x-ray  services  or  whatever  else  may 
be  needed  to  supply  the  highest  quality  medical  care 
possible. 

As  I have  said,  I think  the  country  as  a whole, 
particularly  the  federal  planners,  will  be  watching 
the  demonstration  project  in  our  section  of  Kentucky. 

In  conclusion,  I feel  we  need  more  family  doc- 
tors. I wonder  if  part  of  the  answer  to  more  doctors 
would  not  be  a shorter  training  period,  possibly  six 
years  from  high  school,  with  three  years  of  college 
and  three  years  of  medical  school.  The  medical 
school  might  control  the  pre-medical  level  of  educa- 
tion and  incorporate  some  of  the  medical  school  re- 
quired courses  at  that  time.  I think  the  medical 
schools  want  more  well  rounded  doctors  with  a 
broader  liberal  arts  background,  and  they  prefer  not 
to  control  the  pre-medical  level  and  give  the  medically 
required  subjects  in  the  medical  school.  I certainly 
agree  with  that  philosophy,  but  the  fact  remains  that 


more  doctors  have  to  come  from  somewhere  and  I 
feel  rather  than  training  medical  assistants,  as  is 
being  done  in  some  medical  schools,  that  we  should 
have  a man  with  complete  medical  training,  but  get 
the  job  done  in  a shorter  period  of  time. 

People  are  demanding  more  medical  care.  They 
are  going  to  be  increasingly  demanding  more  medical 
care.  With  the  average  working  man  retiring  earlier 
and  having  more  free  time,  plus  living  longer,  he  is 
going  to  have  more  time  to  think  of  his  illnesses.  Also, 
women  with  more  time  and  money  available  are 
going  to  require  more  physician  hours.  Much  of  this 
requirement,  I feel,  can  be  met  by  a physician  with- 
out extended  postgraduate  time.  A lot  of  this  is  just 
the  old  T.L.C.  (tender  loving  care.)  I think  if  we 
could  supply  more  of  this,  we  would  have  less  criti- 
cism of  medicine. 

KIMA  Installs  Dr.  Pocock 

The  Kentucky  Industrial  Medical  Association  in- 
stalled Herman  D.  Pocock,  M.  D.,  Louisville,  as  its 
president  June  4 at  the  Holiday  Motel  Northeast, 
Henderson,  during  the  group's  final  spring  meeting. 
Doctor  Pocock,  who  practices  at  General  Electric’s 
Appliance  Park,  succeeds  Walter  L.  O’Nan,  M.  D., 
Henderson. 

C.  D.  Hall,  M.  D.,  Aukland,  New  Zealand,  spoke 
about  group  practice  and  socialization  of  medicine 
in  his  country  at  the  meeting. 

TofightTB- 
find  it  first! 

Make  tuberculin  testing  routine 
with  every  physical  examination. 


Side  effects  are  possible  but  rare:  vesiculation.  ulceration,  or  necrosis 
attest  site.  Contraindications:  none,  but  use  with  caution  in  active 
tuberculosis.  Available  in  5’s  and  25’s. 
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Continuing  Educational  Opportunities 

From  The 

KMA  Postgraduate  Medical  Education  Office 


FAMILY  PLANNING  COURSE 

SEPTEMBER  5-6 

A postgraduate  course  in  family  planning,  in- 
cluding a discussion  of  all  methods  of  contracep- 
tion, will  be  presented  September  5 and  6 by  the 
department  of  obstetrics  and  gynecology  of  the 
University  of  Louisville  School  of  Medicine.  Joint- 
ly sponsored  by  the  Planned  Parenthood  Associa- 
tion and  the  Kentucky  State  Department  of  Health, 
the  program  will  feature  guest  speaker  Alan  F. 
Guttmacher,  M.D.,  world  authority  on  family 
planning  and  population  problems. 

In  connection  with  the  course,  a workshop  is 
planned  September  6 on  the  technics  of  insertion 
of  intrauterine  contraceptive  devices.  Further  in- 
formation about  the  course  may  be  obtained  from 
Ronald  Levine.  M.D.,  or  Walter  M.  Wolfe,  M.D., 
Louisville  General  Hospital,  323  East  Chestnut  St., 
Louisville  40202. 


IN  KENTUCKY 

SEPTEMBER 

7 American  College  of  Physicians,  Kentucky 
and  Tennessee  Regional,  Lexington 

24-26  KMA  ANNUAL  MEETING,  Convention 
Center  and  Kentucky  Hotel,  Louisville 

26  Kentucky  Diabetes  Association  Annual  Meet- 
ing, 3:30  p.m..  Convention  Center,  Louisville 


IN  SURROUNDING  STATES 

SEPTEMBER 

9- 1 1 American  EEG  Society  continuation  course 
in  Clinical  Electroencephalography,  San 
Francisco,  Calif. 

13-14  Tennessee  Valley  Medical  Assembly,  Memorial 
Auditorium,  Chattanooga,  Tenn. 


28-  International  College  of  Surgeon’s  two 
Oct.  3 Western  Hemisphere  Federations  joint  meet- 
ing, Honolulu,  Hawaii 


OCTOBER 

6 International  College  of  Surgeons  Sixteenth 

Biennial  International  Congress,  Tokyo,  Japan 

19-24  American  Academy  of  Pediatrics,  37th  An- 
nual Meeting.  Palmer  House  Hotel,  Chicago, 
111. 

31-  American  college  of  Gastroenterology  An- 

Nov.  2 nual  Course  in  Postgraduate  Gastroenter- 
ology, Statler  Hilton,  Boston,  Mass. 


NOVEMBER 

6-7  Cleveland  Clinic  Educational  Foundation 
Postgraduate  Course  “Upper  Gastrointestinal 
Tract  Disease — Clinical  Aspects”,  Cleveland, 
Ohio 

11-15  American  Public  Health  Association  Annual 
Meeting,  Cobo  Hall,  Detroit,  Mich. 

18-21  Southern  Medical  Association  Annual  Meet- 
ing, New  Orleans,  La. 


SEND  IN  MEETING  INFORMATION 

Many  medical  organizations  are  setting  dates  for 
their  fall  and  winter  meetings.  At  the  same  time 
they  are  choosing  the  topics  to  be  discussed,  ar- 
ranging for  speakers  and  planning  programs. 

The  Continuing  Medical  Education  office  of  the 
Kentucky  Medical  Association  would  like  to  urge 
these  societies  and  organizations  to  notify  this  of- 
fice of  these  dates  and  topics  so  they  can  be  added 
to  the  “Continuing  Education  Opportunities”  cal- 
endar in  The  Journal.  In  this  way  conflicts  in  dates 
can  be  avoided  and  a wider  audience  can  be  in- 
formed of  these  upcoming  meetings. 

Please  send  such  information,  when  available, 
to  the  KMA  Continuing  Medical  Education  Office, 
3532  Janet  Avenue,  Louisville,  Ky.  40205. 
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MEDICAL  SCHOOL  NEWS  AND  VIEWS 


More  on  Medical  Education  t 

William  Brooks* * 


Schools  of  medicine  since  their  institutionali- 
zation have  continually  changed  their  basic  cur- 
riculum in  an  effort  to  stay  abreast  with  the  in- 
creasingly rapid  advancement  of  medical  science.  The 
University  of  Kentucky,  too,  has  made  minor  adjust- 
ments and  additions  to  its  basic  curriculum  as  the 
need  arose;  but  neither  faculty  nor  students  deemed 
these  adjustments  sufficient.  Thus,  in  the  fall  of  1967, 
in  view  of  the  students’  desires  for  a more  compact, 
efficient  education,  and  in  view  of  their  desires  for 
more  educational  freedom,  a major  curriculum  change 
was  begun.  These  changes  are  divided  into  two 
phases:  Phase  1 began  in  the  fall  of  1967  with  the 
alteration  of  the  freshman  course  for  the  entering 
freshman  class,  and  of  the  junior  course  for  the 
new  junior  class.  Phase  2 is  to  begin  in  the  fall  of 
1968  and  will  again  involve  the  same  classes,  this 
time  in  alterations  of  the  sophomore  and  senior 
courses.  Thus  an  entirely  new  curriculum  will  be 
functioning  by  September,  1969.  The  purpose  of  this 
article  is  to  acquaint  the  reader  with  those  changes 
already  underway  and  those  which  will  take  effect 
during  the  summer  of  this  year. 

Last  fall  the  entering  freshman  class  embarked 
upon  a curriculum  which  was  not  only  new  to  them, 
but  to  the  pre-clinical  instructors.  Although  the  sub- 
jects were  essentially  the  same  as  had  been  taught 
previously,  they  were  reorganized  and  new  methods 
were  introduced  to  make  them  both  more  ef- 
ficient. The  freshman  curriculum  consisted  of  gross 
anatomy,  histology,  behavioral  science,  cell  biology, 
neuroanatomy,  embryology,  physiology,  and  a course 
called  conjoint  sciences.  Conjoint  sciences  is  designed 
to  meet  the  students’  demand  for  some  clinical  ex- 
posure with  which  to  correlate  their  basic  science.  It 
has  consisted  of  patient  presentation,  with  subse- 
quent discussion  by  representatives  of  relevant  basic 
sciences.  The  lecture  hours  for  anatomy  were  re- 
duced, necessitating  more  concise  lectures  and  bet- 
ter utilization  of  laboratory  time  with  emphasis 
placed  on  pre-dissected  material  and  X-rays.  The  al- 
lowance of  more  free  time  gives  the  student  an  op- 


■fThis article  describes  the  current  revised  medical 
curriculum  at  the  University  of  Kentucky  College  of 
Medicine.  Subsequent  articles  will  discuss  the  re- 
search upon  which  change  in  medical  education  must 
be  based  and  the  role  of  Kentucky  medical  students 
and  Kentucky  physicians  in  that  research. 

*Third  year  medical  student  and  chairman  of  the 
Student  Curriculum  Evaluation  Committee,  Univer- 
sity of  Kentucky  College  of  Medicine,  Lexington. 


portunity  to  select  an  elective,  set  up  a research 
project,  or  use  the  additional  time  for  study  suited  to 
his  needs.  Cell  biology  which  formerly  had  been  a 
second  year  course  was  moved  up  to  the  freshman 
year  with  emphasis  on  classical  genetics,  population 
genetics,  microbiology  and  current  research. 

The  major  change  to  take  place  in  the  second  year 
is  the  combination  of  the  previously  separate  courses 
of  pathology  and  medical  diagnosis.  It  is  hoped  that 
by  correlation  of  these  cornerstones  of  the  practice 
of  medicine  the  student  will  better  understand  both 
pathology  itself  and  the  diagnosis  of  pathology  in 
the  particular  patient.  And  once  again,  the  hours 
spent  in  the  classroom  are  being  cut  in  favor  of 
more  individualized  study. 

The  junior  year,  of  course,  sees  the  student  begin 
to  put  into  use  the  principles  that  he  has  learned  in 
the  first  two  years  of  medical  school.  In  order  that 
the  student  might  gain  maximum  benefit  from  his 
selected  rotation  through  the  various  clinical  services, 
each  rotation  was  lengthened  by  approximately  four 
to  five  weeks,  and  a two-week  rotation  in  the 
radiology  department  was  included.  This  increase  in 
time  spent  per  rotation  in  the  junior  year  allows  for 
the  ultimate  goal  and  the  most  radical  curriculum 
change:  an  elective  fourth  year. 

With  the  increased  time  on  the  general  services  in 
the  third  year,  the  student  has  usually  gained  much 
insight  into  his  plans  for  the  future  — i.e.  specializa- 
tion, family  practice,  etc.;  he  has  Increased  his  ex- 
perience of  patients  and  explored  his  fund  of 
knowledge — thus,  in  the  senior  year,  he  may  select 
from  a number  of  senior  pathways  the  combination 
of  rotations  which  he  feels  is  best  suited  for  him. 
He  can  select  rotations  through  any  specialty  or  re- 
peat certain  courses  in  which  he  feels  weak.  The 
only  requirements  are  six  weeks  of  gross-dissection 
anatomy,  and  a rotation  through  community  medi- 
cine, surgery  and  medicine.  He  may  select  up  to  18 
weeks  of  elective,  of  which  he  can  spend  all  or  any 
part  at  other  medical  schools,  with  local  physicians  or 
at  undergraduate  and  graduate  schools. 

Many  may  say  that  this  new  curriculum  is  an 
experiment,  and  medical  education  should  not  be 
subject  to  experimentation.  Nevertheless,  when  one 
thinks  of  the  trend  toward  specialization  and  the 
tremendous  gains  that  medical  science  is  making,  is  it 
not  the  obligation  and  purpose  of  medical  schools 
to  keep  stride  with  current  progress?  And  how  can 
progress,  educational  or  otherwise,  be  made  without 
experimentation?  Thus,  through  intelligent  experi- 
mentation, the  University  of  Kentucky  intends  to 
continue  its  role  as  an  innovative  medical  college. 
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No  injection  after  all 

This  penicillin  produces  high,  fast  levels— orally, 


Pen-Vee®  K is  usually  so  rapidly  and  com- 
pletely absorbed  that  therapeutic  penicillin 
levels  are  attained  \within  15  to  30  minutes. 
Thus  it  can  often  obviate  the  need  for  peni- 
cillin injections.  The  higher  serum  levels 
produced  generally  last  longer  than  with  those 
of  oral  penicillin  G. 

Indications:  Infections  susceptible  to  oral  penicillin  G:  prophylaxis 
and  treatment  of  streptococcal  infections;  treatment  of  pneumococcal, 
gonococcal,  and  susceptible  staphylococcal  infections;  prophylaxis  of 
rheumatic  fever  in  patients  with  a previous  history  of  the  disease. 
Contraindications:  Infections  caused  by  nonsusceptible  organisms; 
history  of  penicillin  sensitivity. 

Warnings:  Acute  anaphylaxis  (may  prove  fatal  unless  promptly  con- 
trolled) is  rare  but  more  frequent  in  patients  with  previous  penicillin 
sensitivity,  bronchial  asthma  or  other  allergies.  Resuscitative  (epineph- 
rine, ammophylline,  pressor  amines)  and  supportive  (antihista- 
mines, methylprednisolone  sodium  succinate)  drugs  should  be 
readily  available.  Other  rare  hypersensitivity  reactions  include 
nephropathy,  hemolytic  anemia,  leucopenia  and  thrombocytopenia. 


In  suspected  hypersensitivity,  evaluation  of  renal  and  hematopoietic 
systems  is  recommended. 

Precautions:  In  suspected  staphylococcal  infections,  perform  proper 
laboratory  studies  including  sensitivity  tests.  If  overgrowth  of 
nonsusceptible  organisms  occurs  (constant  observation  is  essential), 
discontinue  penicillin  and  take  appropriate  measures.  Whenever 
allergic  reactions  occur,  withdraw  penicillin  unless  condition  being 
treated  is  considered  life  threatening  and  amenable  only  to  penicillin. 
Penicillin  may  delay  or  prevent  appearance  of  primary  syphilitic 
lesions.  Gonorrhea  patients  suspected  of  concurrent  syphilis  should 
be  tested  serologically  for  at  least  3 months.  When  lesions  of  primary 
syphilis  are  suspected,  dark-field  examination  should  precede  use  of 
penicillin.  Treat  beta-hemolytic  streptococcal  infections  with  full 
therapeutic  dosage  for  at  least  10  days  to  prevent  rheumatic  fever 
or  glomerulonephritis.  In  staphylococcal  infections,  perform  surgery 
as  indicated. 

Adverse  Reactions:  (Penicillin  has  significant  index  of  sensitiza- 
tion) : Skin  rashes,  ranging  from  maculopapuiar  eruptions  to  exfolia- 
tive dermatitis:  urticaria;  serum  sickness-like  reactions,  including 
chills,  fever,  edema,  arthralgia  and  prostration.  Severe  and  often  fatal 
anaphylaxis  has  been  reported  (see  "Warnings"). 

Composition:  Tablets— 125  mg.  (200,000  units),  250  mg.  (400.000 
units),  500  mg.  (800,000  units):  Liquid— 125  mg.  (200,000  units)  and 
250  mg.  (400,000  units)  per  5 cc. 

Wyeth  Laboratories  Philadelphia,  Pa. 


II 


o«ALpEN*VEE®K 

(potassium  phenoxvmethvi  penicillin)  T 


whenever  anxiety  induces  or  intensifies  clinical  symptoms 


Quickly  relieves  anxiety -Helps  improve  response  in 
psychophysiologic  disorders -Seldom  impairs 
mental  acuity  or  physical  coordination,  on  proper  dosage- 
Has  wide  margin  of  safety 


Before  prescribing,  please  consult  complete 
product  information,  a summary  of  which 
follows ; 

Indications:  Indicated  when  anxiety,  tension 
and  apprehension  are  significant  components 
of  the  clinical  profile. 

Contraindications:  Patients  with  known 
hypersensitivity  to  the  drug. 

Warnings:  Caution  patients  about  possible 
combined  effects  with  alcohol  and  other  CNS 
depressants.  As  with  all  CNS-acting  drugs, 
caution  patients  against  hazardous  occupations 
requiring  complete  mental  alertness  {e.g., 
operating  machinery,  driving). Though  physi- 
cal and  psychological  dependence  have  rarely 
been  reported  on  recommended  doses,  use  cau- 
tion in  administering  to  addiction-prone  indi- 
viduals or  those  who  might  increase  dosage; 
withdrawal  symptoms  (including  convulsions), 
following  discontinuation  of  the  drug  and 
similar  to  those  seen  with  barbiturates,  have 
been  reported.  Use  of  any  drug  in  pregnancy, 
lactation,  or  in  women  of  childbearing  age 
requires  that  its  potential  benefits  be  weighed 
against  its  possible  hazards. 

Precautions:  In  the  elderly  and  debilitated, 
and  in  children  over  six,  limit  to  smallest  effec- 
tive dosage  (initially  10  mg  or  less  per  day)  to 
preclude  ataxia  or  oversedation,  increasing 


gradually  as  needed  and  tolerated.  Not  recom- 
mended in  children  under  six.  Though  gener- 
ally not  recommended,  if  combination  therapy 
with  other  psychotropics  seems  indicated, 
carefully  consider  individual  pharmacologic 
effects,  particularly  in  use  of  potentiating 
drugs  such  as  MAO  inhibitors  and  phenothia- 
zines.  Observe  usual  precautions  in  presence  of 
impaired  renal  or  hepatic  function.  Paradoxi- 
cal reactions  (e.g.,  excitement,  stimulation  and 
acute  rage)  have  been  reported  in  psychiatric 
patients  and  hyperactive  aggressive  children. 
Employ  usual  precautions  in  treatment  of  anxi- 
ety states  with  evidence  of  impending  depres- 
sion; suicidal  tendencies  may  be  present  and 
protective  measures  necessary.  Variable  effects 
on  blood  coagulation  have  been  reported  very 
rarely  in  patients  receiving  the  drug  and  oral 
anticoagulants;  causal  relationship  has  not 
been  established  clinically. 

Adverse  Reactions:  Drowsiness,  ataxia  and 
confusion  may  occur,  especially  in  the  elderly 


Roche^ 

LABORATORIES 
Division  of  Hoffmann  - La  Roche  Inc. 
Nutley,  New  Jersey  07110 


and  debilitated.  These  are  reversible  in  most 
instances  by  proper  dosage  adjustment,  but  a 
also  occasionally  observed  at  the  lower  dosag 
ranges.  In  a few  instances  syncope  has  been 
reported.  Also  encountered  are  isolated  in- 
stances of  skin  eruptions,  edema,  minor  men 
strual  irregularities,  nausea  and  constipation, 
extrapyramidal  symptoms,  increased  and  de- 
creased libido— ail  infrequent  and  generally 
controlled  with  dosage  reduction;  changes  in 
EEG  patterns  (low-voltage  fast  activity)  may 
appear  during  and  after  treatment;  blood  dys 
crasias  (including  agranulocytosis),  jaundice 
and  hepatic  dysfunaion  have  been  reported 
occasionally,  making  periodic  blood  counts 
and  liver  function  tests  advisable  during  pro- 
tracted therapy. 

Usual  Daily  Dosage:  Individualize  for  max 
mum  beneficial  effects.  Or<?/— Adults:  Mild 
and  moderate  anxiety  and  tension,  5 or  10  m 
t.i.d.  or  q.i.d.;  severe  states,  20  or  25  mg  t.i.d 
or  q.i.d.  Geriatric  patients:  5 mg  b.i.d.  to 
q.i.d.  (See  Precautions.) 

Supplied:  Librium®  (chlordiazepoxide  HCl 
Capsules,  5 mg,  10  mg  and  25  mg— bottles  o 
50.  Libritabs^'^'’  (chlordiazepoxide)  Tablets, 
5 mg,  10  mg  and  25  mg— bottles  of  100.  Wi 
respect  to  clinical  activity,  capsules  and  table 
are  indistinguishable. 


Also  available:  hibritoBs  (chlordiazepoxide ) 5-mg,  10-mg,  25-mg  tabh 
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Co6fenH  on  pd9«  600 


Just  one  tablet  at  bedtime  • Prevents  pain- 
ful night  leg  cramps  • Permits  restful  sleep 

How  many  of  your  patients  stamp  their  feet  at  night 
and  lose  sleep  because  of  painful  leg  cramps?  Un- 
less prompted,  they  usually  fail  to  report  this  dis- 
tressing condition  and  suffer  needlessly. 

One  tablet  of  QUINAMM  at  bedtime  usually  con- 
trols distressing  night  cramps  and  permits  restful 
sleep  with  the  initial  dose. 


Prescribing  information  — Composition:  Each  white,  beveled, 
compressed  tablet  contains:  Quinine  sulfate,  260  mg.,  Amino- 
phylline,  195  mg.  Indications:  For  the  prevention  and  treat- 
ment of  nocturnal  and  recumbency  leg  muscle  cramps,  in- 
cluding those  associated  with  arthritis,  diabetes,  varicose 
veins,  thrombophlebitis,  arteriosclerosis  and  static  foot  de- 
formities. Contraindications:  QUINAMM  is  contraindicated  in 
pregnancy  because  of  its  quinine  content.  Side  Effects/ 
Precautions:  Aminophylline  may  produce  intestinal  cramps 
in  some  instances,  and  quinine  may  produce  symptoms  of 
cinchonism,  such  as  tinnitus,  dizziness,  and  gastrointestinal 
disturbance.  Discontinue  use  if  ringing  in  the  ears,  deafness, 
skin  rash,  or  visual  disturbances  occur.  Dosage:  One  tablet 
upon  retiring.  Where  necessary,  dosage  may  be  increased  to 
one  tablet  following  the  evening  meal  and  one  tablet  upon 
retiring.  Supplied:  Bottles  of  100  and  500  tablets. 

THE  NATIONAL  DRUG  COMPANY 

DIVISION  OF  RICHARDSON  MERRELL  INC. 

PHILADELPHIA,  PENNSYLVANIA  19144 


DOCTOR- 

You  are  "Spea'al” 


AT 


GENERAL 

LEASING 


Because  doctors  hove  the  highest 
credit  rating,  take  better  core  of 
their  cars,  and  ore  our  best  custo- 
mers we  extend  to  you 

^ SPECIAL  RATES 
^ SPECIAL  TERMS 


LEASING 

LEASING 

ANY  MAKE 

MEDICAL  OR 

OR  MODEL 

SURGICAL 

NEV^  '68  CAR 

EQUIPMENT 

Leasing  is  often  better  than 
owning  a car.  You  have  no 
capital  investment  and  certain 
tax  advantages.  But  the  main 
thing  is  you  always  have  a 
dependable  car  at  your  com- 
mand— a brand  new  car  every 
two  years,  or  oftener,  if  you 
wish.  See  us  for  particulars  of 
our  special  plan  for  doctors. 


Young  doctors  just  beginning 
practice  who  need  complete  of- 
fice furnishings  and  medical  or 
surgical  equipment  will  find  our 
leasing  plan  is  specially  de- 
signed for  them.  Established 
doctors  planning  enlarged  facil- 
ities and  new  equipment  will 
also  find  our  leasing  plan  eco- 
nomical and  convenient.  Call  us 
for  details. 


PHONES:  897-1641-895-2451 

General  Leasing  Corporation 

A DIVISION  OF  KOSTER-SWOPE,  INC. 
3712  FRANKFORT  AVENUE, 
LOUISVILLE,  KY.  40207 


■ to  help  restore  and  stabilize 
the  intestinal  flora 

■ for  fever  blisters  and  canker 
sores  of  herpetic  origin 


LACTINEX  contains  both  Lactobacillus  acid- 
ophilus and  L.  hulgaricus  in  a standardized  viable 
culture,  with  the  naturally  occurring  metabolic 
products  produced  by  these  organisms. 

First  introduced  to  help  restore  the  flora  of 
the  intestinal  tract  in  infants  and  adults, 
LACTINEX  has  also  been  shown  to  be  useful  in  the 
treatment  of  fever  blisters  and  canker  sores  of 
herpetic  origin.®’  ® 

No  untoward  side  effects  have  been  reported  to 
date. 

Literature  on  indications  and  dosage  available  on 
request. 
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He  is  elderly. 

He  is  on  corticosteroids. 
When  he  needs  an  antibiotic 
he  may  be  a candidate  for 

DECLOSTATIN300 

Demethjichlorlelraojcline  HCl  300  mg  -v  • 
and  Nyslalin  300,000  units 

CAPSi  LE-SH APED  TABLETS  Lederle  AJ  • JL  • UL  • 


To  guard  susceptible  patients  against  intestinal  monilial  over- 
growth during  broad-spectrum  therapy— the  protection  of 


nystatin  is  combined  with  demethylchlortetracycline  in 
BECLOSTATIN. 

^For  your  susceptible  candidates,  prescribe  DECLOSTATIN 
—the  broad-spectrum  therapy  that  prevents  monilial 
overgrowth. 


Effectiveness:  Because  its  antibacterial  component  is  DECLOMYCIN 
Demethylchlortetracycline,  DECLOSTATIN  should  be  equally  or  more 
effective  therapeutically  than  other  tetracyclines  in  infections  caused  by 
tetracycline-sensitive  organisms.  The  antifungal  component.  Nystatin, 
protects  against  superinfection  by  antibiotic-resistant  fungal  overgrowth 
(particularly  monilia)  in  the  intestinal  tract. 

Contraindication:  History  of  hypersensitivity  to  demethylchlortetracy- 
cline or  nystatin. 

Vi  arning:  In  renal  impairment,  usual  doses  may  lead  to  excessive  accum- 
ulation and  liver  toxicity.  Under  such  conditions,  lower  than  usual  doses 
are  indicated,  and,  if  therapy  is  prolonged,  serum  level  determinations 
may  be  advisable.  A photodynamic  reaction  to  natural  or  artificial  sun- 
light has  been  observed.  Small  amounts  of  drug  and  short  exposure  may 
produce  an  exaggerated  sunburn  reaction  which  may  range  from  ery- 
thema  to  severe  skin  manifestations.  In  a smaller  proportion,  photo- 
allergic  reactions  have  been  reported.  Patients  should  avoid  direct 
exposure  to  sunlight  and  discontinue  drug  at  the  first  evidence  of  skin 
I discomfort.  Necessary  subsequent  courses  of  treatment  with  tetracy- 
- I dines  shoj^ld  be  carefully  observed. 


Precautions:  Overgrowth  of  nonsusceptible  organisms  may  occur.  (!ion-  | 
stant  observation  is  essential.  If  new  infections  appear,  appropriate 
measures  should  be  taken.  In  infants,  increased  intracranial  pressure 
with  bulging  fontanels  has  been  obser\ed.  .All  signs  and  symptoms  have 
disappeared  rapidly  upon  cessation  of  treatment. 

Side  Effects:  Gastrointestinal  system— anorexia,  nausea,  vomiting,  diar- 
rhea, stomatitis,  glossitis,  enterocolitis,  pruritus  ani.  Skin— maculopap- 
ular  and  erythematous  rashes;  a rare  case  of  exfoliative  dermatitis  has  ’ 
been  reported.  Photosensitivity;  onycholysis  and  discoloration  of  the 
nails  (rare).  Kidney— rise  in  BUN.  apparently  dose  related.  Transient 
increase  in  urinary  output,  sometimes  accompanied  by  thirst  (rare). 
Hypersensitivity  reactions— urticaria,  angioneurotic  edema,  anaphylaxis. 
Teeth— dental  staining  (yellow-browm)  in  children  of  mothers  given  this 
drug  during  the  latter  half  of  pregnancy,  and  in  children  given  the  drug 
during  the  neonatal  period,  infancy  and  early  childhood.  Enamel  hypo- 
plasia has  been  seen  in  a few  children.  If  adverse  reaction  or  idiosyn-* 
crasy  occurs,  discontinue  medication  and  institute  appropriate  therapy^ 
Demethylchlortetracycline  may  form  a stable  calcium  complex  in  any 
bone-forming  tissue  with  no  serious  harmful  effects  reported  thus  far 
in  humans. 


Average  Adult  Daily  Dosage:  150  mg  q.i.d.  or  300  mg  b.i.d.  Should  be 
given  1 hour  before  or  2 hours  after  meals,  since  absorption  is  impaired 
by  the  concomitant  administration  of  high  calcium  content  drugs,  foods 
and  some  dairy  products.  Treatment  of  streptococcal  infections  should 
continue  for  10  days,  even  though  symptoms  have  subsided. 


LEDERLE  LABORATORIES 

A Division  ofi  American  Cyanamid  Company,  Pearl  River,  New  York 
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MESSAGE 
FROM  THE 
PRESIDENT 


Post-Graduate  Medical  Education 

OUR  physician  forebears  had  the  field  to  themselves  when,  in  the  pleasing 
Victorian  style  of  1851,  they  chartered  KMA  for  “the  collection,  diffusion, 
interchange,  preservation  and  general  circulation  of  medical  knowledge  throughout 
the  State.”  Today’s  term  is  continuing  post-graduate  medical  education,”  and  our 
concern  is  now  shared  by  government,  welfare  workers,  labor  and  industry.  As  yet, 
however,  we  remain  a case  study  in  physician-oriented  post-graduate  medical  ed- 
ucation, as  developed  by  the  comparatively  few  physicians  of  a poor  state. 

Our  principal  mechanism  for  diffusion  is  The  Journal.  It  has  the  difficult  task  of 
both  interchanging  scientific  information  and  serving  as  a house  organ  for  the  As- 
sociation, informing  the  physician  of  his  changing  role  in  the  social  environment. 
Under  a series  of  editors  of  philosophic  bent,  personally  combining  clinical  and 
literary  excellence,  it  has  come  to  stand  well  in  the  front  rank  of  state  journals. 

Our  other  major  effort  is  our  Scientific  Program,  representing  many  hours  of 
thoughtful  planning  by  many  members.  The  organized  specialty  societies  cooperate 
with  KMA  in  using  Association  funds  to  secure  distinguished  speakers.  Our  medical 
schools  alternate  in  lending  us  capable  members  of  their  full-time  faculties  to  serve 
as  chairmen  of  the  Program  Committee.  The  other  members  of  the  Committee  are 
thoughtfully  selected  by  the  Board  of  Trustees  to  broadly  represent  our  membership 
in  terms  of  specialty,  geography  and  type  of  practice. 

The  Scientific  Program  Committee  is  charged  with  developing  a balanced  pro- 
gram of  wide  interest.  In  doing  this,  the  Committee  draws  on  specialty  group 
speakers  and  other  appropriate  resources.  It  is  interesting  to  note  that  only  one- 
sixth  of  the  program  time  is  devoted  strictly  to  specialty  presentations.  We  seem  to 
have  an  almost  subconscious  realization  that  the  complete  physician,  whatever  his 
specialty,  needs  a reasonable  over-view  of  developments  across  the  entire  spectrum 
of  medicine. 

On  balance,  I submit  that  we  discharge  reasonably  our  primary  duty.  Approxi- 
mately 40  percent  of  our  members  will  attend  the  Scientific  Assembly.  We  can 
hardly  expect  greater  attendance  without  neglecting  the  patients  back  home. 


The  muscle  relaxant 
that  works 

before  you  write  a prescription 

Relieve  painful  skeletal  muscle  spasm  in  your  office 
in  minutes  with  a single  2 cc.  injection  of  NORFLEX. 

Then,  for  sustained  relief,  write  a prescription 
for  NORFLEX  tablets,!  tablet  b.i.d. 

CONTRAINDICATIONS:  Due  to  its  anticholinergic 
action,  NORFLEX  should  not  be  used  in  patients 
with  glaucoma,  pyloric  or  duodenal  obstruction, 
stenosing  peptic  ulcer,  prostatic  hypertrophy  or 
obstruction  at  the  bladder  neck,  cardiospasm 
(megaesophagus)  and  myasthenia  gravis.  Use  with 
caution  in  patients  with  tachycardia.  Do  not  use 
propoxyphene  (Darvon®)  concurrently. 

WARNING;  Transient  lightheadedness  or  dizziness 
following  NORFLEX-INJECTABLE  may  occur. 

SIDE  EFFECTS:  Due  mainly  to  anticholinergic 
action  and  usually  at  high  dosage.  They  may 
include  dryness  of  the  mouth,  tachycardia, 
palpitation,  urinary  hesitancy  or  retention,  blurred 
vision,  dilatation  of  the  pupil,  increased  ocular 
tension,  weakness,  nausea,  vomiting,  headache, 
dizziness,  constipation,  and  drowsiness. 

Infrequently,  mental  confusion  in  the  elderly, 
urticaria  or  other  dermatoses.  Side  effects  are 
usually  eliminated  by  reduction  in  dosage.  Two 
cases  of  aplastic  anemia,  with  no  established 
causal  relationship,  have  been  reported. 

DOSAGE;  INJECTABLE  — Average  adult  dose: 
one  ampul,  2 cc.  (60  mg.  orphenadrine  citrate) 

I.M.  or  I.V.  May  be  repeated  every  12  hours. 

Relief  may  be  maintained  with  one 
NORFLEX  tablet  b.i.d.  TABLETS -Two 
tablets  per  day  for  adults,  one  in  the 
morning,  one  in  the  evening.  Each  tablet 
contains  100  mg.  orphenadrine  citrate. 


For  full  mformation,  see  Package  Insert 
or  P.D.R. 

Riker  Laboratories 
Northridge,  California  91 324 


Norflex 

(orphenacjrine  citrate) 


J 


at  CONVENTION  TIME 


and  THROUGHOUT  THE  YEA\ 
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'he  KENTUCKY  HOTEL 

Velcomes  The 

'KENTUCKY  MEDICAL  ASSOCIA  TION 


The  Kentucky  Hotel  takes  pride  in  being  chosen  once 
again  to  serve  as  your  HOSPITALITY  HOST  during 
your  Annual  Meeting  September  24-26  in  Louisville. 

Your  CONVENTION  HEADQUARTERS,  situated  in 
the  exciting  atmosphere  of  Downtown  Louisville,  fea- 
tures decorative  surroundings  and  traditionally  fine 
service.  Y our  stay  with  us  will  be  a pleasant  and  mem- 
orable experience. 

Whenever  you  give  us  the  privilege  of  serving  you,  as 
a group  or  as  individimls,  during  your  Annual  Meeting 
or  throughout  the  year,  you  are  always  a welcome  guest 
at  the  KENTUCKY  HOTEL. 
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Our  AAan  in  Washington 


Members  of  the  medical  profession  can 
take  great  satisfaction  in  the  fact  that 
the  new  Medicaid  administrator  is  Fran- 
cis L.  Land,  M.D.  Doctor  Land,  a former 
vice  president  of  the  American  Academy  of 
General  Practice,  left  a thriving  general  prac- 
tice in  Fort  Wayne,  Indiana  to  become  the 
new  Medicaid  chief. 

This  program  represents  medicine’s  pre- 
ferred approach  to  the  funding  of  medical 
costs  for  the  needy  and  medically  indigent.  It 
was  designed  ultimately  to  eliminate  the 
poverty  patient — to  obviate  the  need  for 
charity  medicine.  Indigent  patients  are  ex- 
pected to  have  free  access  to  the  full  range 
of  medical  services  available  in  their  com- 
munities. 

Of  great  significance  in  this  program  is  the 
fact  that,  for  the  first  time,  the  basic  elements 
of  out-patient  practice  (home  and  office  care, 
diagnostic  tests,  consultations  and  nursing 
home  care)  will  be  funded  by  a third  party, 
and  medical  insurance  programs  can  be  ex- 
pected to  follow  this  direction. 

Our  voluntary  prepayment  programs — 
phenomenally  successful  as  they  have  been — 
have  nevertheless  always  been  circumscribed 
by  price  competition.  They  have  been  limited 
mainly  to  the  coverage  of  surgical  procedures 
and  medical  care  for  hospitalized  patients. 


But  now,  it  should  not  be  long  before  they 
write  these  elementary  out-patient  medical 
services  into  their  basic  contracts  for  the  gen- 
eral market. 

It  is  hoped  that  under  Doctor  Land’s  lead- 
ership prepayment  plans  and  commercial  car- 
riers will  be  invited  and  encouraged  to  under- 
write Title  XIX  programs  throughout  the 
country  on  a fixed  price  insured  contractual 
basis.  This  will  permit  the  plans  and  insurance 
companies  to  make  their  maximum  contri- 
bution to  the  program  and  to  play  a strong 
and  significant  role  as  buffers  between  govern- 
ment on  the  one  hand  and  doctors  and  their 
patients  on  the  other.  It  will  also  bring  into 
play  the  experience  and  expertise  of  these 
plans  in  administering  programs  with  top  ef- 
ficiency, thus  assuring  maximum  value  for 
every  tax  dollar  spent. 

Doctor  Land  is  an  able  exponent  of  the 
medical  profession — in  a critically  influential 
place  in  our  federal  establishment.  We  should 
all  follow  his  leadership  and  support  his  efforts 
to  make  the  Medicaid  program  work.  If  Medi- 
caid does  not  work — and  if  costs  are  not 
reasonably  controlled — then  the  next  sure 
step  would  be  a program  operated  directly 
by  the  federal  government. 

William  W.  Hall,  M.D. 
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Don’t  let  monilia 
cut  broad-spectrum  therapy  short.. 

^ start  with 

Tetrex-F 

tetracycline  phosphate 
complex-nystatin 


Use  of  broad-spectrum  antibiotics  can  cause 
fungal  overgrowth  in  the  alimentary  tract... 
and  give  rise  to  symptoms  so  troublesome 
that  therapy  must  be  prematurely  stopped. 
Tetrex-F  (tetracycline  phosphate  complex- 
nystatin)  helps  you  circumvent  this  problem. 

The  nystatin  can  prevent  overgrowth  of 
monilia;  the  phosphate  complex  delivers  tet- 
racycline to  the  blood  rapidly.  Side  effects 
are  infrequent. 

High-Risk  Patients 

Tetrex-F  (tetracycline  phosphate  complex- 
nystatin)  is  especially  useful  in  patients  most 
susceptible  to  fungal  overgrowth  during  tet- 
racycline therapy:  (1)  the  elderly  or  debili- 
tated, (2)  young  children,  (3)  the  diabetic, 

(4)  those  on  long-term  tetracycline  therapy, 

(5)  those  on  steroid  therapy,  (6)  those  who 
have  had  moniliasis  before,  and  (7)  pregnant 
patients  with  a history  of  monilial  vaginitis. 

When  you  start  with  economical  Tetrex-F 
(tetracycline  phosphate  complex-nystatin), 
you  can  complete  the  full  course  of  broad- 


spectrum  therapy  with  less  chance  of  los- 
ing control  elsewhere.  A good  start  for  a 
healthy  finish. 

PRESCRIBING  INFORMATION.  For  complete  information 
consult  Official  Package  Circular.  Indications:  Infections  of  res- 
piratory, gastrointestinal  and  genitourinary  tracts  and  skin  and 
soft  tissues  due  to  tetracycline-sensitive  organisms,  in  patients 
with  increased  susceptibility  to  monilial  infections.  Contraindi- 
cations: The  drug  is  contraindicated  in  patients  hypersensitive 
to  its  components.  H ornings:  Photodynamic  reactions  have  been 
produced  by  tetracyclines.  Natural  and  artificial  sunlight  should 
be  avoided  during  therapy.  Stop  treatment  if  skin  discomfort 
occurs.  With  renal  impairment,  systemic  accumulation  and  hep- 
atotoxicity  may  occur.  In  this  situation,  lower  doses  should  be 
used.  Tooth  staining  and  enamel  hypoplasia  may  be  induced 
during  tooth  development  (last  trimester  of  pregnancy,  neonatal 
period  and  childhood).  Precautions:  Bacterial  superinfections 
may  occur.  Infants  may  develop  increased  intracranial  pressure 
with  bulging  fontanels.  In  gonorrheal  therapy,  serologic  tests 
for  syphilis  should  be  conducted  initially  and  monthly  for  3 
months.  Adverse  Reactions:  Glossitis,  stomatitis,  nausea,  diar- 
rhea, flatulence,  proctitis,  vaginitis,  dermatitis,  and  allergic  re- 
actions may  occur.  Usual  Adult  Dosage:  1 capsule  q.i.d.  Con- 
tinue for  10  days  in  Beta-hemolytic  streptococcal  infections. 
Administer  one  hour  before  or  two  hours  after  meals.  Supplied: 
Capsules,  bottles  of  16  and  100.  Each  capsule  contains  tetra- 
cycline phosphate  complex  equivalent  to  250  mg.  tetracycline 
HCl  activity  and  250,000  units  of  nystatin.  For  Oral  Suspension, 
125  mg.  tetracycline  and  125,000  u.  nystatin  '5  ml.,  60  ml.  bottles. 

1 BRISTOL  LABORATORIES 

BRISTOL  Division  of  Bristol-Myers  Company 
1 Syracuse,  New  York  13201 
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Summation: 

In  addition  to  its  primary  indications  for  duodenal 
and  gastric  ulcer,  Robinul  Forte  (glycopyrrolate) 
is  indicated  for  other  G-I  conditions  that  may 
benefit  from  anticholinergic  therapy.  Robinul-PH 
Forte  (glycopyrrolate  2 mg.  with  phenobarbital) 
is  indicated  when  these  situations  are  complicated 
by  mild  anxiety  and  tension. 
Contraindications:  Glaucoma,  urinary  blad- 
der neck  obstruction,  pyloric  obstruction,  stenosis 
with  significant  gastric  retention,  prostatic 
hypertrophy,  duodenal  obstruction,  cardiospasm 
(megaesophagus),  and  achalasia  of  the  esophagus, 
and  in  the  case  of  Robinul-PH  Forte,  sensitivity 
to  phenobarbital. 

Precautions:  Administer  with  caution  in  the 
presence  of  incipient  glaucoma. 

Adverse  Reactions:  Dryness  of  the  mouth, 
blurred  vision,  urinary  difficulties,  and  constipa- 
tion are  rarely  troublesome  and  may  generally  be 
controlled  by  reduction  of  dosage.  Other  side 
effects  associated  with  the  use  of  anticholinergic 
drugs  include  tachycardia,  palpitation,  dilatation 
of  the  pupil,  increased  ocular  tension,  weakness, 
nausea,  vomiting,  headache,  dizziness,  drowsi- 
ness, and  rash. 

Dosage : Should  be  adjusted  according  to  indi- 
vidual patient  response.  Average  and  maximum 
recommended  dose  is  1 tablet  three  times  a day: 
in  the  a.m.,  early  p.m.,  and  at  bedtime.  See 
product  literature  for  full  prescribing  information. 
Supply:  Robinul  (glycopyrrolate  1 mg.):  Robinul 
Forte  (glycopyrrolate  2 mg.):  Robinul-PH  (glyco- 
pyrrolate I mg.)  with  phenobarbital  16.2  mg. 
(Warning:  may  be  habit  forming):  Robinul-PH 
Forte  (glycopyrrolate  2 mg.)  with  phenobarbital 
16.2  mg.  (Warning:  may  be  habit  forming),  in 
bottles  of  100  and  500  tablets.  A.  H.  Robins 
Company.  Richmond,  Va.  23220. 


AH'DOBINS 


I 

You  be  the  judge,  Doctol 


In  peptic  ulcer  therapy,  wont  you 
give  RobinuIForteaFairTrial? 

(glycopyrrolate) 


Six  years  ago  the  A.  H.  Robins 
Company  introduced  glycopyrro- 
late, a unique  anticholinergic  agent 
described  in  the  prescribing  litera- 
ture as  more  closely  approaching  the 
ideal  compound  for  controlling 
gastric  hyperacidity  and  hyper- 
l^motility  of  the  G-I  tract.  Although 
glycopyrrolate  (Robinul  Forte) 
found  good  acceptance  among  numerous  physicians, 
many  others  just  didn’t  seem  to  want  to  give  it  a try, 
probably  because  the  anticholinergic  they  were  al- 
ready using  was  giving  acceptable  results. 

However,  we  believe  you’ll  agree  there’s  always 
room  for  a better  anticholinergic.  This  is  why  we’re 
asking  you  to  give  Robinul  Forte  a fair  trial.  Robinul 
Forte  exerts  a highly  specific  antisecretory  action  and 
marked  inhibitory  effect  on  intestinal  tone.  We’re  con- 
vinced you’ll  agree  that  this  is  indeed  an  outstanding 
drug  when  you  observe  its  outstanding  suppression  of 
ulcer  symptoms.  Furthermore,  it  is  unique  in  that  it 
reduces  intestinal  tone,  yet  has  little  or  no  effect  on 
peristalsis.  In  addition,  the  incidence  of  the  more 
bothersome  peripheral  side  effects  is  low. 

No  longer  does  the  physician  have  to  look  for  extreme 
dry  mouth  as  the  measure  of  his  anticholinergic’s  ef- 


fectiveness. The  only  way  we  can  demonstrate  to  you 
firsthand  the  efficacy  of  glycopyrrolate  (Robinul 
Forte)  is  for  you  to  try  it  in  your  practice.  That’s 
why  we’re  asking  you  to  give  it  a Fair  Trial.  How  can 
you  give  it  a Fair  ^ 

Trial?  You  do  it  this  J — 


way: 

First ; When  you  see 
your  very  next  ulcer 
patient,  write  him  a 
script  as  shown . 

Next:  Wait  10  days 
or  until  your  patient  comes 
and  get  his  “verdict”  as  to 
the  evidence  and  make  your 


in  for  his  next  appointment 
how  he  feels.  Examine  all 
evaluation  of  his  condition. 

Finally:  Render  your  ver- 
dict. If  it’s  “significant  im- 
provement and  marked  relief  of 
symptoms,”  then  we  believe 
you’ll  agree  that  Robinul  Forte 
has  proved  its  worth,  and  we 
rest  our  case.  If  not,  consider 
our  case  for  Robinul  Forte 
closed.  That’s  a Fair  Trial, 
Doctor,  and  it’s  all  we  ask. 


RobinuF  Forte 

(glycopyrrolate,  2 mg.) 

The  summation  is  an  important 
part  of  every  case.  You’ll  find  ours 
on  the  preceding  page.  Doctor. 


From  the  files  of  the 


COMMITTEE  FOR  THE 

STUDY  OF  MATERNAL  MORTALITY 


CASE  30-66.  A 23  year  old  married  Negro 
gravida  2 para  0 was  admitted  at  9:30  a.m. 
on  November  26,  1966,  with  complaints  of 
coughing  up  blood  and  difficulty  in  breathing.  The 
temperature  was  98°,  pulse  120,  and  respirations  20. 
Although  an  x-ray  of  the  chest  was  ordered,  no 
report  could  be  found  by  the  medical  records  de- 
partment. Her  expected  date  of  delivery  was  Decem- 
ber 11,  1966. 

The  blood  pressure  was  160/80  on  admission;  three 
and  one-half  hours  later,  it  was  160/94  in  the  right 
arm  and  190/120  in  the  left  arm.  She  was  given  14 
grain  morphine  sulfate  and  4 cc  of  50  percent  mag- 
nesium sulfate,  in  each  hip,  and  was  placed  in  an 
oxygen  tent.  An  apresoline  drip  was  started  at  20 
drops  per  minute;  this  was  later  increased  to  30 
drops  per  minute.  Despite  this  medication,  her  blood 
pressure  remained  elevated  at  158/110.  The  rate  of 
the  apresoline  drip  was  increased  to  40  drops  per 
minute  at  6:00  p.m.  Her  blood  pressure  became 
stabilized  at  156/100.  The  fetal  heart  beat  was  count- 
ed at  10:45  p.m.  at  144  per  minute.  Her  blood 
pressure  began  to  rise  180/110,  and  her  physician 
was  called.  She  was  given  14  grain  morphine.  A 
catheterized  urinalysis  was  sent  to  the  laboratory  at 
12:45  p.m.  At  12:20  a.m.,  she  began  coughing  up 
considerable  amounts  of  blood-tinged  mucus,  and  the 
fetal  heart  heat  was  no  longer  audible. 

At  1:00  a.m.,  another  500  cc  infusion  of  five  per- 
cent dextrose  in  water  containing  one  ampule  of 
apresoline  was  started,  and  the  drip  was  maintained 
at  80  drops  per  minute.  The  blood  pressure  was  now 
168/70,  the  pulse  100,  and  respirations  30-40.  The 
patient  slept  at  intervals.  Another  500  cc  apresoline 
infusion  was  started  at  2:10  a.m.  The  blood  pressure 
was  170/68,  pulse  102  and  respirations  40.  The  in- 
fusion was  absorbed  at  3:00  a.m.  and  another  was 
started  immediately.  She  received  another  14  grain  of 
morphine  at  4:00  a.m.  and  a Foley  catheter  was 
inserted;  350  cc  of  urine  were  obtained.  Another 
500  cc  was  started  at  4:05  a.m.;  the  total  intravenous 


fluid  intake  since  admission  was  now  2500  cc.  The 
blood  pressure  was  164/66  and  respirations  44,  and 
the  drip  running  at  120  drops  per  minute.  The  fluid 
was  absorbed  by  5:40  a.m.  Her  physician  was  noti- 
fied. He  checked  the  patient  at  6:30  a.m.  and  ob- 
tained an  electrocardiogram  at  7:25  a.m.  when  her 
blood  pressure  was  150/80,  pulse  156,  and  respira- 
tions 48.  She  was  given  1 cc  of  thiomerin  intra- 
muscularly and  2 cc  of  cedilanid.  The  fetal  heart 
was  questionably  audible  below  the  umbilicus,  but 
the  maternal  pulse  was  so  rapid  that  the  counted 
rate  of  164  could  have  been  of  either  maternal  or 
fetal  origin. 

At  10:30  a.m.  the  patient  was  taken  to  the  operat- 
ing room  since  the  physician  felt  that  evacuation  of 
the  uterus  might  reverse  the  pulmonary  edema  and 
possibly  salvage  the  infant.  Spinal  anesthesia  was  in- 
duced with  pontocaine,  and  the  patient’s  head  was 
elevated  on  pillows.  A cesarean  section  was  per- 
formed beginning  at  11:15  a.m.,  and  a living  female 
infant  weighing  7 pounds  6 ounces  was  delivered 
at  11:25  a.m.  The  patient  died  at  11:40  a.m.  The  final 
diagnoses  were  massive  pulmonary  edema  and 
toxemia  of  pregnancy.  There  was  no  autopsy. 


Comments 

The  Committee  classified  this  as  a direct  obstetrical 
death  with  preventable  factors  on  the  part  of  the 
physician.  He  apparently  failed  to  realize  that  the 
patient  was  in  cardiac  failure  at  the  time  of  admis- 
sion, despite  the  recorded  pulse  rate  of  120  and  the 
history  of  dyspnea  and  hemoptysis.  The  patient  re- 
ceived 2500  cc  of  intravenous  fluids  in  less  than 
24  hours  despite  continued  signs  of  congestive  failure. 
Spinal  anesthesia  was  considered  a poor  choice  for 
a patient  with  a labile  blood  pressure.  The  initial 
dose  of  magnesium  sulfate  was  thought  to  be  too 
small. 
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This  time  it’ll  be  different.  Emetrol  taken  before  the 
trip  begins  will  usually  prevent  nausea  and  vomiting. 
Emetrol  is  effective  and  safe... most  helpful  where  safe- 
ty is  most  important.  It  acts  locally— not  systemically. 


WILLIAM  H.  RORER,  INC. 
Fort  Washington,  Pa. 


Emetrol® 

phosphorated  carbohydrate 
solution 

emesis  control 


From  the  First  Family 
of  Tetracycline- 

One  of  the  31  useful  dosage  forms 
in  the  ACHRO  Family 
ACHROSTATIN"  V Capsules 

Tetracycline  HCl  250  mg  /Nystatin  250,000  units 


The  lowest  priced 

tetracycline-nystatin 

combination 


^ROSTATIN*  V 

wtACYCUHt  MCI  255  *1 
HVSIATIS  250.W' • 
rAFM.U> 

t }.*  r 


329-8/6094 
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Tandearil®  in  Osteoarthritis 
oxyphenbutazone 

Contraindications:  Edema;  danger  of  cardiac 
decompensation;  history  or  symptoms  of  pep- 
tic ulcer;  renal,  hepatic  or  cardiac  damage; 
history  of  drug  allergy;  history  of  blood  dys- 
crasia.  The  drug  should  not  be  given  when 
the  patient  is  senile  or  when  other  potent 
drugs  are  given  concurrently. 

Warning;  Tandearil  is  an  analog  of  phenyl- 
butazone; sensitive  patients  may  be  cross- 
reactive. If  coumarin-type  anticoagulants  are 
given  simultaneously,  watch  for  excessive 
increase  in  prothrombin  time.  Instances  of 
severe  bleeding  have  occurred.  Persistent  or 
severe  dyspepsia  may  indicate  peptic  ulcer; 
perform  upper  gastrointestinal  x-ray  diagnos- 


tic tests  if  drug  is  continued.  Pyrazole  com- 
pounds may  potentiate  the  pharmacologic 
action  of  sulfonylurea,  sulfonamide-type 
agents  and  insulin.  Carefully  observe  pa- 
tients receiving  such  therapy.  Use  with  cau- 
tion in  the  first  trimester  of  pregnancy  and  in 
patients  with  thyroid  disease. 

Precautions:  Before  prescribing,  carefully 
select  patients,  avoiding  those  responsive  to 
routine  measures  as  well  as  contraindicated 
patients.  Obtain  a detailed  history  and  a com- 
plete physical  and  laboratory  examination, 
including  a blood  count.  The  patient  should 
not  exceed  recommended  dosage,  should  be 
closely  supervised  and  should  be  warned  to 
discontinue  the  drug  and  report  immediately 
if  fever,  sore  throat,  or  mouth  lesions  (symp- 
toms of  blood  dyscrasia),  sudden  weight  gain 


(water  retention),  skin  reactions,  black  or 
tarry  stools  or  other  evidence  of  intestinal 
hemorrhage  occur.  Make  complete  blood 
counts  at  weekly  intervals  during  early  ther- 
apy and  at  2-week  intervals  thereafter.  Dis- 
continue the  drug  immediately  and  institute 
countermeasures  if  the  white  count  changes 
significantly,  granulocytes  decrease,  or  im- 
mature forms  appear.  Use  greater  care  in  the 
elderly  and  in  hypertensives. 

Adverse  Reactions:  The  more  common  are 
nausea  and  edema.  Swelling  of  the  ankles  or 
face  may  be  minimized  by  withholding  dietary 
salt,  reduction  in  dosage  or  use  of  diuretics. 

In  elderly  patients  and  in  those  with  hyper- 
tension, the  drug  should  be  discontinued  with 
the  appearance  of  edema.  The  drug  has  been  i 
associated  with  peptic  ulcer  and  may  react!-  i 


J 


Pain  Break” 

ror  an  osteoarthritic. 

randearil  can 
usually  ease  it. 

M 46,  her  knees  still  look  good  on  the  outside.  But  inside,  there  may 
pe  the  familiar  picture  of  osteoarthritis. 

If  aspirin  doesn’t  help,Tandearil  often  will. 

Pain  and  stiffness  begin  to  ease  up  in  3 or  4 days. 
You  can  often  maintain  response  with  a daily  dose 
of  only1  or  2 tablets. 

Df  course,Tandearil  is  not  for  every  osteoarthritic.  Select  your 
Datients  carefully  and  follow  them  in  line  with  the  Contraindications, 
Precautions,  Warning,  and  Adverse  Reactions  listed  below. 


3ut  for  many  aspirin-stubborn 
Dsteoarthritics,  letTandearil 
Base  the  unwelcome  pain 
Breaks  of  osteoarthritis. 


Tandearll 

oxyphenbutazone 


.'l3  a latent  peptic  ulcer.  The  patient  should 
I instructed  to  take  doses  immediately  after 
I als  or  with  milk  to  minimize  gastric  upset. 

I ig  rash  occasionaily  occurs.  If  it  does, 

I'  mptly  discontinue  the  drug.  Agranulocy- 
'|is,  exfoliative  dermatitis,  Stevens-Johnson 
!'  drome,  Lyeil’s  syndrome  {toxic  necrotiz- 
i.  epidermolysis)  or  a generalized  allergic 
ij  ction  similar  to  a serum  sickness  syn- 
me  may  occur  and  require  permanent 
'I  idrawai  of  medication.  Agranuiocytosis 
' occur  suddenly  in  spite  of  regular,  re- 

II  ited  normal  white  counts.  Stomatitis,  sali- 

' / gland  enlargement,  vomiting,. vertigo  and 
I guor  may  occur.  Leukemia  and  leukemoid 
I ctions  have  been  reported.  While  not  defi- 
' ly  attributable  to  the  drug,  a causal  rela- 
' iship  cannot  be  excluded.  Thrombocyto- 


penic purpura  and  aplastic  anemia  may 
occur.  Confusional  states,  agitation,  head- 
ache, blurred  vision,  optic  neuritis  and  tran- 
sient hearing  loss  have  been  reported,  as  have 
hyperglycemia,  hepatitis,  jaundice,  hyper- 
sensitivity, angiitis,  pericarditis  and  several 
cases  of  anuria  and  hematuria.  With  long- 
term use,  reversible  thyroid  hyperpiasia  may 
occur  infrequently.  Moderate  lowering  of  the 
red  cell  count  due  to  hemodilution  may  occur. 


For  complete  details, 
please  see  full 
Prescribing  Information. 


Geigy 


Dosage  in  Osteoarthritis:  Initial:  3 to  6 tablets 
daily  in  divided  doses.  Usuaiiy  unnecessary 
to  exceed  4 tablets  daily.  A trial  period  of  one 
week  is  considered  adequate  to  determine 
the  therapeutic  effect  of  the  drug.  Mainte- 
nance: Effective  level  often  achieved  with  1 
or  2 tablets  daily,  should  not  exceed  4 tablets 
daily.  In  selecting  appropriate  dosage  in  any 
specific  case,  consideration  should  be  given 
to  the  patient's  weight,  general  health,  age 
and  other  factors  influencing  drug  response. 
Availabiiity:  Tan,  round,  sugar-coated  tablets 
of  100  mg.  in  botties  of  100  and  1000. 

^ (B)  46-800-A 

Geigy  Pharmaceuticals 
Division  of  Geigy  Chemical  Corporation 
Ardsley,  New  York  10502  ta-sbosar 


Continuing  Educational 


From  The 


Opportunities 


KMA  Postgraduate  Medical  Education  Office 


KENTUCKY  DIABETES  ASSOCIATION 

SEPTEMBER  26 

The  Kentucky  Diabetes  Association  will  hold 
its  Seventh  Annual  Scientific  Meeting  September 
26  in  Louisville,  according  to  John  B.  Selby, 
M.D.,  Lexington,  president-elect  and  chairman  of 
the  Program  Committee. 

The  morning  session,  beginning  at  10  a.m.  in 
the  Mirror  Room  of  the  Kentucky  Hotel,  will 
feature  an  illustrated  lecture  by  Robert  French, 
M.D.,  Lexington,  entitled  “Experiences  with  the 
Kentucky  Camp  for  Diabetic  Children.”  The 
guest  speaker  at  the  12:30  p.m.  luncheon  will  be 
Priscilla  White,  M.D.,  Boston,  Mass. 

The  Association  will  have  a joint  meeting  with 
the  Kentucky  Chapter,  American  College  of 
Physicians,  at  2 p.m.  in  Room  203,  Convention 
Center.  The  program  for  this  meeting  appears  on 
page  745. 


IN  KENTUCKY 

SEPTEMBER 

5-6  Family  Planning  Course,  University  of 
Louisville  School  of  Medicine,  Louisville 


7 American  College  of  Physicians,  Kentucky 
and  Tennessee  Regional,  Imperial  House, 
Lexington 

13-14  University  of  Kentucky  College  of  Medicine 
and  Kentucky  Division,  American  Cancer  So- 
ciety Seminar,  “Management  of  Lumps  and 
Bumps,”  University  of  Kentucky  Medical 
Center,  Lexington 

14  Fourth  Oral  Cancer  Symposium,  University 
of  Louisville  Schools  of  Medicine  and  Den- 
tistry, 8:30  a.m. -1p.m.,  Rankin  Amphitheatre, 
Louisville  General  Hospital,  Louisville 

24-26  KMA  ANNUAL  MEETING,  Convention 
Center  and  Kentucky  Hotel,  Louisville 

26  Kentucky  Diabetes  Association  Annual  Meet- 
ing, 3:30  p.m..  Convention  Center,  Louisville 

NOVEMBER 

12-13  “Small-for-Date  Infant  Symposium,”  depart- 
ment of  pediatrics.  University  of  Louisville 
School  of  Medicine,  Stouffer’s  Inn,  Louisville 


IN  SURROUNDING  STATES 

SEPTEMBER 

7-8  American  College  of  Physicians  (Indiana  Re- 
gional), Stouffers  Indianapolis  Inn,  Indianap- 
olis, Ind. 

9-11  American  EEG  Society  continuation  course 
in  Clinical  Electroencephalography,  San 
Francisco,  Calif. 

13-14  Tennessee  Valley  Medical  Assembly,  Memorial 
Auditorium,  Chattanooga,  Tenn. 

20  Medical  Technology  Symposium,  Cleveland 

Clinic  Educational  Foundation,  9 a.m.,  Cleve- 
land, Ohio 

23-Oct.  4 Laryngology  and  Bronchoesophagology 
postgraduate  course.  University  of  Illinois 
College  of  Medicine,  Illinois  Eye  and  Ear 
Infirmary,  Chicago,  111. 

28-  International  College  of  Surgeon’s  two 

Oct.  3 Western  Hemisphere  Federations  joint  meet- 
ing, Honolulu,  Hawaii 

30-Oct.  1 American  Medical  Association  28th  Con- 
gress on  Occupational  Health,  Waldorf- 
Astoria  Hotel,  New  York,  N.Y. 

OCTOBER 

6 International  College  of  Surgeons  Sixteenth 
Biennial  International  Congress,  Tokyo,  Japan 


CONGRESS  ON  DISEASES  OF  THE  CHEST 

OCTOBER  4-8 

The  Council  on  International  Affairs  of  the 
American  College  of  Chest  Physicians  will  spon- 
sor the  Tenth  International  Congress  on  Diseases 
of  the  Chest  October  4-8  at  the  Washington  Hil- 
ton Hotel,  Washington,  D.C. 

Highlights  of  the  symposium  will  include  144 
scientific  papers  on  all  aspects  of  cardiovascular 
and  pulmonary  diseases,  12  round  table  luncheon 
discussions,  medical  motion  pictures,  35  fireside 
conferences,  the  Second  International  Conference 
on  Medical  Education,  scientific  and  technical 
exhibits  and  the  First  International  Physicians 
Art  Exhibit. 

Details  available  from  American  College  of 
Chest  Physicians,  112  East  Chestnut  St.,  Chi- 
cago, 111.  6061 1 
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A simplified  approach 
to  the  practice  management 
of  hypertension 
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Enduron:  (methyclothiazide)  A basic 
building  block  for  mild  hypertensives 


Excellent  day-long  Na""  output, 
yet  easy  on  the  K* 

Enduron  provides  an  excellent  starting  therapy.  Your  patient 
sodium  excretion  is  greatly  enhanced.  Yet  potassium  loss  is  lov 
The  therapeutic  action  is  smooth,  and  persists  for  a full  24  hour 
With  Enduron  you  can  prescribe  convenient  once-a-day  dosa^ 
without  skimping  your  patients  on  day-long  thiazide  effectivenes 
Of  course,  as  with  all  thiazides,  supplemental  dietary  potassiui 
should  also  be  considered. 

Use  Enduron  as  a basic  therapy  in  patients  with  mild  to  mo( 
erate  hypertension.  A single  5-mg.  tablet  each  day  is  ample  i 
most  cases. 


Once  a day,  every  day 

ENDURON 


METHYCLOIHIAZIOE 


MILD  TO  MODERATE  TO  SEVER 


See  Brief  Summary  on  final  page  of  advertisement 


znduronyl:  Its  deserpidine  component 
,adds  response  in  moderate  hypertension 


Less  frequent  rauwolfia  side 
effects  than  with  reserpine 


When  you  wish  to  build  further  response,  consider  shifting  to 
Enduronyl. 

Enduronyl  adds  a building  block  of  deserpidine.  This  is  a puri- 
fied rauwolfia  alkaloid  available  only  from  Abbott.  It  adds  good 
antihypertensive  and  tranquilizing  activity.  Yet  its  incidence  of 
untoward  effects,  particularly  lethargy  and  depression,  is  lower 
than  with  reserpine. 

Enduronyl  is  available  plain  or  Eorte.  The  latter  provides  its 
variation  where  most  helpful,  by  doubling  the  deserpidine. 

Use  Enduronyl  for  patients  throughout  the  broad  range  of  mild 
to  moderately  severe  hypertension. 


pnce  a day,  every  day 

ENDURONYL* 


«EIHmnmZIDEbiiig.witli 

)ESERPIDINE0.25mg.or(EflllEE)ll.5mg. 


MILD  TO  MODERATE  TO  SEVERE 


See  Brief  Summary  on  final  page  of  advertisement 
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Eutron:  A unique  combination  for  handling 
moderate  to  severe  cases 


ItaTMl 

FMal* 


EUTRON 


M'ocMv*  r>  r>, 

CMtnn  F(4(t<l'U$A 
In  pr<nbits 
■ttitout  pincfiptoe 


Affords  almost  uniform  diastolic 
reduction  in  all  body  positions 

Eutron  lowers  diastolic  pressures  nearly  equally,  whether  you 
patient  is  standing  up  or  lying  down. 

Thus,  in  clinical  trials,  average  standing  diastolic  readings  wer 
reduced  from  1 12  pre-treatment  to  90  post-treatment;  sitting  fror 
115  to  95;  and  recumbent  from  1 12  to  94. 

Note  that  following  Eutron,  the  diastolic  reductions  were  near! 
alike  in  all  three  body  positions. 

Use  Eutron  for  managing  your  moderate  to  severe  cases.  It 
building  blocks  enhance  each  other;  hence  lesser  doses  often  suffice 


Once  a day,  every  day 

EUTRON 


PAIlGyLINEliyDIiOCHLflRlDE^Siiig. 

witEMEEHlfCEOEHIIllEEmg. 


MILD  TO  MODERATE  TO  SEVERI 


See  Brief  Summary  on  final  page  of  advertisement 
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ENDURON 

MEIHrCLOIHIAZIDE 


ENDURONYl! 

Each  tablet  contains 
Methyclothiazide  5 mg.  with 
Deserpidine  0.25  mg.  or  0.5  mg. 


Indications:  Edema  and  mild  to  moderate  hypertension 
(Enduron),  and  mild  to  moderately  severe  hypertension 
(Enduronyl).  More  potent  agents,  if  added,  can  be  given 
at  reduced  dosage. 

Contraindications:  Sensitivity  to  thiazides;  severe  renal 
disease  (except  nephrosis)  or  shutdown;  severe  hepatic 
disease  or  impending  hepatic  coma  (hepatic  coma  due  to 
hypokalemia  has  been  reported  in  patients  on  thiazides). 
Do  not  use  Enduronyl  in  severe  mental  depression,  sui- 
cidal tendencies,  active  peptic  ulcer,  or  ulcerative  colitis. 
Warnings:  Consider  possible  sensitivity  where  there  is 
history  of  allergy  or  asthma.  If  added  potassium  is  indi- 
cated, dietary  supplementation  is  recommended.  Reserve 
enteric-coated  potassium  tablets  for  cautious  use  only 
when  necessary,  as  they  may  induce  serious  or  fatal 
small  bowel  lesions  (stenosis  with  or  without  ulceration), 
cause  obstruction,  hemorrhage,  and  perforation  often 
requiring  surgery;  discontinue  them  immediately  if  ab- 
dominal pain,  distention,  nausea,  vomiting,  or  g.i.  bleed- 
ing occurs.  Neither  Enduron  nor  Enduronyl  contains 
added  potassium. 

Precautions:  Use  thiazides  cautiously  in  severe  renal 
dysfunction,  impaired  hepatic  function  or  progressive 
liver  disease;  also  in  pregnancy  (bone  marrow  depres- 
sion, thrombocytopenia,  and  altered  carbohydrate  me- 
tabolism have  been  reported  in  certain  newborn).  In 
surgery,  thiazides  may  reduce  response  to  vasopressors, 
and  increase  response  to  tubocurarine.  Antihypertensive 
response  may  be  enhanced  following  sympathectomy. 
Watch  for  electrolyte  imbalance  (e.g.,  hyponatremia)  in 
all  patients.  In  hypokalemia  (especially  in  digitalized  pa- 
tients) give  supplemental  potassium.  In  hypochloremic 
alkalosis,  give  supplemental  chloride. 

Use  rauwolfias  with  caution  in  patients  with  history  of 
peptic  ulcer.  Rauwolfias  with  anesthetics  may  produce 
hypotension  and  bradycardia.  Discontinue  Enduronyl  two 
weeks  before  elective  surgery.  Consider  vagal  blocking 
agents  during  emergency  surgery.  In  epilepsy,  adjust 
anticonvulsant  dosage.  In  electroshock,  shorten  stimulus 
strength  and  duration.  In  occasional  patients  with  de- 
pressive tendencies,  rauwolfias  may  precipitate  severe 
mental  depression  that  usually  disappears  when  drug  is 
stopped. 

Adverse  Reactions:  Thiazide  reaction  include  blood  dys- 
crasias  (thrombocytopenia  with  purpura,  agranulocytosis, 
aplastic  anemia);  elevation  of  BUN,  serum  uric  acid  or 
blood  sugar;  anorexia,  nausea,  vomiting,  diarrhea,  head- 
ache, dizziness,  paresthesia,  weakness,  skin  rash,  photo- 
sensitivity, jaundice,  symtomatic  gout,  and  pancreatitis. 
Cutaneous  vasculitis  in  the  elderly  has  been  reported 
with  other  thiazides.  Adverse  effects  with  deserpidine  are 
qualitatively  similar  to  those  with  reserpine,  but  their  in- 
cidence is  lower.  These  include  nasal  stuffiness,  ab- 
dominal cramps  or  diarrhea,  nausea,  headache,  weight 
gain,  reduced  libido  and  potency,  peptic  ulcer  aggrava- 
tion, epistaxis,  skin  eruption,  asthma  in  susceptible  pa- 
tients, electrolyte  imbalance,  excessive  salivation,  and  a 
reversible  Parkinson’s  syndrome.  Excessive  drowsiness, 
fatigue,  weakness,  and  nightmares  may  signal  mental  de- 
pression. Thrombocytopenia,  purpura,  and  a symptom 
manifested  bydull  sensorium,  deafness,  uveitis,  glaucoma, 
and  optic  atrophy  are  rare  allergic  reactions  to  other 
rauwolfias.  Hypotension  from  antihypertensive  agents 
may  precipitate  angina  attacks  in  susceptible  individuals. 
Usually  adverse  reactions  disappear  when  drug  is  with- 
drawn. 


EUTRON 


TM  Each  tabiet  contains 

Pargyline  Hydrochloride  25  mg. 
with  Methyclothiazide  5 mg. 


Indications— Moderate  to  severe  hypertension. 
Confra/nd/caf/ons— Pheochromocytoma,  paranoid  schizo- 
phrenia, hyperthyroidism  and  advanced  renal  failure.  Not 
recommended  in  malignant  hypertension,  children  under 
12,  pregnant  patients. 

Do  not  use  with:  centrally  or  peripherally  acting  sym- 
pathomimetic drugs;  foods  high  in  tyramine  (e.g.,  aged 
and  natural  cheeses):  parenteral  reserpine  or  guanethi- 
dine;  imipramine,  amitriptyline,  desipramine,  nortripty- 
line or  their  analogues;  other  monoamine  oxidase  inhib- 

TM-TRADEMARK 


itors;  methyidopa  or  dopamine;  separate  Eutron  and 
these  agents  by  two  weeks. 

Sensitivity  to  thiazides;  severe  renal  disease  (except 
nephrosis)  or  shutdown;  severe  hepatic  disease;  impend- 
ing hepatic  coma  from  thiazide-induced  hypokalemia. 

Warn/ngs-Patients:  1.  No  other  drugs  (particularly  "cold 
preparations”  and  antihistamines),  cheese  or  alcohol 
without  physician’s  consent.  2.  Promptly  report  ortho- 
static symptoms,  severe  headache,  other  unusual  symp- 
toms. 3.  Angina  pectoris  or  coronary  artery  disease 
patients  must  not  increase  physical  activity  with  improved 
anginal  symptoms  or  well-being. 

Physicians:  1.  Use  antihistamines,  hypnotics,  sedatives, 
tranquilizers  and  narcotics  (meperidine  contraindicated) 
cautiously  in  reduced  doses.  2.  Stop  Eutron  two  or  more 
weeks  before  elective  surgery;  in  emergency  surgery  re- 
duce premedication  (narcotics,  sedatives,  analgesics, 
etc.)  to  1/4  to  1/5;  carefully  adjust  anesthetic  dosage  to 
patient  response.  3.  Use  cautiously  in  advanced  renal 
failure.  4.  Pargyline  may  induce  hypoglycemia.  5.  Con- 
sider possible  sensitivity  reactions  when  a history  of 
allergy  or  asthma  is  present.  6.  If  potassium  is  indicated, 
dietary  supplement  is  recommended;  enteric-coated  po- 
tassium tablets  may  induce  serious  or  fatal  small  bowel 
lesions  (stenosis  with  or  without  ulceration),  cause  ob- 
struction, hemorrhage,  and  perforation  frequently  re- 
quiring surgery:  discontinue  medication  immediately  if 
abdominal  pain,  distention,  nausea,  vomiting  or  gastro- 
intestinal bleeding  occurs;  Eutron  does  not  contain 
added  potassium.  7.  Possible  systemic  lupus  erythema- 
tosus has  been  reported  for  thiazides. 

Precatrf/ons— Pargyline:  Use  cautiously  at  reduced  dosage: 
caffeine,  alcohol,  antihistamines,  barbiturates,  chloral 
hydrate,  other  hypnotics,  sedatives,  tranquilizers,  nar- 
cotics. Periodically  do  urinalyses,  blood  counts,  liver 
function  tests,  etc.  Use  with  caution  in  liver  disease. 
Watch  for  orthostatic  hypotension,  especially  in  impaired 
circulation  (e.g.,  angina  pectoris,  coronary  artery  dis- 
ease, cerebral  arteriosclerosis);  also,  augmented  hypo- 
tension in  concomitant  febriie  illnesses.  Reduce  or  dis- 
continue if  hypotension  is  severe.  In  impaired  renal 
function  watch  for  cumulative  drug  effects,  elevated  BUN 
and  other  evidence  of  progressive  renal  failure;  withdraw 
drug  if  these  persist.  In  surgery  increased  central  de- 
pressant response  (hypotension  and  increased  sedative 
effect)  can  be  controlled  by  (1)  discontinuing  at  least  two 
weeks  prior;  (2)  in  emergency  surgery  lowering  dose  of 
premedication:  (3)  when  necessary,  administering  a vaso- 
pressor. Do  not  use  in  hyperactive  and  hyperexcitable 
patients.  Pargyiine  may  unmask  severe  psychotic  symp- 
toms where  emotional  problems  pre-exist.  Use  cautiously 
in  Parkinsonism,  especially  with  antiparkinsonian  agents. 
In  prolonged  therapy,  examine  for  change  in  color  per- 
ception, visual  fields,  fundi  and  visual  acuity.  Also,  pro- 
longed therapy  has  made  certain  patients  refractory  to 
nerve  blocking  effects  of  local  anesthetics. 

Methyclothiazide:  Use  cautiously  in  severe  renal  dys- 
function, impaired  hepatic  function  or  progressive  liver 
disease;  also  in  pregnancy  (bone  marrow  depression, 
thrombocytopenia,  and  altered  carbohydrate  metabolism 
have  been  reported  in  certain  newborn).  In  surgery  thia- 
zide may  reduce  vasopressor  response  and  increase  tu- 
bocurarine response.  Antihypertensive  response  may  be 
enhanced  following  sympathectomy.  Watch  for  electro- 
lyte imbalance  (e.g.,  hyponatremia).  Give  supplemental 
chloride  if  hypochloremic  alkalosis  occurs  and  supple- 
mental potassium  if  hypokalemia  occurs  (especially  in 
digitalized  patients).  Thiazides  may  decrease  serum 
P.B.I.  without  signs  of  thyroid  disturbance. 

Adverse  Reactions  — Pargyline:  Orthostatic  hypotension 
and  associated  symptoms,  mild  constipation,  fluid  reten- 
tion, edema,  dry  mouth,  sweating,  increased  appetite, 
arthralgia,  nausea,  vomiting,  headache,  insomnia,  diffi- 
cult in  micturition,  nightmares,  impotence,  delayed  ejac- 
ulation, rash,  purpura,  weight  gain,  hyperexcitability, 
increased  neuromuscular  activity  and  other  extrapy- 
ramidal  symptoms.  Drug  fever  is  extremely  rare.  Reduc- 
tion in  blood  sugar  and  hypoglycemic  effects  are  pos- 
sible. Congestive  heart  failure  has  been  reported  in  a 
few  patients  with  reduced  cardiac  reserve. 

Methyclothiazide:  Blood  dyscrasias  (thrombocytopenia 
with  purpura,  agranulocytosis,  aplastic  anemia):  eleva- 
tion of  BUN,  blood  sugar  or  serum  uric  acid  (gout  may 
be  induced):  anorexia,  nausea,  vomiting,  diarrhea,  head- 
ache, dizziness,  paresthesia,  weakness,  skin  rash,  photo- 
sensitivity, jaundice  and  pancreatitis.  Cu- 
taneous vasculitis  in  elderly  patients  has 
been  reported  with  other  thiazides. 

If  side  effects  are  severe  or  persist,  re- 
duce dosage  or  withdraw  drug.  804438R 


699 


Part  of 
the  fine  art 
of  medicine 


Each  Pulvule®  contains  65  mg.  propoxyphene  hydrochloride, 
in  mg.  aspirin,  162  mg,  phenacetin,  and  32.4  mg.  caffeine. 


Additional  information  available  to 
physicians  upon  request. 

ELI  LILLY  AND  COMPANY!®^ 
INDIANAPOLIS.  INDIANA  462(» 


8O0t1S 


DARVON* 

COMPOUND-65 


700 


August  1968  • The  Journal  o_ 


Oke  JOURNAL  of  tke 

Kentiuic  Ly  M e Jical  A ssociation 

Issued  Monthly  Under  The  Direction  Of  The  Board  Of  Trustees 


Volume  66 


AUGUST  1968 


No.  8 


Permanent  Cardiac  Pacemakers 
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Permanent  cardiac  pacemakers  can  he 
safely  and  effectively  implanted  under 
local  anesthesia  hy  the  transvenous  tech- 
nique. There  is  now  no  indication  for 
performing  a thoracotomy  as  the  primary 
operation  for  complete  heart  block. 

IN  COMPLETE  heart  block  the  atrioven- 
tricular node  fails  to  conduct  impulses  from 
the  atria  to  the  ventricles,  and  a focus  below 
the  AV  node  initiates  each  ventricular  con- 
traction. If  the  pacemaker  focus  is  in  or  near 
the  AV  node,  the  QRS  complex  is  normal  and 
the  heart  rate  approximately  60/minute;  how- 
ever, the  new  pacemaker  often  is  in  the  distal 
conduction  system  and  results  in  a bizarre 
ORS  complex,  with  a heart  rate  between  20 
and  45/minute.  Complete  heart  block  may  be 
temporary  due  to  digitalis  toxicity,  electrolyte 
imbalance  or  acute  myocardial  infarction. 
Permanent  heart  block  usually  is  acquired  late 
in  life  and,  although  the  etiology  is  unknown, 
it  may  be  due  to  atherosclerosis  of  the  right 
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coronary  artery  or  fibrosis  of  the  conduction 
system.  Patients  with  complete  heart  block 
may  present  with  congestive  heart  failure,  due 
to  the  slow  rate  and  low  cardiac  output,  or 
with  syncope  which  can  terminate  in  sudden 
death.  The  one-year  mortality  rate  is  50  per- 
cent in  patients  treated  with  drugs  alone. 

Permanent  cardiac  pacemaking  can  be  ac- 
complished by  implanting  a small  pacemaker 
in  the  subcutaneous  tissue  attached  to  an 
electrode  in  contact  with  the  heart.  The  pace- 
maker delivers  electrical  impulses  at  a fixed 
rate,  and  each  impulse  initiates  ventricular 
contraction.  The  electrode  is  sutured  to  the 
epicardium  via  a left  thoracotomy,  or  is 
wedged  into  the  apex  of  the  right  ventricle  by 
passing  it  transvenously  under  local  anesthesia. 
During  the  past  five  years  41  patients  have 
had  permanent  cardiac  pacemakers  im- 
planted at  the  University  of  Kentucky  Medical 
Center — 15  by  thoracotomy  and  26  trans- 
venously. 

Methods 

From  December,  1962,  through  December, 
1967,  41  patients  had  a permanent  cardiac 
pacemaker  implanted.  Each  patient  had  a 
temporary  electrode  inserted  through  a sys- 
temic vein  into  the  right  ventricle  with  an 
external  generator  controlling  the  cardiac  rate 
until  the  permanent  pacemaker  was  implant- 
ed. The  first  15  patients,  through  December 
1965,  underwent  a thoracotomy  and  perman- 
ent electrodes  were  sutured  to  the  ventricular 
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myocardium.^  The  last  26  patients,  since  Jan- 
uary, 1966,  had  the  permanent  pacemaker 
electrode  implanted  into  the  apex  of  the  right 
ventricular  cavity  via  the  external  jugular  vein 
with  fluoroscopic  guidance  and  local  anesthe- 
sia.^'® Figures  1 and  2 illustrate  the  trans- 
venous pacemaker  and  implantation  technique. 

Results 

Follow  up  data  have  been  obtained  on  36 
of  the  41  patients  either  by  personal  exami- 
nation or  from  the  referring  physician.  Three 
patients  with  thoracotomy  and  two  with  trans- 
venous pacemakers  were  lost  to  follow  up.  The 
preoperative  findings  and  postoperative  results 
are  summarized  in  Tables  1-5. 


FIGURE  2.  The  bipolar  catheter  electrode  is  passed  via  the 
external  jugular  vein  and  then  attached  to  the  pacemaker 
generator  after  removing  the  guide  wires. 


FIGURE  1.  Separate  incisions  have  been  made  in  the  right 
lower  neck  to  isolate  the  external  jugular  vein  and  over 
the  right  upper  chest  to  implant  the  pacemaker  generator. 


Discussion 

The  average  age  of  the  41  patients  was 
69  years,  which  in  addition  to  heart  disease, 
places  this  group  in  a high  risk  category  for 
any  operative  procedure.  There  were  20  males 
and  21  females.  Only  two  of  the  41  patients 
were  Negroes.  The  systolic  hypertension  of 
164  mm  Hg.  is  due  to  bradycardia  with  an 
increase  in  cardiac  filling  and  stroke  volume. 
After  pacemaker  implantation  the  average 
systolic  pressure  decreased  30  mm  Hg.  The 


average  preoperative  heart  rate  of  42/minute, 
is  artificially  high  since  several  patients  had 
intermittent  AV  block  or  were  being  treated 
with  isoproterenol  on  admission.  The  average 
postoperative  10  LB.  weight  loss  reflects  di- 
uresis and  loss  of  edema  resulting  from  im- 
proved cardiac  function  with  pacing — only  one 
patient  gained  weight  postoperative. 

The  preoperative  laboratory  data  in  Table  3 
revealed  a high  incidence  of  abnormal  blood 
urea  nitrogen,  due  in  part  to  low  cardiac  out- 
put and  decreased  renal  blood  flow.  Excluding 
two  known  diabetics  and  five  patients  with  in- 
travenous fluids,  only  two  of  34  patients  had  a 
normal  fasting  blood  sugar  and  only  11  of  34 
had  an  FBS  below  110  mg%.  The  electrolyte 
pattern  varied  according  to  the  severity  of  con- 
gestive heart  failure  and  the  use  of  diuretics 
prior  to  admission,  however,  the  CO2  combin- 
ing power  was  frequently  low  and  the  chloride 
high,  indicating  metabolic  acidosis. 

Table  1 lists  the  duration  and  frequency  of 
symptoms  and  physical  findings.  Only  six  of 
the  41  patients  were  symptomatic  less  than  30 
days.  The  most  frequent  symptom  was  syn- 
cope (31)  with  transient  loss  of  consciousness 
or  seizure.  Symptoms  of  heart  failure — dys- 
pnea, orthopnea  and  nocturnal  dyspnea — oc- 


TABLE  1 


Symptoms  and  Physical  Findings 


SYMPTOMS 

DURATION  OF  SYMPTOMS 

PHYSICAL  EXAMINATION 

Syncope 

31 

0 to  7 days 

3 

Systolic  murmur 

26 

Heart  Failure 

22 

7 to  30  days 

3 

Rales  or  wheezes 

20 

Angina 

5 

30  days  to  1 year 

23 

Impaired  sensorium 

18 

Dizzyness 

4 

more  than  1 year 

12 

Enlarged  Liver 

15 

Other 

5 

Peripheral  edema 

13 

TABLE  1 summarixes  the  symptoms,  abnormal  physical  findings  and  duration  of  symptoms  of  41  patients  with  heart  block. 
Most  patients  had  more  than  one  symptom  and  abnormal  physical  finding. 
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TABLE  2 

Preoperative  Patient  Data  and  Vital  Signs 


PARAMETER 

AVERAGE 

RANGE 

COMMENTS 

AGE 

69  yr. 

54-83  yr. 

9 under  65  yr.  & 9 over  75  yr. 

SEX 

21  Female 

20  Male 

RACE 

39  White 

2 Negro 

1 2 % of  admissions  are  Negro 

SYSTOLIC  BP 

1 64  mm  Hg. 

110-240  mm  Hg. 

Postoperative  134  mm  Hg.  Ave. 

DIASTOLIC  BP 

72  mm  Hg. 

20-1  05  mm  Hg. 

Postoperative  86  mm  Hg.  Ave. 

HEART  RATE 

42/min. 

22-82/min. 

Postop.  74/min  & 65-80/min. 

POSTOP.  WGT.  CHANGE 

minus  1 0 LB. 

2 to  —33  LB. 

Only  1 patient  gained  weight 

TABLE  2 lists  the  average  and  range  of  vital  statistics  and  signs  of  41  patients  with  permanent  cardiac  pacemaker  im^ 
plantation. 


curred  in  22.  Angina  was  present  in  five  pa- 
tients and  was  absent  postoperatively  in  four 
and  improved  in  one.  Four  patients  had  “diz- 
zy spells” — a mild  type  of  syncope. 

The  most  frequent  abnormality  on  physical 
examination  was  a systolic  flow  murmur  at  the 
cardiac  base  due  to  the  slow  rate  and  in- 
creased stroke  volume.  The  murmur  usually 
disappeared  with  pacing.  The  pulmonary  rales 
and  wheezes,  enlarged  liver,  and  peripheral 
edema  reflect  congestive  heart  failure  with  low 
cardiac  output.  Frequently  a patient  who  was 
confused  or  nearly  moribund  preoperative  had 
a markedly  improved  sensorium  after  the 
pacemaker  was  inserted  and  cardiac  output 
increased. 

Table  4 indicates  the  type  and  incidence  of 
EKG  and  X-ray  abnormalities.  Some  type  of 
AV  block  was  present  in  40  of  the  41  pa- 
tients: complete — 34,  intermittent  complete — 
4,  and  2:1  block — 2. 

Only  seven  patients  had  a normal  chest  x- 
ray.  Cardiomegaly  was  present  in  27,  increased 
vascular  markings  in  eight,  and  pleural  ef- 
fusion in  eight.  These  changes  are  compatible 
with  congestive  heart  failure  due  to  brady- 
cardia. 

Table  5 summarizes  the  postoperative  re- 
sults of  pacemaker  implantation  by  thoraco- 


tomy versus  the  transvenous  route.  There  were 
no  operative  or  hospital  deaths  in  the  26  pa- 
tients with  a transvenous  pacemaker  implant- 
ed under  local  anesthesia,  compared  to  two 
deaths  in  15  patients  with  a pacemaker  im- 
planted by  thoracotomy  under  general  anes- 
thesia. There  were  three  late  deaths  in  each 
group  and  five  patients  have  been  lost  to  fol- 
low-up— an  ominous  sign  in  this  age  group. 
The  survival  rate  and  reoperation  rate  were 
calculated  from  the  total  number  of  follow-up 
months  all  patients  had  a specific  type  of 
pacemaker,  divided  by  the  number  of  deaths 
and  reoperations.  The  average  life  expectancy 
of  the  69  year  old  general  population  is  146 
months.'"’  With  heart  block  and  a transvenous 
pacemaker  life  expectancy  is  94.7  months, 
and  with  a thoracotomy  pacemaker  64.2 
months.  If  the  five  patients  who  are  lost  to 
follow-up  are  dead,  as  suspected,  the  differ- 
ence between  thoracotomy  and  transvenous 
pacemakers  would  be  even  greater. 

The  reoperation  rate  also  was  lower  in  the 
transvenous  group — once  every  23.7  months 
compared  to  16.0  months.  Of  the  original  15 
patients  treated  by  thoracotomy,  only  one  is 
still  living  with  a thoracotomy  pacemaker  in 
place.  Five  are  dead,  six  are  living  after  be- 
ing converted  to  a transvenous  when  the 


TABLE  3 

Preoperative  Laboratory  Data 

AVERAGE  RANGE  COMMENT 


HCT 

43% 

31-54% 

WBC 

8,800/mm* 

3,6C0-lS,400/mm3 

BUN 

30mg  % 

9-122mg% 

3 were  15mg%  or  lower 

FBS 

1 1 9mg  % 

90-164mg% 

2 below  1 0Omg  % & 1 1 below 
110mg%  (5  with  intravenous 
fluids  & 2 diabetics  excluded) 

Na 

1 40meq/ 1 

128-150meq/1 

Low  due  to  diuretics 

K 

4.1  meq/ 1 

2,8-7.2m3q/l 

Low  due  to  diuretics 

Cl 

1 01  meq/l 

93-1  16meq/l 

CO2 

22meq/ 1 

12-32meq/l 

23  below  24mg  % 

URINE 

RBC  14,  PROTEIN  13 

Casts  9 

25  abnormal 

TABLE  3 lists  the  average  and  range  of  preoperative  laboratory  studies  from  41  patients  undergoing  permanent  cardiac 
pacemaker  implantation. 
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TABLE  4 

Electrocardiogram  and  Chest  X-ray 


EKG 

X-RAY 

Fixed  Complete  AV  Block 

34 

Cardiomegaly 

27 

Intermittent  Complete  AV  Block 

4 

Pulmonary  Congestion 

8 

2:1  AV  Block 

2 

Pleural  Ef'usion 

8 

Sinus  Bradycardia 

1 

Normal 

7 

TABLE  4 lists  the  EKG  pattern  and  chest  x-ray  abnormalities  in  41  patients  receiving  a permanent  cardiac  pacemaker.  Some 
type  of  atrioventricular  block  was  present  in  40  patients,  and  one  patient  had  syncope  due  to  severe  sinus  bradycardia 
which  was  resistant  to  drug  therapy. 


TABLE  5 

Postoperative  and  Follow-up  Data 


THORACOTOMY 

TRANSVENOUS 

Operative  Deaths 
Late  Deaths 
Complications 
Ave  age  Survival  Rate* 

2 of  15 

3 of  10  13  no  follow-up) 

4 of  1 3 survivors 

64.2  mo.  (5  deaths  in  321 

P.M.) 

0 of  26 

3 of  24  (2  no  follow-up) 

3 of  26 

94.7  mo.  (3  deaths  in  284  P.M.) 

Per  Patient-month 
Reoperative  Rate 

16.0  mo.  (20  oper.  in  321 

P.M.) 

23.7  mo.  112  reoper.  in  284  P.M.) 

Per  Patient-month 
Results  & Type  of  Pacemaker 
at  death  or  follow-up 

Average  Life  Expectancy 
at  69  yr. 

1 Living — Thoracotomy 
6 Living — Transvenous 
5 Dead — Thoracotomy 

1 Unknown — Thoracotomy 

2 Unknown — Transvenous 
1 2.2  yr.  or  1 46  mo. 

21  Living — Transvenous 
3 Dead — Transvenous 
2 Unknown — Transvenous 

TABLE  5 lists  the  results  and  present  status  of  41  patients  treated  by  pacemaker  implantation — 15  implanted  by  thoraco- 
tomy and  26  implanted  tranvenously.  P.M.  Ipatient  months)  refers  to  the  total  months  all  patients  had  a pacemaker  func- 
tioning and  therefore  were  at  risk  of  death  or  mechanical  failure  and  reoperation.  After  January,  1966,  all  thoracotomy 
pacemakers  that  failed  were  replaced  with  transvenous  pacemakers. 

’*‘Five  patients  with  no  follow-up  are  excluded. 


thoracotomy  pacemaker  failed,  and  the  fate  of 
three  is  unknown.  However,  21  of  26  patients 
with  transvenous  pacemakers  are  living,  three 
are  dead,  and  two  are  unknown. 

Conclusions 

The  results  are  reviewed  of  41  patients  with 
heart  block,  treated  by  permanent  cardiac 
pacemaker  implantation  at  the  University  of 
Kentucky  Medical  Center,  during  a five-year 
period.  A thoracotomy  with  general  anesthesia 
was  performed  in  15  patients,  and  transvenous 
implantation  with  local  anesthesia  was  used  in 
26.  The  transvenous  pacemaker  was  found  to 
be  superior  in  morbidity,  complications,  early 
and  late  mortality  rate,  and  incidence  of  re- 


operation for  mechanical  failure.  There  is  now 
no  indication  for  performing  a thoracotomy  as 
the  primary  operation  for  permanent  cardiac 
pacemaker  implantation. 
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Management  of  Acute  Injuries 
of  the  Upper  Extremity 

Paul  M.  Weeks,  M.D.* 

Lexington,  Kentucky 


A systemcitic  approach  for  evaluation  of 
the  injured  extremity  is  presented.  In- 
dications for  and  methods  of  skin  re- 
placement, bony  fixation,  nerve  and  ten- 
don repair  are  presented.  The  importance 
of  maintaining  supple  joints  is  stressed. 

INJURIES  of  the  upper  extremity  are  rare- 
ly life  threatening,  yet  disability  from  resid- 
ual deformity  profoundly  alters  living.  Ini- 
tial treatment  of  the  injury  is  directed  at  re- 
storing functional  units  as  indicated,  obtaining 
primary  healing  with  minimal  scar  tissue  for- 
mation and  providing  an  optimum  environ- 
ment for  subsequent  surgery  as  needed.  Syste- 
matic evaluation  of  the  injury  facilitates  ac- 
curate assessment.  Of  course,  the  sme  quo  non 
of  repair  is  viability  of  the  injured  part.  Tech- 
niques for  re-establishment  of  vascular  con- 
tinuity are  detailed  elsewhere.^  - After  confirm- 
ing viability,  our  initial  examination  is  tissue 
oriented,  i.e.,  skin,  bone,  joint,  nerve  and  ten- 
don. Surgical  reconstruction  is  similarly  orient- 
ed, systematically  progressing  through  each 
tissue  complex  until  restoration  of  motor  unit 
function  can  be  re-established  by  repair,  trans- 
fer or  grafting  of  tendons. 

Basic  evaluation  of  each  tissue  system  de- 
mands answers  to  at  least  the  following  ques- 
tions. Is  direct  wound  closure  precluded  by 
skin  loss?  If  direct  closure  is  not  feasible,  is 
pedicle  flap  or  split  graft  coverage  indicated? 
What  bones  are  fractured,  the  relative  posi- 
tions, particular  problems  the  fractures  may 
present  and  type  of  fixation  required?  Are 
nerves  severed,  contused  or  avulsed?  And  fi- 
nally, which  tendons  are  divided,  where  and 
under  what  circumstances,  in  order  to  select 
primary  or  secondary  tendon  repair?  Each 
subject  area  will  be  developed  through  illus- 
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trated  discussion.  If  there  is  no  skin  loss, 
fractured  bones  or  severed  nerves,  one  im- 
mediately bypasses  these  areas  of  concern  and 
concentrates  on  management  of  the  severed 
tendons. 

Skin  Loss 

When  significant  skin  loss  precludes  wound 
closure,  skin  coverage  can  be  accomplished 
by  use  of  free  grafts  or  pedicle  grafts.  Table 
I categorizes  the  types  of  skin  coverage 
available  and  indications  for  use.  Free  grafts 
are  those  completely  detached  from  the  donor 
site  and  include  split,  full  thickness  and  com- 
posite tissue  grafts.  The  split  graft  provides 
epithelium  and  a partial  thickness  of  the  un- 
derlying dermis.  Since  skin  appendages  remain 
in  the  donor  site,  the  latter  heals  by  epitheliali- 
zation  and  contraction.  Full  thickness  grafts 
transfer  epithelium  and  a full  complement  of 
underlying  dermis  including  skin  appendages. 
Consequently,  the  donor  site  must  be  closed 
either  directly  or  with  a split  graft.  Composite 
grafts  transfer  in  continuity,  tissues  other  than 
skin,  i.e.,  cartilage. 

Split  grafts  are  utilized  when  subcutaneous 
tissue  or  muscle  is  exposed  in  the  depths  of 
the  wound  and  direct  closure  of  the  skin 
edges  is  not  feasible.  (Figure  1)  Increasing  the 
thickness  of  split  grafts  increases  the  amount 
of  dermis  transferred,  thereby  providing  more 
functional  padding.  Epithelium  (primarily  wa- 
ter) contributes  little  tensile  strength,  whereas 
the  dermis  (primarily  interlacing  bundles  of 
collagen)  determines  a tissue’s  functional  cap- 
abilities regarding  stress-strain.  Yet  the  thick- 
er the  free  graft,  the  greater  chance  of  graft 
failure.  Split  grafts  of  18-24/1000  inch  thick- 
ness provide  sufficient  dermis,  unassisted  heal- 
ing of  the  donor  site,  and  minimal  risk  of  fail- 
ure. The  free  full  thickness  graft  can  be  used 
in  clean  acute  wounds  where  function  de- 
mands extra  “padding”,  i.e.,  pulp  of  digits  and 
palm.  The  composite  graft  is  rarely  used  in 
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TABLE  1 


Skin  Coverage 


TYPE 

ELEMENTS 

INDICATIONS 

SOURCE 

Free  Grafts 

Split  Thickness 

Epithelium 
Portion  of  Dermis 

Exposed  Muscle  or 
Subcutaneous  Tissue 

Usually  thighs,  buttocks, 
back,  etc. 

Full  Thickness 

Epithelium 
All  of  Dermis 
Skin  Appendages 

Supraclavicular,  axilla, 
groin,  medial  thigh 

Composite 

Epithelium 

Dermis 

Subcutaneous  Tissue 
and  Contents 

Not  indicated  in 
extremity  repair 

Ear 

Pedicle  Grafts 

Full  Thickness 

Epithelium 

Dermis 

Skin  Appendages 
Subcutaneous  Tissue 
Neurovascular 
elements 

Exposed  tendon,  bone, 
joint,  or  major  neuro- 
vascular elements 

Distant— chest,  abdomen, 
opposite  extremity 
Local — cross  finger, 
island  pedicle,  etc. 

acute  injury  and  is  not  indicated  in  hand  in- 
juries. 

The  pedicle  graft  (flap)  remains  attached 
to  the  patient,  the  pedicle  of  attachment  trans- 
porting the  arterial  and  venous  systems  neces- 
sary to  maintain  flap  viability.  This  pedicle 
may  range  from  an  isolated  artery  and  vein 
(island  pedicle)  to  a broad  flap  of  skin  con- 
taining numerous  fine  capillaries  but  no  major 
vessels.  The  flap  transfers  a full  complement 
of  epidermis  and  underlying  dermis  and,  of 
particular  importance,  a layer  of  subcutaneous 
tissue  and  fat.  (Figure  2) 

Neural  elements,  motor  and/or  sensory, 
may  be  maintained  to  a flap  permitting  trans- 
fer of  innervated  skin  or  muscle,  its  viability 
and  functional  capacity  being  maintained 
through  the  intact  neurovascular  pedicle. 

Pedicle  flap  usage  is  indicated  when  local 
tissue  loss  precludes  adequate  coverage  of 
tendons,  bones,  joints  and  neurovascular  ele- 
ments, as  will  be  discussed  below.  (Figure  3) 


FIGURE  1.  Primary  excision  of  third  degree  burn  exposes 
a thin  film  of  subcutaneous  tissue  covering  the  extensor 
tendons.  Split  grafts  provide  adequate  coverage. 


The  premise  for  motor  function  is  gliding  of 
tendons  free  of  restrictive  adhesions.  Tendons 
are  encircled  by  a specialized  structure,  para- 
tenon,  to  aid  gliding.  Free  grafts  applied  to 
paratenon  are  acceptable.  It  is  only  when  this 
paratenon  is  absent  that  pedicle  flap  coverage 
is  necessary.  Without  gliding,  the  tendon  is 
functionless  because  it  is  unable  to  transmit 
muscle  contraction  to  the  movable  part.  On 
the  dorsum  of  the  hand,  tendon  gliding  of  1.6 
centimeters  permits  full  flexion  and  extension 
of  the  digits.  In  contradistinction,  the  flexor 
tendons  in  the  palm  must  glide  3.6  centimeters 
during  the  full  range  of  digital  motion.  If  ex- 
posed tendon  is  covered  with  a free  graft 
(split  or  full  thickness)  the  dermis  of  the 
graft  will  adhere  not  only  to  the  tendon  but 
also  to  surrounding  muscle,  periosteum  and 
fascia  producing  adhesions  which  render  the 
tendon  functionless.  If  the  exposed  tendon  is 
covered  with  a pedicle  flap,  the  underlying 
fat  of  the  flap  forms  minimal  scar  tissue  and 
adhesion  between  the  tendons  and  the  flap. 
Minimizing  adhesions  is  a necessary  prerequi- 
site to  regaining  or  maintaining  motor  func- 
tion. Furthermore  if  a tendon  has  been 
avulsed,  subsequent  replacement  necessitates  a 
bed  free  of  dense  scar  tissue. 

Exposed  bone,  which  is  or  has  been  tra- 
versed by  functional  motor  units  in  the  fore- 
arm and  hand,  requires  pedicle  flap  cover- 
age in  anticipation  of  the  restoration  of  motor 
units  across  the  area.  Periosteum  readily  ac- 
cepts a split  graft,  but  if  tendon  grafting, 
repair  or  transfer  is  anticipated,  the  free 
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Split  or  full  thickness  graft  provides  inadequate 
gliding  surfaces  as  discussed  above. 

The  exposed  joint  in  the  hand,  wrist  or  el- 
bow necessitates  pedicle  flap  coverage  to  pre- 
serve joint  integrity.  When  the  joint  capsule 
is  missing,  a free  graft  cannot  be  utilized  as  it 
would  have  no  nourishment.  Sufficient  pedicle 
coverage  in  which  the  dorsum  of  the  joint  is 
excised  requires  application  of  the  pedicle  with 
the  joint  moderately  flexed  and  conversely 
adequate  coverage  of  the  volar  surface  re- 
qu'res  almost  complete  extension.  This  allows 
adequate  soft  tissue  to  permit  a full  range  of 
motion. 

Major  neurovascular  elements  require  pedi- 
cle coverage  for  the  following  reasons:  1)  in- 
fection beneath  split  coverage  may  lead  to 
erosion  of  a vessel  wall;  2)  danger  of  direct 
damage  to  vessel;  and  3)  prevention  of  pain- 
ful neuromata.  The  dangers  of  vascular  erosion 
have  been  well  documented  after  radical  neck 
dissection.  In  the  upper  extremity  vessel  cover- 
age can  usually  be  obtained  by  shifting  adja- 
cent muscle  over  the  vessels  yet  flap  coverage 
may  be  necessitated  by  circumstances  of  sur- 
rounding skin,  bone,  tendon  or  joint.  Addition- 
ally, the  thicker  pedicle  flap  coverage  cushions 
underlying  neuromata. 

Fractures 

Optimum  healing  of  fractures  requires  ap- 
proximation and  immobilization  of  the  dis- 
rupted bone  ends.  Accurate  approximation 
at  the  fracture  site  can  usually  be  gained  by 
closed  manipulation.  In  considering  methods 
for  immobilization  one  must  realize  that  in 
moderate  to  severe  injuries,  appreciable  ede- 
ma formation  occurs.  Edema  is  a manifesta- 
tion of  tissue  damage  with  resultant  alteration 
in  capillary  permeability.  The  protein  rich 
edema  fluid  attracts  water  into  the  interstitial 
spaces  until  capillary  permeability  is  re-estab- 
lished. The  collateral  ligaments  and  soft  tis- 
sues surrounding  the  joints  and  tendons  be- 
come engulfed  in  this  edema  fluid  which  con- 
geals about  these  structures.  With  the  subse- 
quent deposition  of  collagen,  the  collateral 
ligaments  become  non-yielding,  the  flexor  and 
extensor  tendons  are  bound  to  immovable 
surrounding  structures  and  the  hand  is  “froz- 
en”. Consequently  the  primary  goals  when 
treating  an  injury  are:  1)  approximation  and 
immobilization  of  fracture,  2)  maintaining  of 
digital  length,  3)  preservation  of  joint  motion, 


FIGURE  2.  Previously  the  distal  forearm  was  covered  with 
an  abdominal  pedicle  flap.  Reflection  of  the  flap  at  a sub- 
sequent procedure  reveals  the  underlying  fatty  layer  forming 
minimal  scar  and  thereby  providing  an  ideal  bed  for  nerve 
and  tendon  repair. 

and  4)  reduction  of  edema.  Immobilization  re- 
quires either  external  or  internal  splinting.  Ex- 
ternal immobilization  (plaster  cast)  usually 
requires  immobilizing  more  joints  than  just  the 
two  in  juxtaposition  to  the  fracture.  It  is  evi- 
dent that  if  prolonged  external  splinting  of  a 
fracture  is  employed,  the  patient  ends  up  with 
a stiff  finger  or  hand.  As  a compromise,  pas- 
sive joint  motion  is  inaugurated  at  12-14  days 
post  fracture  with  progressive  increase  in  mo- 
tion until  full  exercise  is  accomplished  at  three 
weeks.  This  is  possible  in  transverse  fractures 
which  firmly  abut.  However,  spiral  or  crush- 
ing fractures  require  longer  periods  of  immobi- 
lization for  the  fracture  site  to  become  sticky 
enough  to  tolerate  joint  motion. 

The  dissatisfaction  with  external  splinting 
has  led  to  a greater  interest  in  internal  fixation 
with  various  screws,  plates,  wires,  etc.  The  ad- 
vantages of  internal  fixation  include:  1)  firm 
approximation  of  fracture  ends;  2)  immobili- 
zation across  the  fracture  site;  3)  minimal  im- 
mobilization of  juxtapositioned  joints;  4)  pres- 
ervation of  digital  length;  and  5)  early  joint 


FIGURE  3.  An  avulsion  injury  exposing  bone  and  joints. 
In  addition,  subsequent  restoration  of  digital  extension 
by  tendon  grafting  necessitates  pedicle  coverage  as  dis- 
cussed in  text. 
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mobilization.  The  use  of  K-wires  is  illustrated. 
(Figures  4 and  5)  The  disadvantages  of  in- 
ternal fixation  include  infection  and  impinge- 
ment of  wires  on  associated  structures,  i.e., 
tendons  (the  latter  can  be  avoided  by  careful 
technique). 

The  criterion  of  success  is  ultimate  function 
in  the  part  and  the  means  by  which  this 
can  best  be  accomplished  whether  by  ex- 
ternal or  internal  splinting,  is  determined  by 
the  operator’s  previous  experiences. 

Disruptions  of  Tendons 

Tendon  repair  or  transfer  is  not  undertaken 
as  a primary  procedure  when  loss  of  overlying 
skin  necessitates  pedicle  flap  coverage.  Under 
these  circumstances,  tendon  repair  is  delayed 
until  after  completion  of  the  flap  transfer  to 
allow  maturing  of  the  resulting  scar  tissue. 
When  bone  and  tendon  have  been  disrupted 
at  the  same  level,  bony  healing  is  obtained 
before  re-establishment  of  tendon  function. 

When  only  tendons  are  divided,  the  decision 
of  primary  versus  secondary  repair  must  be 
considered.  This  decision  is  necessitated  by 
the  presence  of  fibro-osseous  sheaths  through 
which  the  tendons  glide.  On  the  dorsum  of  the 
hand,  these  sheaths  are  located  over  the  wrist 
and  are  approximately  4 cm  in  length.  Since 
the  amplitude  of  motion  of  the  extensor  ten- 
dons for  complete  digital  flexion  and  exten- 
sion is  so  small — 1.6  cm — primary  repair  is  the 
general  rule.  When  the  extensors  are  cut  in  the 
fibro-osseous  tunnels,  the  dorsum  of  these  tun- 
nels may  be  excised.  If  an  entire  sheath  has 
been  sacrificed,  slight  “bow  stringing”  occurs 


FIGURE  4.  Transverse  fraclures  of  )he  middle  phalanges  of 
the  long  and  ring  fingers  are  evident. 


FIGURE  5.  Crossing  Kirschner  wires  immobilize  the  long 
finger  middle  phalanx.  The  fracture  in  the  ring  finger  was 
so  close  to  the  joint  that  adequate  purchase  for  criss- 
crossing wires  could  not  be  obtained.  Fixation  was  ob- 
tained by  traversing  the  distal  interphalangeal  joint. 


across  the  joint  when  the  wrist  and  digits  are 
fully  extended. 

The  flexor  tendons  are  enclosed  in  similar 
fibro-osseous  tunnels  extending  from  the  distal 
palmar  crease  to  the  distal  phalanx.  Primary 
repair  of  flexor  tendons  divided  in  the  fore- 
arm, wrist,  palm  of  the  hand  or  over  the  distal 
phalanx  is  indicated  in  clean  wounds  seen 
within  six  hours.  Clean  laceration  of  tendons 
within  the  area  of  the  fibro-osseous  tunnel 
extending  from  the  distal  palmar  crease  to 
proximal  interphalangeal  joint  area  has  divided 
support  for  primary  versus  secondary  repair. 
Primary  repair  of  both  tendons  has  been  ad- 
vocated by  Kleinert.^  Verdan  and  others  have 
advocated  primary  repair  of  the  profundus  and 
removal  of  the  flexor  digitorium  sublimis  when 
both  tendons  are  severed. Boyes  and  Pulver- 
taft  among  others  feel  it  is  most  advantageous 
to  repair  only  severed  nerves  and  overlying 
skin  in  anticipation  of  secondary  flexor  tendon 
grafts  or  tenorrhaphies  several  weeks  after 
healing  has  been  obtained. The  occasional 
operator  in  this  area  is  strongly  urged  to  adopt 
a policy  of  obtaining  primary  wound  healing 
and  subsequently  seeking  consultation.  The 
first  chance  at  repair  is  the  best  and  if  ex- 
cessive scar  formation  results  then  subsequent 
procedures  are  markedly  compromised. 

Nerve  Repair 

Much  of  the  disagreement  concerning  pri- 
mary versus  secondary  nerve  repair  has  arisen 
from  attempting  to  apply  wartime  experiences 
to  civilian  type  injuries.  The  World  War  II  ex- 
periences, reported  by  Woodhall  and  Seddon, 
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are  not  applicable  in  toto  to  civilian  injuries.'^-® 
The  following  remarks  are  limited  to  manage- 
ment of  civilian  injuries.  The  factors  favoring 
nerve  repair  at  time  of  acute  injury  include: 

1)  absence  of  scar  tissue  necessitating  further 
dissection;  2)  no  need  for  extensive  nerve 
mobilization  as  cut  ends  have  not  retracted  and 
contracted;  3)  time  and  number  of  operative 
procedures  saved  if  anastomosis  is  successful; 

4)  the  early  nerve  repair  yields  better  motor 
function  recovery;  5)  particularly  good  results 
are  obtained  in  children  with  primary  repairs; 

6)  division  by  a sharp  instrument  inflicts  little 
concomitant  tissue  damage;  and  7)  digital 
nerve  lacerations  almost  necessitate  primary 
repair. 

The  factors  favoring  early  repair  after  ob- 
taining healing  of  injured  tissues  include:  1) 
division  of  nerve  by  blunt  instrument  which 
inflicts  much  concomitant  tissue  damage;  2) 
avulsion  injury  requiring  primary  attention  to 
pedicle  flap  coverage;  3)  grossly  contaminated 
injury;  and  4)  forearm  injury  with  division  of 
median  and  ulnar  nerves  and  flexor  tendons. 

In  the  forearm,  the  muscles  will  contract  and 
develop  contractures  if  not  repaired  early. 
Thus,  tendon  division  takes  precedence  over 
nerve  repair  in  the  forearm.  However,  in  the 
palm  and  digits,  the  proximal  end  of  the 
severed  tendon  is  held  forward  by  the  vincula, 
the  lumbricals  or  by  interconnections  between 
flexor  tendons.  Thus  nerve  repair  takes  pre- 
cedence over  tendon  repair  in  these  areas. 

Critical  evaluation  of  nerve  regeneration 
was  lacking  until  Moberg  demonstrated  the 
need  for  determining  “tactile  gnosis”.  A hand 
could  detect  touch  and  pain  stimuli  but  be  un- 
able to  interpret  object  form  unless  aided  by 
direct  vision.  He  suggests  determining  the  func- 
tional value  of  cutaneous  sensibility  by  the 
following  tests:  1)  tactile  gnosis  for  precision 
sensory  gap — ninhydrine  finger  printing  meth- 
od; 2)  sensibility  for  gross  grip — examine 
palm  for  evidence  of  callosities;  3)  protective 
sensibility — history  of  accidental  burns  with- 
out pain.® 

Despite  the  timing  of  repair,  one  must  re- 
member that  if  adequate  nerve  function  return 
is  not  observed  after  a calculated  time  for  re- 
covery, then  re-exploration  must  be  undertaken 
to  enhance  the  chances  for  functional  recovery. 

The  earlier  a divided  nerve  is  repaired  the 
better  motor  and  sensory  recovery. 
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Maintaining  Joint  Motion 

A most  neglected  area  when  managing  an 
injured  extremity  is  joint  mobility.  It  is  of  little 
value  to  obtain  excellent  skin  coverage,  bony 
union  and  nerve  regeneration  if  the  joints  are 
stiff.  Tendon  repairs  or  transfers  on  digits  with 
stiff  joints  are  futile.  If  a full  range  of  passive 
motion  is  not  obtained  before  tendon  repair 
then  a full  range  of  motion  cannot  be  expected 
after  tendon  repair.  Constant  awareness  of 
joint  mobility  is  essential.  Understanding  the 
factors  contributing  to  joint  stability  and  the 
alterations  resulting  from  injury  will  aid  in 
management. 

The  factors  contributing  to  joint  stability 
are:  1)  collateral  ligaments;  2)  volar  capsule 
(plate);  3)  long  extensor  tendons;  4)  long 
flexor  tendons;  and  5)  intrinsic  musculature. 
(Figure  6 a-h)  The  characteristics  of  the  meta- 
carpal phalangeal  joint  are  used  for  discussion. 

Collateral  ligaments  (Figure  6 a-b)  arise 
above  the  axis  of  rotation  of  the  metacarpal 
head  and  extend  to  the  center  of  the  proximal 
phalanx.  The  collateral  ligaments  are  lax  in 
full  digital  extension  as  the  distance  from  origin 
to  insertion  is  shorter  than  the  ligament  length. 
As  flexion  proceeds,  the  proximal  phalanx 
g'id’s  around  the  oblong  metacarpal  head 
resulting  in  progressive  tautness  of  the  collateral 
1-gaments.  If  the  collateral  ligaments  are  not 
supple  to  allow  this  rotation  then  flexion  can 
be  initiated  but  can  proceed  only  to  the  point 
allowed  by  the  shortened  collateral  ligaments. 

The  volar  plate  forms  the  thickened  part  of 
the  capsule  separating  the  flexor  tendons  from 
the  joint  space.  (Figure  6 c-d)  Obliteration  of 
this  space  by  scarring  of  the  joint  capsule  can 
limit  either  extension  or  flexion  according  to 
the  initial  position  of  the  joint  surfaces.  With 
the  joint  in  full  extension  obliteration  of  the  po- 
tential space  eliminates  gliding  of  the  proximal 
phalanx  around  the  metacarpal  head.  The  dor- 
sal surface  of  the  proximal  phalanx  pulls  away 
from  the  metacarpal  phalangeal  head,  much 
as  opening  a page  of  a book,  producing  a de- 
pression over  the  dorsum  of  the  joint.  Oblitera- 
tion of  the  volar  capsule  space  with  the  finger 
in  flexion  limits  extension  of  the  proximal 
phalanx. 

The  intrinsic  musculature  has  two  basic 
functions,  flexion  of  metacarpal  phalangeal 
joints  and  extension  of  proximal  and  distal 
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FIGURE  6.  a.  In  digital  extension,  collateral  ligaments  are  lax.  b.  In  flexion  the  collateral  ligaments  span  greater  distance 
due  to  oblong  metacarpal  head.  c.  Scarring  of  volar  plate  prevents  gliding  of  proximal  phalanx  around  metacarpal  head, 
d.  Scarring  of  volar  plate  with  joint  in  flexion  prevents  joint  extension,  e.  Contracted  intrinsic  muscle  prevents  flexion  of 
distal  phalanx  with  metacarpal  phalangeal  joint  extended,  f.  Flexion  of  metacarpal  phalangeal  joint  relaxes  contracted 
intrinsics.  g.  Scar  about  extensor  tendon  limits  joint  flexion,  h.  Scar  about  flexor  tendon  limits  digital  extension. 


interphalangeal  joints.  Contracture  (shorten- 
ing) of  these  muscles  limits  metacarpal  phal- 
angeal joint  extension  and  interphalangeal 
joint  flexion.  Intrinsic  contracture  can  be  de- 
tected by  hyperextending  the  metacarpal 
phalangeal  joint  (placing  the  intrinsics  on  a 
stretch)  and  attempting  flexion  of  the  distal 
phalanx  (Figure  6 e-f)  Then  the  metacarpal 
phalangeal  joint  is  flexed  and  flexion  of  the 
distal  phalanx  again  attempted.  If  the  distal 
phalanx  is  held  in  rigid  extension  when  the 
metacarpal  phalangeal  joint  is  hyperextended 
then  the  intrinsic  musculature  is  contracted. 
Flexion  of  the  metacarpal  phalangeal  should 
release  this  tightness.  If  not,  then  tightness  of 
distal  phalanx  is  due  to  scarring  over  the  dor- 
sum of  the  digit. 

The  long  flexor  and  extensor  tendons  may 
limit  range  of  joint  motion  when  they  are 


bound  in  scar.  Scarring  about  the  extensor 
tendons  can  limit  flexion  whereas  scarring 
about  the  flexor  tendons  can  limit  digital 
extension.  (Figure  6 g-h)  Movement  of  a joint 
interposed  between  the  area  of  scar  and  the 
digit  will  reveal  the  effect  of  scarred  tendons 
on  range  of  motion.  With  scar  about  the  flexor 
tendons  in  forearm,  digital  extension  may 
be  limited  with  the  wrist  in  neutral.  If  the 
wrist  is  flexed  then  passive  extension  of  the 
digital  joint  can  be  obtained.  This  indicates 
that  limitation  of  joint  motion  resulted  from 
scarring  about  the  flexor  tendons.  The  con- 
verse is  true  for  scarring  about  extensor  ten- 
dons. 

With  this  background  it  is  evident  that  many 
anatomical  factors  can  contribute  to  joint 
stiffness  when  coupled  with  alterations  associ- 


710 


August  1968  • The  Journal  f 


Management  of  Acute  Injuries  of  the  Upper  Extremity — Weeks 


ated  with  the  injury — the  most  malignant  fac- 
tor being  edema.  Edema  must  be  minimized  in 
the  injured  extremity!  This  is  accomplished  by 
constant  elevation  of  the  extremity  which  has 
been  encased  in  a pressure  dressing.  Elevation 
is  not  simply  raising  the  forearm  for  brief 
periods  or  putting  it  in  a sling.  Edema  is  mini- 
mized by  elevation  of  the  hand  with  support- 
ing strips  to  extend  as  high  as  possible  with  the 
elbow  extended.  Elevation  is  maintained  until 
edema  has  completely  subsided  and  re-initiated 
if  edema  recurs.  The  pressure  dressing  is  of 
particular  importance.  It  provides  immobili- 
zation of  and  exerts  uniform  pressure  on  the 
digits,  wrist  and  forearm.  The  nail  beds  should 
always  remain  exposed  for  use  as  an  indicator 
of  digital  circulation.  Re-inforcement  or  re- 
placement of  the  dressing  assures  maintaining 
its  firmness. 

The  prevention  of  joint  stiffness  cannot  be 
stressed  too  vigorously. 

Summary 

Evaluation  of  the  acutely  injured  upper  ex- 
tremity is  assisted  by  a systematic  approach 


according  to  tissues  involved,  i.e.,  skin,  bone, 
joint,  nerve  and  tendon.  Indications  for  and 
methods  of  skin  replacement,  bony  fixation, 
nerve  and  tendon  repair  have  been  presented. 
The  importance  of  maintaining  supple  joints 
has  been  stressed. 
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Manuscript  Memos 


Manuscripts  should  be  submitted  in  duplicate  to 
The  Journal  of  KM  A,  an  original  copy  and  one  car- 
bon and  typed  with  double  spacing.  Maximum  length 
of  an  article  should  not  exceed  4500  words;  the  Board 
of  Consultants  on  Scientific  Articles  prefers  that  they 
be  briefer  than  this  when  possible. 

In  submitting  a manuscript,  the  author  is  requested 
to  include  a concise  summary,  not  to  exceed  35  words, 
to  be  used  as  a sub-title  when  the  article  is  published 
in  The  Journal.  The  purpose  of  the  summary  is  to 
create  additional  interest  and  encourage  greater 
readership. 

Footnotes  and  bibliographies  should  conform  to  the 
style  of  the  Quarterly  Cumulative  Index  Medicus  pub- 
lished by  the  American  Medical  Association.  This  re- 
quires in  the  order  given:  name  of  author,  title  of  arti- 
cle, name  of  periodical,  with  volume,  page,  month — 
day  of  month  if  weekly — and  year.  The  Journal  of 
the  KMA  does  not  assume  responsibility  for  the 
accuracy  of  references  used  with  scientific  articles. 


All  scientific  material  appearing  in  The  Journal  is 
reviewed  by  the  Board  of  Consulta  its  on  Scientific 
Articles.  The  editors  may  use  up  to  six  illustrations, 
with  the  essayist  bearing  the  cost  of  all  over  three 
one-column  halftones. 

Arrangements  for  reprints  of  an  article  should  be 
made  directly  with  the  publisher  of  The  Journal, 
Gibbs-Inman  Printing  Company,  817  W.  Market  St., 
Louisville,  Ky. 

The  bylaws  of  the  Kentucky  Medical  Association 
provide  that  all  scientific  discussions  and  papers  read 
before  the  KMA  Annual  Meeting  shall  be  referred 
to  the  KMA  Journal  for  consideration  for  publication. 
The  bylaws  further  state  that  the  editor  or  the  as- 
sociate editor  may  accept  or  reject  these  papers  as  it 
appears  advisable  and  return  them  to  the  author  if  not 
considered  suitable  for  publication. 

Please  mail  your  scientific  articles  to  The  Journal 
of  the  Kentucky  Medical  Association,  3532  Janet 
Ave.,  Louisville,  Kentucky  40205. 
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OEO  Programs  in  Kentucky 
A Progress  Report 


f~U  HE  KMA  Committee  on  Appalachian  and 
I OEO  Programs  met  with  the  directors  of 
several  of  the  new  government  programs  dur- 
ing the  past  year.  In  these  meetings  the  Committee 
found  that  these  programs  contain  a variety  of  ap- 
proaches to  medical  care.  For  example,  the  Appala- 
chian Program  is  attempting  to  develop  an  all  in- 
clusive regional  approach  to  medical  care,  whereas 
the  OEO  programs  are  organized  on  a local  basis  and 
serving  their  own  areas  in  different  ways. 


In  order  to  promote  a better  understanding  of  how 
these  programs  operate,  the  Committee  requested  that 
The  Journal  publish  the  following  three  reports, 
written  by  OEO  program  directors,  for  the  informa- 
tion of  the  membership.  A report  on  Appalachian 
programs  in  Kentucky  will  be  printed  in  a future 
issue. 

Frank  M.  Gaines,  Jr.,  M.D.,  Chairman 
KMA  Committee  on  Appalachian 
AND  OEO  Programs 


Neighborhood  Health  Center,  Louisville 

Harvey  Sloane,  M.D. 


ILL  HEALTH  and  poverty  reinforce  each  other. 
Traditionally  the  delivery  of  health  services  to 
the  poor  has  been  fragmented,  impersonal  and 
inaccessible.  The  Office  of  Economic  Opportunity  is 
promoting  a national  demonstration  to  establish 
Neighborhood  Health  Centers  to  provide  delivery  of 
comprehensive,  continuous  and  personalized  health 
services  to  the  poor.  In  June,  1967,  the  Park-Du- 
Valle  area  of  Louisville  received  a grant  of  one  and 
one-half  million  dollars  from  OEO  and  three  private 
local  foundations  to  establish  a Neighborhood  Health 
Center  which  will  develop  a new  delivery  of  health 
care  to  the  over  12,000  poverty  affected  population 
which  is  85  percent  Negro. 

The  Health  Center  will  include  outpatient  medical 
and  dental  services  (preventive,  diagnostic,  therapeu- 
tic, and  rehabilitative),  mental  health  services  and 
social  services.  Great  emphasis  will  be  placed  on 
health  education,  disease  prevention  and  outreach 
services  into  the  community. 

The  activities  of  the  Health  Center  are  based  on 
the  family  physician  (internist,  pediatrician  or  gen- 
eral practitioner)  who  either  renders  service  to  the 
whole  family  or  serves  as  a member  of  the  health 
team  for  that  family.  The  health  team  comprises 
the  family  physician(s),  nurses,  and  social  worker. 
Other  services  such  as  dentistry,  mental  health,  nu- 
trition and  health  education  will  be  included  when 
necessary.  The  health  team  will  work  in  an  integral 
fashion  and  primary  interest  will  be  placed  on  pro- 
moting the  patient’s  motivation  and  concern  toward 


his  health.  There  is  follow  up  work  being  conducted 
in  the  homes  and  schools  by  professional  and  sub- 
professional members  of  the  staff.  Since  social  and 
health  problems  are  often  closely  interrelated,  great 
emphasis  is  being  placed  on  social  service  workers 
working  closely  with  the  health  professionals. 

The  Mental  Health  Department  is  directed  toward 
crisis  intervention  and  group  therapy  of  a supportive 
nature,  and  a program  of  community  mental  health 
is  being  developed  which  will  relate  to  the  schools 
and  courts.  Alcoholism  and  narcotics  programs  are 
anticipated  in  the  next  year. 

Each  department  of  the  Center  is  training  and 
utilizing  subprofessionals  in  keeping  with  the  idea 
that  many  of  the  duties  professionals  now  perform 
can  be  done  by  a less  trained  person.  Furthermore, 
the  Health  Center  wishes  to  develop  health  careers 
for  the  residents  of  the  area.  Presently,  the  Health 
Center  is  only  serving  indigent  patients  21  and  under, 
since  temporary  quarters  are  not  of  adequate  space 
volume.  In  late  summer  the  renovated  public  hous- 
ing units  will  be  completed  and  service  open  for  the 
whole  population.  The  Health  Center  is  part  of  the 
Pilot  Cities  Program  which  will  not  only  provide 
health  services,  but  also  employment,  day  care,  child 
development,  and  other  services  in  a neighborhood 
center  complex.  In  this  way  total  community  service 
to  the  Park-DuValle  area  will  be  developed. 

Policy  of  the  Neighborhood  Center  is  conducted 
by  a Board  of  Directors  composed  of  professionals, 
community  leaders  of  Louisville  and  residents  from 
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the  area  served,  each  representing  one-third  of  the 
Board.  The  professionals  include  representatives 
from  the  School  of  Mediciie,  the  Jefferson  County 


Medical  Society,  Falls  City  Medical  Society,  the  Jef- 
ferson County  Dental  Society,  Kent  School  of  Social 
Work  and  the  Health  and  Welfare  Council. 


Floyd  County  Comprehensive  Health  Services  Program 

Russell  Hall,  M.D, 


The  Big  Sandy  Area  Community  Action  Agen- 
cy was  funded  for  a Comprehensive  Health 
Services  Program  by  the  Office  of  Economic 
Opportunity.  The  Floyd  County  Health  Department 
is  the  delegate  agent  responsible  for  the  implemen- 
tation of  this  program.  The  program  began  July  1, 
1967  and  was  granted  $469,175  in  federal  funds  for 
the  first  year  of  operation.  The  program  was  approved 
on  a five-year  plan  with  a projected  budget  to  total 
over  $6  million  in  federal  funds. 

Before  submission  to  OEO,  the  program  was  ap- 
proved by  the  Floyd  County  Board  of  Health  and  the 
Floyd  County  Medical  Society.  It  operates  under  the 
direction  of  Floyd  County  Health  Officer  R.  L.  Hall, 
M.D.  In  addition,  the  program  also  employs  a medi- 
cal consultant,  Joanna  Maiden,  M.D. 

A central  staff  including  secretaries,  social  worker, 
health  educator,  nutritionist,  etc.  is  housed  in  the 
health  department.  In  addition  to  this  staff,  there  are 
two  patient  coordinating  teams  which  man  outpost 
centers.  Each  team  consists  of  a nurse  and  four  com- 
munity aides.  Eventually,  there  will  be  eight  teams 
serving  the  county. 

The  teams  will  not  be  delivering  the  actual  medical 
service  but  will  act  as  a link  between  the  people  and 
the  service.  It  is  anticipated  the  most  far-reaching  im- 
provements will  come  from  the  health  education 
provided  by  the  teams.  Already  the  community 


aides  report  that  many  homes  and  families  are 
cleaner  on  follow-up  visits  than  they  were  on  initial 
encounters. 

The  patient  is  free  to  select  his  own  physician 
before  an  appointment  or  referral  is  made  for  him. 
We  feel  this  is  one  facet  of  our  program  making  it 
a good  link  for  the  people.  As  in  the  case  of  the 
selection  of  his  physician,  the  patient  also  selects  his 
own  pharmacy  and  dentist. 

Some  of  the  services  provided  or  paid  for  by  the 
program  include  drugs,  dental  service,  rehabilitative 
devices,  transportation,  medical  examinations,  lab 
work,  x-rays,  etc.  The  program  serves  the  indigent 
of  Floyd  County  and  can  pay  only  if  the  patient  is 
not  covered  by  an  existing  agency  such  as  Vocation- 
al Rehabilitation  or  Medicare.  If  the  patient  is  not 
covered  by  an  existing  program  or  agency,  we  make 
every  effort  to  enroll  him  in  an  on-going  regular 
program. 

The  outposts  opened  in  January.  Thus  far  352 
families  have  been  interviewed.  This  represents  756 
home  visits — as  follow-up  visits  are  necessary  when 
serving  the  program  recipients.  Patients  have  been 
transported  in  the  county  2,000  miles  and  out  of  the 
county  (mainly  U.K.  Medical  Center)  over  6,000 
miles.  Through  February,  the  program  has  expended 
$173,000.  So  far  we  have  paid  for  medical  treatment 
for  about  50  patients  at  a cost  of  $8,100. 


Middle  Kentucky  River  Area  Development  Council 

Mrs.  Mary  Jane  Dunn,  R.N. 


Tremendous  strides  have  been  made  in  the 
field  of  medicine  and  yet  there  are  children  in 
our  clcssrooms  today  suffering  from  as  many 
as  four  types  of  i-testinal  parashes.  Through  the 
efforts  of  Headstart  and  other  federal  and  state 
funded  programs  in  the  school,  children  are  receiving 
well  balanced  meals  and  learning  the  basic  funda- 
mentals of  good  hygiene.  However,  regardless  of  the 
knowledge  the  child  receives  in  the  classroom,  he 
returns  home  to  the  same  conditions.  In  February, 
1966,  the  Office  of  Economic  Opportunity  funded  for 
the  Middle  Kentucky  River  Area  Development  Coun- 
cil a Breathitt  County  Adult  Health  Education  pro- 
gram to  educate  the  household  heads  in  the  area  in 
basic  living  conditions  and  to  make  them  aware  of 
various  health  hazards  existing  within  their  homes 
and  surroundings.  The  program  provides  them  with 
stimulation  to  create  a more  healthful  community, 


and  with  information  concerning  available  health 
services,  and  local  doctors  to  facilitate  better  treat- 
ment. Through  these  combined  efforts,  it  attempts 
to  make  the  area  a healthier  and  better  place  to 
live. 

In  June,  1967,  the  Breathitt  County  Adult  Health 
Program  was  expanded  to  include  the  other  three 
counties,  Lee,  Owsley  and  Wolfe,  of  the  Middle 
Kentucky  River  Area  Development  Council,  and 
combined  with  the  health  program  to  include  com- 
munity organization  for  neighborhood  self-help  proj- 
ects. 

Field  workers  were  chosen  from  the  target  group 
and  trained  by  the  director,  a registered  nurse,  and 
other  people  of  the  community  including  local  doc- 
tors, health  department  personnel  and  agency  people. 
Each  fieldworker  was  assigned  an  area  of  the  county 
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including  his  own  community.  During  the  home  visits 
the  fieldworkers  discussed  all  health  needs  of  the 
family.  When  discussion  alone  did  not  meet  the 
needs,  the  fieldworkers  taught  by  demonstration. 
They  also  passed  on  to  the  family  pertinent  informa- 
tion relating  to  available  agency  resources.  The  out- 
standing needs  identified  by  this  program  were  ( 1 ) 
ignorance  of  the  basic  facts  for  a standard  of  healthy 
living,  (2)  inadequate  or  no  means  of  garbage  dis- 
posal, (3)  inadequate  or  no  toilet  facilities,  (4)  in- 
adequate housing,  (5)  inadequate  water  supply,  (6) 
malnutrition  and  intestinal  parasites  and  (7)  no  pro- 
visions for  invalids  and  elderly  people  living  alone  in 
the  area. 

A family  history  sheet  and  a complete  survey 
have  been  done  on  each  family  visited.  Based  upon 
the  identification  for  needs,  a proposal  has  been  sub- 
mitted for  day  care  centers  for  mentally  retarded 
children,  a committee  has  planned  a nursing  home 
for  the  area,  a proposal  has  been  submitted  for  a 
program  for  the  elderly,  and  facts  have  been  made 
available  to  various  agencies  to  enable  them  to  con- 
duct a more  effective  program  to  meet  the  needs  of 
the  low  income  group. 

Since  the  beginning  of  the  program,  2,734  families 
have  been  visited  for  a total  of  12,652  visits.  Four 
hundred  twenty-one  toilets  have  been  made  sanitary 
— some  moved  from  over  streams,  placed  over  pits, 
made  fly  proof  and  in  many  instances  newly  built. 


Ten  major  dump  sites  have  been  located,  nine  gar- 
bage runs  established,  several  clean-up  campaigns 
have  been  conducted,  112  mothers  are  practicing 
birth  control,  273  families  have  been  immunized, 
1 14  families  have  had  dental  work — many  of  them 
for  the  first  time — and  2,232  referrals  have  been 
made  to  various  sources. 

The  list  is  long  and  the  results  will  continue  to 
manifest  themselves  in  future  generations.  Every  at- 
tempt has  been  made  to  dispel  the  fears  of  mountain 
people  in  seeking  medical  assistance.  Hours  have 
been  saved  for  our  local  doctors  and  health  depart- 
ments by  explaining  the  correct  use  of  the  medical 
card  and  the  results  and  regulations  governing  clinics. 
This  program  has  reached  the  most  isolated  com- 
munities where  people  do  not  receive  the  local  news- 
paper and  therefore  had  often  missed  X-ray  clinics 
and  other  services.  We  have  not  duplicated,  but 
have  tried  only  to  supplement  our  existing  resources. 
By  providing  stimulation  and  guidance  we  have 
attempted  to  break  the  habits  and  educate  the  people 
to  the  realization  of  the  value  of  preventive  medicine. 

So  much  has  been  done  through  this  program  that 
cannot  be  reduced  to  statistics.  Perhaps  a statement 
made  by  Anfred  Alexander,  assistant  director.  State 
Technical  Assistance,  best  sums  it  up,  “The  out- 
reach of  this  program  not  only  corrects  the  families’ 
health  problems  but  acts  as  a catalyst  or  springboard 
to  get  to  the  families’  total  needs.” 


KMA  Annual  Meeting 
September  24-26 

Convention  Center 
Louisville 


(See  pages  727-750  for  details) 
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et’s  be  specific  about  Campbell’s  Soups... 

2iX\A 


There  are  more  than  30  million  people  in  America  who  are  overweight. 
During  the  next  year,  you  probably  will  see  more  than  1,000  of  them  in 
your  own  practice. 


One  good  way  to  help  these  patients  is  to  give  them  a reducing  diet 
based  on  ordinary  eating  patterns. 

Campbell  has  prepared  a sensible  plan  for  weight  control  based  on 
ordinary  eating  patterns.  The  plan  consists  of  a patient  in- 
struction booklet  and  a set  of  menus  which  provide  approxi- 
mately 1,200  calories  daily.  The  menus  are  balanced  to 
provide  the  minimum  daily  requirements  of  nutrients. 

To  obtain  a supply  for  your  office  write  to: 

Campbell  Soup  Company,  Box  265,  Camden,  N.  J.  08101 


TUESDAY 

.^/iv 


MONDAY 


;5.  j ^ 

SUNDAY 


WEDNESDAY 


FRIDAY 


THURSDAY 


SATURDAY 


Ovulen -21 

Each  tablet  contains  ethynodiol  diacetate  1 mg.,  mestranol  0.1  mg. 

works  the  way  a 
woman  thinks 


by  weekdays...not  "cycle  days” 


Whether  it  be  “shopping  day,”  “bridge  day” 
or  “housecleaning  day,”  a woman  is  accustomed  to 
thinking  in  terms  of  days  of  the  week  rather  than 
in  “cycle  days.”  Ovulen-21  lets  her  remember  her 
natural  way.  Once  established,  her  starting  day 
is  always  the  same  day  of  the  week . . . because  it 


s fixed  at  three  weeks  on  — one  week  off  and  is 
'independent  of  withdrawal  flow. 

7he  same  Ovulen  in  the  same  low  dosage. . . 
with  the  same  low  incidence  of  side  effects  and  the 
same  high  degree  of  protection  against  pregnancy. 

Note;  Ovulen  remains  available  in  the  familiar  round  Compack  for  those 
women  who  may  wish  to  continue  to  use  the  traditional  20-day  schedule. 

Be  sure  to  specify  OvuIen-21  to  assure  each  new  patient  of  the  advantages 
of  the  new  Jbree  11'eeks  On — One  H'eek  Off  schedule.  She  might  appreciate 
your  budget-minded  authorization  for  a six-month  supply  (five  Refills). 

Indication — For  oral  contraception. 

Contraindications  — Thrombophlebitis  or  a history  of  thrombophlebitis 
or  pulmonary  embolism,  liver  dysfunction  or  disease,  known  or  suspected 
carcinoma  of  the  breasts  or  genital  organs  and  undiagnosed  vaginal  bleeding. 

Warnings  — Discontinue  medication  pending  examination  if  sudden 
partial  or  complete  loss  of  vision,  or  sudden  onset  of  proptosis,  diplopia  or 
migraine  occurs.  Discontinue  if  papilledema  or  retinal  vascular  lesions 
occur.  Since  the  safety  of  Ovulen  in  pregnancy  has  not  been  established, 
rule  out  pregnancy  before  a patient  who  has  missed  two  consecutive 
menstrual  periods  continues  the  tablets.  Consider  the  possibility  of 
pregnancy  at  the  first  missed  withdrawal  flow  if  the  recommended  schedule 
has  not  been  followed.  The  active  ingredients  in  oral  contraceptives  have 
been  identified  in  the  milk  of  mothers  receiving  these  drugs.  The  significance 
of  this  to  the  infant  has  not  been  determined. 

Precautions  — The  pretreatment  physical  examination  should  specifically 
include  the  breasts,  pelvic  organs  and  a Papanicolaou  smear.  Endocrine 
and  possibly  liver  function  tests  may  be  affected  by  Ovulen.  Such  tests 
should  be  repeated  two  months  after  stopping  the  medication  if  their  results 
were  abnormal  in  a woman  taking  Ovulen.  Pre-existing  fibroids  may 
enlarge  under  the  influence  of  progestin-estrogen  preparations.  Patients 
with  epilepsy,  migraine,  asthma,  cardiac  or  renal  dysfunction,  which 
conditions  might  be  influenced,  require  careful  observation  because  Ovulen 
may  cause  some  degree  of  fluid  retention. 

Ovulen  should  be  used  with  caution  in  patients  with  a history  of 
cerebrovascular  accident.  Nonfunctional  causes  should  be  considered  if 
breakthrough  bleeding  occurs.  Adequate  diagnostic  measures  are  indicated 
in  women  with  undiagnosed  vaginal  bleeding.  Carefully  observe  patients 
with  a history  of  psychic  depression  and  discontinue  the  medication  if 
depression  recurs  to  a serious  degree.  Any  possible  influence  of  prolonged 
Ovulen  use  on  pituitary,  ovarian,  adrenal,  hepatic  or  uterine  function 
awaits  further  study.  Carefully  observe  diabetic  patients  during  Ovulen  use 
since  a decrease  in  glucose  tolerance  has  occurred  in  a few  such  patients. 
Physicians  should  be  alert  to  the  earliest  manifestations  of  thrombophlebitis 
and  pulmonary  embolism  since  such  conditions  occasionally  occur  in 
patients  taking  oral  contraceptives.  Use  Ovulen  judiciously  in  young 


patients  in  whom  bone  growth  is  not  complete  because  of  the  effects  of 
estrogens  on  epiphyseal  closure.  Age  is  no  absolute  limiting  factor,  although 
Ovulen  use  may  mask  the  onset  of  the  climacteric.  Pathologists  should  be 
informed  of  Ovulen  use  when  relevant  specimens  are  submitted. 

Side  effects  — The  following  adverse  reactions  have  been  observed  in 
varying  incidence  in  patients  taking  oral  contraceptives;  nausea,  vomiting, 
gastrointestinal  symptoms  (such  as  abdominal  cramps  and  bloating), 
breakthrough  bleeding,  spotting,  change  in  menstrual  flow,  amenorrhea, 
edema,  chloasma  or  melasma,  breast  changes  (tenderness,  enlargement, 
secretion),  change  in  weight  (increase  or  decrease),  changes  in  cervical 
erosions  and  secretions,  suppression  of  lactation  when  used  immediately  post 
partum,  cholestatic  jaundice,  migraine,  allergic  rash,  rise  in  blood  pressure 
in  susceptible  individuals  and  mental  depression. 

Although  the  following  side  effects  have  been  reported  in  users  of  oral 
contraceptives  no  cause  and  effect  relationship  has  been  established; 
anovulation  post  treatment,  premenstrual-like  syndrome,  changes  in  libido, 
changes  in  appetite,  cystitis-like  syndrome,  headache,  nervousness, 
dizziness,  fatigue,  backache,  hirsutism,  loss  of  scalp  hair,  erythema 
multiforme  and  nodosum,  hemorrhagic  eruption  and  itching.  Thrombo- 
phlebitis, pulmonary  embolism  and  neuro-ocular  lesions  have  occurred  in 
users  of  oral  contraceptives,  although  a cause  and  effect  relationship  has 
been  neither  established  nor  disproved. 

The  following  laboratory  results  may  be  altered  by  oral  contraceptives; 
Bromsulphalein®  and  other  hepatic  function  tests — increased;  coagulation 
tests,  including  prothrombin.  Factors  Vll,  Vlll,  IX  and  X — increased; 
thyroid  function  — increase  in  protein-bound  iodine  and  butanol  extractable 
protein-bound  iodine,  and  a decrease  in  T^  values;  metyrapone  test  and 
pregnanediol  determinations. 

Dosage  and  administration  — One  tablet  of  Ovulen-21  daily  for  21 
consecutive  days,  beginning  five  days  after  the  onset  of  a menstrual  flow 
(the  first  day  of  menstruation  is  counted  as  day  1),  then  discontinued  for 
one  week.  If  Ovulen  is  started  later  than  day  5 after  menses  begins  another 
method  of  protection  is  used  until  the  first  seven  tablets  have  been  taken. 
Subsequent  21-day  courses  are  begun  on  the  eighth  day  after  the  last  tablet 
was  taken  in  the  preceding  cycle.  This  three  weeks  on  — one  week  off 
schedule  is  continued  whether  or  not  withdrawal  flow  has  begun,  flow  has 
ceased  or  spotting  or  breakthrough  bleeding  has  been  experienced. 

If  one  tablet  is  missed  it  is  to  be  taken  as  soon  as  it  is  remembered  and 
the  next  tablet  at  the  usual  time.  If  two  consecutive  tablets  are  missed  the 
dosage  is  doubled  for  the  next  two  days,  then  the  regular  schedule  is 
resumed.  If  three  consecutive  tablets  are  missed  a new  tablet  cycle  is  started 
on  the  eighth  day  after  the  last  tablet  was  taken.  For  the  best  protection 
in  the  latter  two  instances  instruct  the  patient  to  use  another  method  of 
contraception  until  the  next  seven  consecutive  tablets  have  been  taken. 
The  possibility  of  ovulation  increases  with  each  successive  tablet  missed. 

Postpartum  administration  — Non-nursing  mothers  may  begin  Ovulen 
immediately  after  delivery  and  nursing  mothers  after  lactation  is  well 
established. 

Before  prescribing  see  Detailed  Product  Information. 

G.  D.  Searle  & Co.,  P.  O.  Box  5110,  Chicago,  Illinois  60680 

Ovuien'2r 

Each  tablet  contains  ethynodiol  diacetate  1 mg.^  mestranol  0.1  mg. 

three  weeks  on* ♦♦one  week  off 


SEARLE 


In  the  complex  picture 
of  moderate  to  severe  anxiety... 


there  is  a inewi  reason 
for  prescribing  Mellaril 

^ ^ (Thioridazine  HCl) 


effectiveness  in 
mixed  anxiety- depression 


Long  recognized  for  its  usefulness  in  the 
treatment  of  moderate  to  severe  anxiety, 
Mellaril  is  now  also  known  to  be  effective 
against  mixed  anxiety-depression. 

Often  the  symptoms  of  anxiety  states  are 
difficult  to  sort  out— even  with  the  most  careful 
probing.  The  patient  may  manifest  symptoms  of 
agitation,  restlessness,  insomnia,  somatic 
complaints.  But  what  of  the  depression  that  may 
be  mixed  in  the  total  picture?  It  is  reassuring 
to  know  that  Mellaril  may  be  prescribed— with 
strong  possibilities  of  success— when  there  is 
anxiety  alone  or  a mixture  of  anxiety 
and  depression. 


Before  prescribing  or  administering,  see  Sandoz 
literature  for  full  product  information,  including 
adverse  reactions  reported  with  phenothiazines.  7 
following  is  a brief  precautionary  statement. 
Contraindications:  Severe  central  nervous  system 
depression,  comatose  states  from  any  cause, 
hypertensive  or  hypotensive  heart  disease  of 
extreme  degree. 

Warnings:  Administer  cautiously  to  patients  who 
have  previously  exhibited  a hypersensitivity  react  s 
(e.g.,  blood  dyscrasias,  jaundice)  to  phenothiazine 
Phenothiazines  are  capable  of  potentiating  central 
nervous  system  depressants  (e.g.,  anesthetics, 
opiates,  alcohol,  etc.)  as  well  as  atropine  and 
phosphorus  insecticides.  During  pregnancy, 
administer  only  when  necessary. 

Precautions : There  have  been  infrequent  reports  c 
leukopenia  and/or  agranulocytosis  and  convulsivi 
seizures.  In  epileptic  patients,  anticonvulsant 
medication  should  also  be  maintained.  Pigmentar- 
retinopathy  may  be  avoided  by  remaining  within  1|t 
recommended  limits  of  dosage.  Administer 
cautiously  to  patients  participating  in  activities 
requiring  complete  mental  alertness  (e.g.,  driving); 
Orthostatic  hypotension  is  more  common  in  fema 
than  in  males.  Do  not  use  epinephrine  in  treating 
drug-induced  hypotension.  Daily  doses  in  excess  c 
300  mg.  should  be  used  only  in  severe 
neuropsychiatric  conditions. 

Adverse  Reactions:  Central  Nervous  System— 
Drowsiness,  especially  with  large  doses,  early  in 
treatment;  infrequently,  pseudoparkinsonism  and 
other  extrapyramidal  symptoms;  nocturnal 
confusion,  hyperactivity,  lethargy,  psychotic 
reactions,  restlessness,  and  headache.  Autonomic 
Nervous  System— Dryness  of  mouth,  blurred  visio 
constipation,  nausea,  vomiting,  diarrhea,  nasal 
stuffiness,  and  pallor.  Endocrine  System- 
Galactorrhea,  breast  engorgement,  amenorrhea, 
inhibition  of  ejaculation,  and  peripheral  edema. 
Skin— Dermatitis  and  skin  eruptions  of  the  urticaif 
type,  photosensitivity.  Cardiovascular  System- 
Changes  in  the  terminal  portion  of  the 
electrocardiogram  have  been  observed  in  some 
patients  receiving  the  phenothiazine  tranquilizers 
including  Mellaril  (thioridazine  hydrochloride). 
While  there  is  no  evidence  at  present  that  these 
changes  are  in  any  way  precursors  of  any  significa 
disturbance  of  cardiac  rhythm,  several  sudden  anc 
unexpected  deaths  apparently  due  to  cardiac  arres 
have  occurred  in  patients  previously  showing 
electrocardiographic  changes.  The  use  of  periodic 
electrocardiograms  has  been  proposed  but  would 
appear  to  be  of  questionable  value  as  a predictive 
device.  Other— A single  case  described  as 
parotid  swelling. 

Mellaril’ 

(Thioridazine  HCl) 
25  mg.t.i.d. 

for  moderate  to  severe  anxiet 
and  mixed  anxiety- depressio: 


SANDOZ  PHARMACEUTICALS,  HANOVER,  N.  J.  f • 

1 


A 

SANDOZ 


OPTICAL  ILLUSION? 


Height  and  width  of  this  hat  are 
equal,  but  the  unbroken  height 
of  the  crown  appears  greater 
than  the  interrupted  width  of 
the  brim.  Don’t  play  games  with 
your  eyes.  Some  glasses  are 
poorly  crafted.  Rely  on  Southern 
Optical  accuracy. 


— -J 


USE  ‘POLYSPORIN’. 

POLYMYXIN  B-BACITRACIN 

OINTMENT 


for  topical  antibiotic  therapy  with  minimum 
risk  of  sensitization 

Caution:  As  with  other  antibiotic  products,  prolonged  use  may 
result  in  overgrowth  of  nonsusceptible  organisms,  including 
fungi.  Appropriate  measures  should  be  taken  if  this  occurs. 
Supplied  in  '/i  oz.  and  1 oz.  tubes. 

Complete  literature  available  on  request  from  Professional 
Services  Dept.  PML. 

BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC, 

Tuckahoe,  N.Y. 


brand 


POLYSPORrj 

WlYMYXIN  B-BACITRAI»  * 

OINTMENT  i 

Wp  prevent  infedionhii 
and  obrasiiH^*^ 
aid  in  heoling.  | 
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where  Are  We  Headed? 


No  physician  needs  to  be  reminded  that 
this  is  a changing  world  in  the  socio- 
economic area  as  well  as  in  medical  in- 
formation and  technology.  It  is  no  easy  matter 
for  the  older  physician  to  keep  up  his  self- 
education;  however,  if  he  fails  to  do  so,  he 
may  hear  his  younger  colleagues  using  a 
medical  language  which  he  doesn’t  understand. 
This  is  true  in  both  the  purely  professional 
area  and  in  the  socio-economic  area. 

Even  though  most  of  us  were  not  directly 
involved  in  the  recent  Annual  Meeting  of  the 
AM  A,  we  are  very  much  interested  in  what 
went  on  there.  Many  times  this  meeting  is  the 
chosen  forum  for  the  presentation  of  new  and 
important  medical  discoveries.  In  addition,  the 
contents  of  the  meeting  inform  us  as  to  how 
the  American  Medical  Association  is  relating 
to  the  changing  American  society  as  a whole. 
From  the  actions  of  the  House  of  Delegates  and 
the  speeches  of  the  elected  officers  of  the 
AMA  we  gain  an  insight  into  the  present 
state  of  this  relationship. 

In  the  area  of  health  care  financing  the 
House  of  Delegates  proposed  the  principle 
of  graduated  income  tax  credits  for  premium 
paid  for  adequate  health  insurance.  If  adopt- 
ed by  Congress,  this  surely  would  encourage 
the  growth  of  the  private  health  insurance 
coverage.  It  remains  to  be  seen  if  the  idea  re- 
ceives any  support  in  the  Congress.  The  prin- 
ciple of  voluntary  health  insurance  coverage 
for  out-patient  X-ray  and  laboratory  services 
was  endorsed.  This  would  apply  to  patients 
scheduled  for  hospital  admission  and  the  X- 
ray  and  laboratory  services  would  have  to  be 
acceptable  to  the  hospital  and  its  medical 
staff.  There  was  a resolution  by  the  delegates 
disapproving  of  the  provision  of  funds  on  the 
part  of  the  federal  government  for  subsidizing 


any  one  organizational  form  of  medical  prac- 
tice and  resolving  to  continue  to  espouse  the 
private,  fee-for-service  practice  of  medicine. 

In  view  of  the  fact  that  much  of  the  prac- 
tice of  medicine  is  now  hospital  centered,  the 
House  of  Delegates  again  urged  that  ade- 
quate representation  of  the  medical  staff  on 
the  voting  membership  of  the  hospital’s  gov- 
erning body  is  the  most  effective  mechanism 
for  assuring  a working  communication  be- 
tween the  governing  board  and  the  medical 
staff;  the  physicians  serving  on  the  governing 
board  would  be  nominated  by  the  medical 
staff  of  the  hospital. 

A resolution  having  to  do  with  medical 
costs  called  upon  the  AMA,  in  cooperation 
with  the  federal  government,  to  investigate  the 
true  reasons  for  rising  hospital  costs  and  to  col- 
lect data  on  utilization  and  hospital  stays  and 
the  per  diem  cost  in  veterans  hospitals  and 
other  federally  controlled  hospitals. 

A resolution  which  is  of  particular  impor- 
tance to  local  medical  societies  called  upon 
all  state  and  local  medical  societies  to  act 
swiftly  and  firmly  in  all  instances  of  known 
exploitation  and  excessive  charges  for  health 
care  that  may  occur  in  their  jurisdiction. 

The  inaugural  address  of  Dwight  L.  Wil- 
bur, M.D.,  was  an  excellent  one  and  the  read- 
ing of  it  gives  one  the  feeling  that  the  AMA 
will  have  good  leadership  during  his  term  in 
office.  One  of  the  important  points  that  he 
made  and  one  which  all  physicians  need  to 
think  upon  is  that  the  ultimate  force  that  will 
determine  the  nation’s  social,  economic  and 
political  course  will  be  public  opinion.  To  quote 
from  Doctor  Wilbur,  “The  key  question  then 
becomes,  who  and  what  will  shape  public 
opinion.” 
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In  spite  of  being  busy  taking  care  of  sick 
people,  physicians  have  to  be  willing  to  be- 
come involved  in  the  health  planning  that  goes 
on  in  their  communities.  Physicians  will  have 


to  become  experts  in  the  economics  of  health 
care  in  general  as  well  as  experts  at  the  bed- 
side if  they  are  to  influence  public  opinion, 
the  ultimate  force. 

Walter  S.  Coe,  M.D. 


Plan  to  Attend 
the 

KM  A Annual  Meeting 

An  exciting  three-day  session 
Awaits  you  at 


Convention  Center 


Louisville 


September  24-26 

1 
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HIGHLAND  HOSPITAL 

Asheville,  North  Carolina 

Founded  1904 

A DIVISION  OF  THE  DEPARTMENT  OF  PSYCHIATRY 
OF  DUKE  UNIVERSITY 

Accredited  by  the  Joint  Commission  on  Accreditation  and  Certified  for  Medicare 

Complete  facilities  for  evaluation  of  and  intensive  treatment  of  psychiatric  patients,  in- 
cluding individual  psychotherapy,  group  therapy,  psychodrama,  electro-convulsive 
therapy,  Indoklon  convulsive  therapy,  drugs,  social  service  work  with  families,  family 
therapy  and  an  extensive  and  well  organized  activities  program,  including  occupational 
therapy,  art  therapy,  athletic  activities  and  games,  recreational  activities  and  outings. 
The  treatment  program  of  each  patient  is  carefully  supervised  in  order  that  the  thera- 
peutic needs  of  each  patient  may  be  realized. 

Complete  modern  facilities  with  85  acres  of  landscaped  and  wooded  grounds  in  the 
City  of  Asheville. 

Brochures  and  information  on  financial  arrangements  available 
Contact:  Mrs.  Elizabeth  Harkins,  ACSW,  Coordinator  of  Admissions 

or 

Charles  W.  Neville,  Jr.,  M.D. 

Assistant  Professor  of  Psychiatry  and  Medical  Director 
Area  Code  704  - 253-2761 
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when  cough 
is  not 

the  only  sound 
you  hear  ♦ ♦ ♦ 


OMNI-TUSS*  b.i.d. 


. . . because  OMNI-TUSS  is  indicated  for  cough 
associated  with  upper  respiratory  tract  infections, 
bronchitis,  bronchiectasis,  bronchial  asthma,  emphy- 
sema, sinusitis  and  rhinitis,  hay  fever,  or  other  allergic 
conditions.  Any  of  these  conditions  may  exhibit  the 
general  symptom  syndrome— coughing,  wheezing, 
bronchospasm,  and  tenacious  mucus — which  may 
benefit  from  the  antitussive,  bronchodilative,  antihis- 
taminic,  and  expectorant  action  of  Omni-Tuss. 

The  therapeutic  usefulness  of  Omni-Tuss  is  enhanced 
by  a unique  resin  complex  formulation  providing  the 
clinically  desirable  advantages  of:  (1)  uniform  drug 
availability  throughout  an  extended  period,  (2)  8 to  12 
hours  of  symptomatic  control,  (3)  minimal  dosage 
requirement,  (4)  minimal  side  effects. 

Economical,  efficient  b.i.d.  dosage — extremely  well- 
tolerated  by  children,  6-12,  and  adults. 


‘Omni  Tuss’  Suspension:  Each  teaspoonful  (5  cc.)  contains 
10  mg.  codeine  (Warning:  May  be  habit-forming),  5 mg. 
phenyltoloxamine,  3 mg.  chlorpheniramine,  25  mg.  ephe- 
drine,  all  as  cation  exchange  resin  complexes  of  sulfonated 
polystyrene,  and  20  mg.  guaiacol  carbonate. 

Available  on  prescription  only.  Class  X exempt  narcotic. 
Permissible  on  oral  prescription. 

Dosage:  Adults:  1 teaspoonful  (5  cc.)  ql2h. 

Children  {6-\2years):  V^  teaspoonful  ql2h. 

Side  Effects:  Minimal,  but  when  encountered  may  include 
jitteriness,  nausea,  drying  of  mouth,  insomnia,  constipa- 
tion, which  disappear  upon  adjustment  of  the  dose  or  dis- 
continuance of  treatment. 

Precautions  and  Contraindications:  For  complete  detailed 
information,  refer  to  package  insert  or  official  brochure. 

Strasenburgh 

Strascnburgh  Laboratories  Division 
Wallace  & Tieman  Inc.,  Rochester,  N.Y. 


"IT  IS  REQUIRED  OE  A MAN  THAT  HE  SHOULD  SHARE 
IN  THE  ACTIONS  AND  PASSIONS  OF  HIS  TIME  AT  THE 
PERIL  OF  BEING  JUDGED  AS  NOT  HAVING  LIVED.” 


As  if  in  anticipation  of  this  historic  and  perilous  era  Justice  Oliver  Wendell  Holmes  seems, 
by  the  above  statement,  to  make  a posthumous  appeal  to  those  who  care  about  the  world 
in  which  they  live,  for  their  involvement  in  the  affairs  of  their  country. 

Resolution  of  the  longest  of  our  wars,  our  financial  crisis,  increasing  lawlessness,  and  the 
threat  of  big  government  can  be  obtained  only  through  politics.  It  can  be  done  through 
no  other  avenue. 

Six  of  the  signers  of  the  Declaration  of  Independence  were  physicians  (this,  too,  was  poli- 
tics). Medicine  must  carry  on  this  tradition  for,  literally  and  figuratively,  it  is  closest  to 
the  nation’s  heartbeat. 

The  analytical  mind  of  the  physician  uniquely  qualifies  him  to  place  his  observations  in- 
to focus.  If  he  does  not  use  these  qualifications  to  share  in  the  responsibility  for  his  nation’s 
dilemmas  he  will  have  forfeited  his  right  to  object  to  whatever  fate  may  be  dealt  him  by 
those  who  demonstrate  more  interest  but  may  be  less  dedicated  and  less  qualified. 

If  you  care  about  these  things  we  urge  you,  as  individual  leaders,  to  become  an  active  part 
of  one  of  the  nation’s  greatest  political  action  groups  by  joining  KEMPAC  and  AMPAC 
which  are  dedicated  to  selecting  and  electing  such  candidates  as  will  try  to  bring  govern- 
ment back  to  the  people. 

Elections  for  seats  in  Congress  will  be  held  next  November. 


DO  YOU  CARE? 


John  C.  Quertermoos,  M.  D. 

Chairman 

KEMPAC 
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PRESIDENT-ELECT 
Henry  B.  Asman,  M.D. 
Louisville 


Doctor  Asman  will  be  installed  as  president  of 
the  Kentucky  Medical  Association  Wednesday 
evening,  September  25,  during  the  1968  Annual 
Meeting  in  Louisville.  He  served  as  vice  president 
of  the  Association  in  1961  and  as  its  secretary  from 
1963  until  he  was  named  president-elect  in  1967. 

A native  of  Louisville,  Doctor  Asman  graduated 
from  St.  Xavier  High  School  in  1927,  received  his 
B.  S.  degree  from  the  University  of  Notre  Dame 
in  1932  and  his  M.D.  degree  from  the  University 
of  Louisville  School  of  Medicine  in  1936.  He  com- 
pleted his  internship  at  the  Louisville  General  Hos- 
pital and  his  residency  training  in  general  surgery 
at  St.  Joseph’s  Infirmary,  then  entered  the  practice 
of  colo-proctology  in  1939  with  his  father. 

During  World  War  II,  Doctor  Asman  entered 
military  service  as  a captain  and  was  stationed  in 
the  European  Theatre  and  with  the  100th  Evacua- 
tion Hospital  in  1945.  He  was  separated  in  1946 
as  a lieutenant  colonel. 

Doctor  Asman  is  a fellow  of  the  American 
College  of  Surgeons  and  of  the  Southeastern  Surgical 
Congress,  an  associate  fellow  of  the  American 


Proctologic  Society  and  past  president  of  the  Ohio 
Valley  Proctologic  Society.  He  is  a member  of  the 
Kentucky  and  Louisville  Surgical  Societies,  past 
president  of  the  Catholic  Physicians  Guild  and  a 
member  of  the  Board  of  Directors  of  the  Kentucky 
Division,  American  Cancer  Society. 

A past  president  of  the  St.  Joseph  Infirmary  staff. 
Doctor  Asman  is  also  a staff  member  at  Kentucky 
Baptist,  Norton  Memorial  Infirmary,  Methodist 
Evangelical,  SS.  Mary  & Elizabeth,  St.  Anthony  and 
Children’s  Hospitals.  As  a teacher  he  has  con- 
tributed to  the  field  of  medicine  as  a clinical  in- 
structor of  surgery  (proctology)  at  the  University 
of  Louisville  School  of  Medicine  from  1939  to  1959 
and  as  chief  of  proctology  in  the  St.  Joseph  In- 
firmary’s department  of  surgery. 

Recognized  as  an  outstanding  member  of  his  pro- 
fession for  his  many  contributions  to  the  field  of 
health  care  and  for  his  active  participation  in  local 
civic  affairs.  Doctor  Asman  is  an  excellent  choice 
as  president-elect  of  the  Kentucky  Medical  As- 
sociation. 


VICE  PRESIDENT,  CENTRAL 
Glenn  W.  Bryant,  M.D.,  Louisville 


A 1938  graduate  of  the  University  of  Louisville 
School  of  Medicine,  Doctor  Bryant  completed  his 
internship  in  surgery  at  Grady  Memorial  Hospital 
in  Atlanta,  Ga.,  and  his  residency  in  obstetrics  and 
gynecology  at  Louisville  General  Hospital  where 
he  was  chief  resident  in  1942-43.  He  is  on  the  staff 
of  Kentucky  Baptist,  St.  Joseph  and  Methodist 


Evangelical  Hospitals  and  a consultant  in  obstetrics 
and  gynecology  at  Ireland  Army  Hospital  at  Ft. 
Knox.  He  is  a fellow  of  the  American  College  of 
Surgeons  and  a member  of  the  American  College 
of  Obstetricians  and  Gynecologists  and  the  Central 
Association  of  Obstetricians  and  Gynecologists. 


VICE  PRESIDENT,  EASTERN 
J.  Sankey  Williams,  M.D.,  Nicholasville 


Doctor  Williams  has  been  in  general  practice  in 
Nicholasville  since  1946  when  he  was  discharged 
from  the  Medical  Corps  of  the  U.S.  Army  Air 
Force  with  the  rank  of  major.  He  graduated  from 
the  University  of  Louisville  School  of  Medicine  in 
1942  and  completed  his  internship  in  Louisville 
hospitals.  Doctor  Williams  is  a member  of  the 


Board  of  Directors  of  the  Kentucky  Academy  of 
General  Practice  and  has  served  as  its  president 
and  secretary.  He  is  a member  of  the  Jessamine 
County  Board  of  Health  and  has  been  secretary 
of  the  Jessamine  County  Medical  Society  for  17 
years.  He  was  named  “Doctor  of  the  Year’’  by  the 
KAGP  in  1963. 


VICE  PRESIDENT,  WESTERN 
Luther  M.  Wilson,  Jr.,  M.D.,  Bowling  Green 


A general  practitioner,  Doctor  Wilson  graduated 
from  the  University  of  Louisville  School  of 
Medicine  in  1946  and  completed  his  internship  at 
Springfield,  Ohio  City  Hospital  in  1947.  He  served 
in  an  Army  Specialized  Traning  Program  at  the 
University  of  Louisville  from  1944  to  1945  and  as 
a medical  officer  from  1950  to  1953.  Doctor  Wilson 
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is  a past  president  of  the  Warren-Butler-Edmonson 
County  Medical  Society  and  was  a Warren  County 
delegate  to  the  KMA  House  from  1960  to  1967. 
He  is  past  president  and  member  of  the  Executive 
Committee  of  the  medical  and  dental  staff  of  the 
Bowling  Green-Warren  County  HospitM  'and  chair- 
man of  the  obstetrical  department. 
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KMA  Secretary  and  Treasurer 


SECRETARY 

S.  Randolph  Scheen,  M.D.,  Louisville 

Doctor  Scheen,  a 1953  graduate  of  the  University 
of  Louisville  School  of  Medicine,  received  his 
master  of  science  degree  in 
dermatology  from  the  Univer- 
sity of  Minnesota  in  1960.  He 
is  chief  of  dermatology  at  St. 
Joseph’s  Infirmary,  consultant 
and  attending  dermatologist  at 
the  Veterans  Administration 
Hospital  and  a consultant  at 
Central  State  Hospital.  Doctor 
Scheen  is  an  instructor  in  medicine  at  the 
University  of  Louisville  School  of  Medicine  and  a 
member  of  the  American  Academy  of  Dermatology, 
the  Noah  Worcester  Dermatologic  Society  and  the 
Alumni  Association  of  the  Mayo  Foundation  where 
he  was  a fellow  in  dermatology  from  1957  to  1959. 


TREASURER 

Keith  P.  Smith,  M.  D.,  Corbin 

In  addition  to  serving  KMA  as  its  treasurer  since 
1963,  Doctor  Smith  has  also  been  a vice  president, 
and  chairman  of  the  Board  of 
Trustees.  He  is  past  president 
and  vice  president  of  the  Ken- 
tucky Academy  of  General 
Practice  and  a 1936  graduate 
of  the  University  of  Louisville 
School  of  Medicine.  Following 
his  internship  at  St.  Elizabeth 
Hospital,  Covington,  Doctor 
Smith  helped  his  father  to 
operate  the  Smith  Hospital  in  Corbin.  When  the 
Corbin  Municipal  Hospital  was  opened,  he  was  named 
first  chief  of  staff.  Doctor  Smith  served  in  the  U.S. 
Air  Force  during  World  War  II  and  was  discharged 
in  1945  with  the  rank  of  major. 


KMA  Journal  Editors 


EDITOR 

Walter  S.  Coe,  M.D.,  Louisville 

Now  serving  his  second  year  as  editor  of  The 
Journal,  Doctor  Coe  was  an  associate  editor  from 
1962-66  and  previously  the 
book  review  editor.  He  is  an 
associate  clinical  professor  of 
medicine  at  the  University  of 
Louisville  School  of  Medicine 
from  which  he  received  his 
M.D.  degree  in  1943.  He  is 
a past  president  of  the  Ken- 
tucky, Louisville  and  Jefferson 
County  Heart  Associations  and  the  Kentucky 
Society  of  Internal  Medicine. 


ASSOCIATE  EDITOR 
Sam  A.  Overstreet,  M.D.,  Louisville 

A former  Journal  editor  for  eight  years.  Doctor 
Overstreet  was  president  of  KMA  during  its 
Centennial  in  1950-51  and  is 
a former  speaker  of  the  House 
of  Delegates.  A 1923  graduate 
of  the  University  of  Louisville 
School  of  Medicine,  Doctor 
Overstreet  is  a member  of  the 
Advisory  Committee  to  Blue 
Cross  and  the  Advisory  Com- 
mittee to  Selective  Service.  He 
is  a member  of  the  Southern  Medical  Association 
and  of  the  American  College  of  Physicians. 


ASSISTANT  EDITOR 
Walter  I.  Hume,  Jr.,  M.D.,  Louisville 

An  active  participant  in  KMA  committee  work, 
Doctor  Hume  is  chairman  of  the  Committee  on 
Medical  Education  and 
member  of  the  Coordinating 
Commission  on  Governmental 
Medical  Services  and  the  Study 
Committee  for  Improved  Com- 
I mumty  Health.  A 1949  gradu- 

i' 1 ate  of  Harvard  Medical  School, 
Doctor  Hume  is  an  assistant 
clinical  professor  of  surgery 
at  the  University  of  Louisville  School  of  Medicine. 
He  was  recently  named  president-elect  of  the  Jeffer- 
son County  Medical  Society. 


AMA  Delegate 

J.  Thomas  Giannini,  M.D.,  Louisville 

Since  1963  Doctor  Giannini  has  been  a KMA 
delegate  to  the  AMA  and  previously  served  as  an 
alternate  delegate.  He  has  been 
3 member  of  the  KMA  House 
m of  Delegates  from  the  Jeffer- 

mtk  ^ J 3 son  County  Medical  Society 

1 and  chairman  of  the  Scientific 
" i E.xhibits  Committee.  A 1938 

graduate  of  the  University  of 
Louisville  School  of  Medicine, 
Doctor  Giannini  is  a fellow 
of  the  American  Society  of  Plastic  and  Reconstruc- 
tive Surgeons.  He  served  in  the  U.S.  Navy  Medical 
Corps  from  1942-54. 
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AMA  Delegates 

John  C.  Quertermous,  M.D.,  Murray  Charles  C.  Rutledge,  M.D.,  Hazard 


Doctor  Quertermous,  chairman  of  the  KEMPAC 
Board  of  Directors,  has  been  a KMA  delegate  to 
the  AMA  since  1963  and  an 
alternate  delegate  before  that 
time.  A 1942  graduate  of  the 
University  of  Louisville  School 
of  Medicine,  Doctor  Querter- 
mous, has  practiced  internal 
medicine  in  Murray  since 
1950.  He  is  a past  president 
of  the  Calloway  County  Medi- 
cal Society  and  a former  chairman  for  national 
affairs  of  the  KMA  Council  on  Legislative  Activities. 


Elected  a delegate  to  the  AMA  in  1965,  Doctor 
Rutledge  is  a former  alternate  delegate,  KMA 
Councilor  and  member  of  the 
Scientific  Assembly  Committee. 
He  graduated  from  the  Uni- 
versity of  Louisville  School  of 
Medicine  in  1946  and  has 
practiced  general  surgery  in 
Hazard  since  1955.  Doctor 
Rutledge  is  a fellow  of  the 
American  College  of  Surgeons 
the  Kentucky  Surgical  Society  and 
the  Southern  Medical  Association. 


and  a member  of 


New  Trustees 


William  W.  Hall,  M.D.,  Owensboro 

A 1954  graduate  of  the  University  of  Louisville 
School  of  Medicine,  Doctor  Hall  is  chief  of  staff 
at  the  Owensboro-Daviess  County  Hospital  and  a 
member  of  the  Owensboro-Daviess  County  Board  of 
Health.  He  has  been  in  general  practice  in  Owens- 
boro since  1959.  Doctor  Hall  is  a former  alternate 
delegate  to  the  AMA,  has  served  as  insurance  editor 
of  The  Journal  since  1965  and  represented  the  sec- 
ond district  on  the  KEMPAC  Board  of  Directors  in 
1963-64. 


J.  Campbell  Cantrill,  M.D.,  Georgetown 

Doctor  Cantrill  was  vice  president  of  KMA  in 
1966-67  for  the  Eastern  District  and  has  served  as 
Sixth  District  Keyman  and  chairman  for  state  affairs 
of  the  Council  on  Legislative  Activities.  He  is  a past 


president,  secretary-treasurer  and  delegate  to  KMA  of 
the  Scott  County  Medical  Society  and  a member  of 
the  Scott  County  Board  of  Health.  Doctor  Can- 
trill graduated  from  the  University  of  Virginia  Col- 
lege of  Medicine  in  1950  and  has  been  in  general 
practice  at  Georgetown  since  1954. 

Andrew  M.  Moore,  M.D.,  Lexington 

A past  president  of  the  Fayette  County  Medical 
Society  and  the  Ohio  Valley  Plastic  Surgery  Society, 
Doctor  Moore  is  a member  of  the  American  Associa- 
tion of  Plastic  Surgeons,  the  American  College  of 
Surgeons  and  the  Kentucky  Surgical  Society.  He  grad- 
uated from  the  Washington  University  School  of 
Medicine  in  1943.  Doctor  Moore  is  an  associate 
professor  of  plastic  surgery  at  the  University  of  Ken- 
tucky Medical  Center  Hospital  and  a member  of  the 
KMA  Committee  on  Medical  Education. 


Election  of  Trustees  and  Alternate  Trustees 

The  House  of  Delegates  will  elect  five  district  trustees  at  its  second  session,  Wednesday,  September  25, 
1968.  The  trustees  to  be  elected  will  be  nominated  by  the  delegates  of  their  respective  districts  at  a meeting 
immediately  following  the  first  session  of  the  House  on  Monday,  September  23.  The  committee  will  report  its 
nominees  at  the  close  of  the  first  scientific  session  on  Tuesday,  September  24.  At  the  final  meeting  of  the 
House  Wednesday  evening,  September  25,  nominations  may  be  made  from  the  floor.  All  nominations  are  con- 
sidered and  acted  upon  by  the  delegates  at  this  final  session. 

Districts  electing  new  trustees  for  three  year  terms  are:  FIRST  DISTRICT  (incumbent  Joseph  R.  Miller, 
M.D.,  Benton);  THIRD  DISTRICT  (incumbent  Gabe  A.  Payne,  M.D.,  Hopkinsville);  FOURTH  DISTRICT  in- 
cumbent Henry  S.  Spalding,  M.D.,  Bardstown);  TWELFTH  DISTRICT  (incumbent  Robert  F.  Long,  M.D., 
Somerset);  FOURTEENTH  DISTRICT  (incumbent  Ballard  W.  Cassady,  M.D.,  Pikeville).  With  the  exception 
of  Doctor  Payne  who  has  served  two  full  terms,  all  are  eligible  for  re-election. 

An  amendment  to  the  KMA  Constitution  will  be  voted  on  in  September  and  if  approved,  will  require  an 
alternate  trustee  to  be  elected  from  each  Trustee  District.  All  districts  should  present  their  nominations  for 
this  office  to  the  KMA  Nominating  Committee  at  its  September  23  meeting  following  the  first  session  of  the 
House  of  Delegates. 
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KAIA  District  Trustees 


Officers  of  the  KMA  House  of  Delegates 


SPEAKER 

Richard  F.  Greathouse,  M.D.,  Louisville 

Doctor  Greathouse  was  vice-speaker  of  the  House 
and  a delegate  from  the  Jefferson  County  Medical 
Society  before  becoming  speak- 
er  of  the  KMA  House  of 
Delegates  in  1966.  He  is  a 
195 1 graduate  of  the  University 
of  Louisville  School  of  Medi- 
cine  and  has  practiced  pediat- 
rics  in  Louisville  since  1954. 
Doctor  Greathouse  is  a past 
president  of  the  Louisville 
Pediatric  Society  and  former  secretary-treasurer  of 
KEMPAC.  He  is  an  assistant  clinical  professor  of 
pediatrics  at  the  University  of  Louisville  School  of 
Medicine. 


VICE-SPEAKER 

Carl  C.  Cooper,  M.D.,  Bedford 

Before  becoming  vice-speaker  of  the  KMA  House 
of  Delegates,  Doctor  Cooper  was  a vice  president 
and  former  alternate  delegate 
to  the  AM  A.  A 1952  graduate 
of  the  University  of  Louisville 
School  of  Medicine,  Doctor 
Cooper,  a general  practitioner, 
is  a member  of  the  American 
Academy  of  General  Practice 
and  a past  vice-president  of 
the  Kentucky  Academy  of 
General  Practice.  He  has  represented  KMA  on  the 
Kentucky  Health  Council  and  has  served  as  chair- 
man of  the  Senior  Day  Committee  and  as  a member 
of  the  Council  on  Communications  and  Public 
Service. 


KMA  Delegates 


ADAIR 

James  C.  Salato,  Columbia 

ALLEN 

Earl  P.  Oliver,  Scottsville 

ANDERSON 

Boyd  Caudill,  Lawrenceburg 

BALLARD 

Glenn  Baird,  Bandana 

BARREN 

William  H.  Bryant,  Glasgow 

BATH 

BELL 

Francis  A.  Forde,  Middlesboro 
Charles  B.  Stacy,  Pineville 

BOONE 

John  D.  Ammon,  Covington 

BOURBON 

Richard  Wever,  Paris 

BOYD 

John  Harrison,  Ashland 
Max  Wheeler,  Ashland 

BOYLE 

John  M.  Baird,  Danville 

BRACKEN 

J.  M.  Stevenson,  Brooksville 

BREATHin 

C.  F.  Lewis,  Jackson 

BRECKINRIDGE 

James  G.  Sills,  Hardinsburg 

BULLITT 

W.  B.  Hamilton,  Shepherdsville 

BUTLER 

D.  G.  Miller,  Morgantown 


CALDWELL 

Ralph  Cash,  Princeton 

CALLOWAY 

C.  C.  Lowry,  Murray 

CAMPBELL-KENTON 

Carl  J.  Brueggemann,  Covington 
Donald  K.  Dudderar,  Newport 
Thomas  L.  Heave rn,  Jr.,  Newport 
Donald  Janney,  Covington 
Louis  J.  Nutini,  Erlanger 
W.  Vinson  Pierce,  Covington 

CARLISLE 

CARROLL 

Edgar  S.  Weaver,  Carrollton 

CARTER 

CASEY 

George  W.  Sweeney,  Liberty 

CHRISTIAN 

W.  Faxon  Payne,  Hopkinsville 
Norma  T.  Shepherd,  Hopkinsville 

CLARK 

CLAY 

W.  E.  Becknell,  Manchester 

CLINTON 

E.  A.  Barnes,  Albany 

CRITTENDEN 

R.  M.  Brandon,  Marion 

CUMBERLAND 

Robert  Chambliss,  Burkesville 

DAVIESS 

J.  S.  Oldham,  Owensboro 
R.  J.  Phillips,  Owensboro 
Joseph  C.  Stiles,  Owensboro 

EDMONSON 


ELLIOn 

ESTILL 

Charles  E.  Terry,  Irvine 

FAYEHE 

John  F.  Berry,  Jr.,  Lexington 
Leslie  W.  Blakey,  Lexington 

M.  Cary  Blaydes,  Lexington 
Peter  P.  Bosomworth,  Lexington 

N.  L.  Bosworth,  Lexington 
Thomson  R.  Bryant,  Jr.,  Lexington 
Winston  L.  Burke,  Lexington 

Richard  D.  Floyd,  Lexington 
Carl  H.  Fortune,  Lexington 
David  A.  Hull,  Lexington 
Irving  F.  Kanner,  Lexington 
Richard  B.  McElvein,  Lexington 
David  B.  Stevens.  Lexington 

FLEMING 

Samuel  W.  Gehring,  Flemingsburg 

FLOYD 

Lowell  Martin,  Martin 

FRANKLIN 

Harold  L.  Johnson,  Frankfort 
Sanford  L.  Weiler,  Frankfort 

FULTON 

R.  W.  Bushart,  Fulton 

GALLATIN 

GARRARD 

Paul  J.  Sides,  Lancaster 

GRANT 

Fred  R.  Scroggin,  Dry  Ridge 

GRAVES 

C.  F.  Burnett,  Mayfield 

GRAYSON 

A.  L.  Embry,  Millwood 

GREEN 

George  C.  Cheatham,  Greensburg 
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GREENUP 

Billy  Riddle,  South  Shore 

HANCOCK 

B.  P.  Smith,  Hawesville 

HARDIN 

Fred  C.  Rainey,  Elizabethtown 

HARLAN 

Henry  C.  Evans,  Harlan 
Doane  Fischer,  Harlan 

HARRISON 

Henry  H.  Moody,  Cynthiana 

HART 

J.  E.  McAfee,  Horse  Cave 

HENDERSON 

Kenneth  Eblen,  Henderson 
Charles  Kissinger,  Henderson 

HENRY 

Robert  Houston,  Eminence 

HICKMAN 

C.  J.  Mills,  Clinton 

HOPKINS 

Faull  Trover,  Madisonville 
Loman  C.  Trover,  Madisonville 

JACKSON 

D.  L.  Petersen,  McKee 

JEFFERSON 

Harold  W.  Baker,  Louisville 
James  G.  Baker,  Louisville 
Ralph  Denham,  Louisville 
William  Durham,  Louisville 
Harold  G.  Eskind,  Louisville 
Frank  Gaines,  Louisville 
John  Goldsborough,  Louisville 
Richard  Greathouse,  Louisville 
Cecil  Grumbles,  Louisville 
N.  I.  Handleman,  Louisville 
John  Hemmer,  Louisville 
Herman  Mahaffey,  Louisville 
Roy  A.  Martin,  Louisville 
Edward  Maxwell,  Louisville 
Robert  L.  McClendon,  Louisville 
William  C.  Mitchell,  Louisville 
Herman  Moore,  Louisville 
F.  Albert  Olash,  Louisville 
Bernard  I.  Popham,  Louisville 
John  Robbins,  Louisville 
Carroll  Robie,  Louisville 
W.  Fielding  Rubel,  Louisville 
S.  Randolph  Scheen,  Louisville 
Charles  C.  Smith,  Louisville 
Donn  L.  Smith,  Louisville 
Robert  C.  Tate,  Louisville 
Robert  S.  Tillett,  Louisville 
Donald  Varga,  Louisville 
William  VonderHaar,  Louisville 
Will  W.  Ward,  Jr.,  Louisville 
Lloyd  Yopp,  Louisville 

JESSAMINE 

J.  Sankey  Williams,  Nicholasville 

JOHNSON 

Glenn  R.  Powell,  Paintsville 

KNOn 

D.  G.  Barker,  Hindman 

KNOX 

H.  L.  Bushey,  Barbourville 

LARUE 

Marion  A.  Douglas,  Jr.,  Magnolia 

LAUREL 

Paul  R.  Smith,  London 


UWRENCE 

Lloyd  M.  L,  Browning,  Louisa 
LEE 
LESLIE 

Mary  Pauline  Fox,  Hyden 

LETCHER 

Jim  B.  Tolliver,  Whitesburg 

LEWIS 

LINCOLN 

Maxwell  Kimball,  Stanford 

LIVINGSTON 

LOGAN 

Robert  H.  Shipp,  Russellville 

LYON 

Robert  H.  Hyde,  Eddyville 

McCRACKEN 

McCreary 

H.  A.  Perry,  Whitley  City 
McLEAN 

W.  G.  Edds,  Calhoun 

MADISON 

R.  Eugene  Bowling,  Richmond 
Clifford  Kerby,  Berea 

MAGOFFIN 

MARION 

Robert  H.  Wilbur,  Lebanon 

MARSHALL 

Keith  Ellis,  Benton 

MARTIN 

Raymond  D.  Wells,  Inez 

MASON 

MEADE 

MENIFEE 

D.  L.  Graves,  Frenchburg 

MERCER 

E.  H.  John,  Harrodsburg 

METCALFE 

MONROE 

John  Marsh,  Gamaliel 

MONTGOMERY 

R.  J.  Salisbury,  Mt.  Sterling 

MORGAN 

George  Bellamy,  West  Liberty 

MUHLENBERG 

Robert  Robbins,  Greenville 

NELSON 

Emmett  Wood,  Bardstown 

NICHOLAS 

W.  R.  Kingsolver,  Carlisle 

OHIO 

Robert  Norsworthy,  Hartford 

OLDHAM 

OWEN 

Oscar  A.  Cull,  Owenton 


OWSLEY 

M.  B.  Gabbard,  Booneville 

PENDLETON 

Robert  L.  McKenney,  Falmouth 

PERRY 

Keith  Cameron,  Ary 

PIKE 

POWELL 

Charles  G.  Noss,  Stanton 

PULASKI 

S.  B.  Kelley,  Somerset 
William  M.  Wyatt,  Somerset 

ROBERTSON 

ROCKCASTLE 

ROWAN 

F.  Calvin  Bigler,  Morehead 

RUSSELL 

Charles  E.  Peck,  Russell  Springs 

SCOTT 

D.  Vertrees  Hollingsworth,  George- 
town 

SHELBY-HENRY-OLDHAM 

W.  P.  McKee,  Shelbyville 

SIMPSON 

Airzzie  Green,  Jr.,  Franklin 

SPENCER 

W.  K.  Skaggs,  Taylorsville 

TAYLOR 

TODD 

Ralph  D.  Lynn,  Elkton 

TRIGG 

Thornton  Bryan,  Cadiz 

TRIMBLE 

Carl  Cooper,  Jr.,  Bedford 

UNION 

Wallas  N.  Bell,  Sturgis 

WARREN-BUTLER-EDMONSON 

Paul  J.  Parks,  Bowling  Green 
J.  O.  Willoughby,  Bowling  Green 

WASHINGTON 

M.  A.  Coyle,  Springfield 

WAYNE 

John  W.  Simmons,  Monticello 

WEBSTER 

Paul  M.  Taylor,  Providence 

WHITLEY 

Harold  B.  Barton,  Corbin 

WOLFE 

WOODFORD 

C.  Noel  Hall,  Versailles 
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Reference  Committee  Activity 

Speaker  Richard  F.  Greathouse,  M.D.,  Louisville,  will  refer  all  officers’  and  committees’  reports 
and  resolutions  to  one  of  six  reference  committees  at  the  first  meeting  of  the  KMA  House  of  Dele- 
gates at  9 a.m.  Monday,  September  23.  Reference  committee  chairmen  will  meet  for  briefing  ses- 
sions at  12:30  p.m.  Monday  in  Room  317,  Kentucky  Hotel.  Reference  committees  will  meet  on  the 
mezzanine  floor  of  the  Kentucky  Hotel  at  2 p.m.  Monday,  September  23  and  any  KMA  member 
wishing  to  testify  on  any  resolution  or  report  is  urged  to  be  present.  These  open  sessions  will  last 
at  least  one  hour  in  order  to  permit  all  who  wish  to  speak  to  be  heard.  Following  the  open  hear- 
ings, the  committees  will  go  into  executive  sessions  to  study  the  reports,  review  the  testimony 
and  write  their  reports  to  the  House. 

Recommendations  of  the  committees  will  be  presented  at  the  final  session  of  the  House  Wednes- 
day night,  September  25,  in  the  Terrace  Room,  Kentucky  Hotel.  The  reference  committees  ap- 
pointed by  Doctor  Greathouse  to  serve  during  the  1968  session  are  listed  below. 


1968  Reference  Committee  Appointments 


REFERENCE  COMMIHEE  NO.  1 

Officers  and  Board  of  Trustees 
Parlor  A 

Thomas  L.  Heavern,  M.D.,  Highland  Heights,  Chairman 

N.  Lewis  Bosworth,  M.D.,  Lexington 

Mary  Pauline  Fox,  M.D.,  Hyden 

R.  J.  Phillips,  M.D.,  Owensboro 

Robert  S.  Tillett,  M.D.,  Louisville 


REFERENCE  COMMITTEE  NO.  2 

Scientific  Assembly  and  Medical  Education 
Room  204 

C.  C.  Lowry,  M.D.,  Murray,  Chairman 
Peter  P.  Bosomworth,  M.D.,  Lexington 
Donn  L.  Smith,  M.D.,  Louisville 
Paul  R.  Smith,  M.D.,  London 
Loman  C.  Trover,  M.D.,  Madisonville 


REFERENCE  COMMIHEE  NO.  3 

Legislative  Activities 
Parlor  B 

Harold  B.  Barton,  M.D.,  Corbin,  Chairman 
W.  Donald  Janney,  M.D.,  Covington 
W.  Faxon  Payne,  M.D.,  Hopkinsville 
Charles  C.  Smith,  Jr.,  M.D.,  Louisville 
David  B.  SJevens,  M.D.,  Lexington 
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REFERENCE  COMMITTEE  NO.  4 

Public  Service  and  Medical  Services 
Parlor  C 

Kenneth  M.  Eblen,  M.D.,  Henderson,  Chairman 
John  W.  Harrison,  M.D.,  Ashland 
Edward  N.  Maxwell,  M.D.,  Louisville 
Robert  E.  Robbins,  M.D.,  Greenville 
Richard  J.  Wever,  M.D.,  Paris 


REFERENCE  COMMIHEE  NO.  5 

Governmental  Medical  Services 
Parlor  D 

Walter  Johnson,  M.D.,  Paducah,  Chairman 
Thomson  R.  Bryant,  Jr.,  M.D.,  Lexington 
Harold  L.  Bu:hey,  M.D.,  Barbourville 
Frank  M.  Gaines,  M.D.,  Louisville 
Harold  L.  Johnson,  M.D.,  Frankfort 


REFERENCE  COMMIHEE  NO.  6 

Constitution  and  Bylaws  and  Special  Committees 
Room  203 

Robert  L.  McClendon,  M.D.,  Louisville,  Chairman 

John  M.  Baird,  M.D.,  Danville 

Donald  L.  Graves,  M.D.,  Frenchburg 

Ralph  D.  Lynn,  M.D.,  Elkton 

Dixie  Snider,  M.D.,  Springfield 
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OFFICIAL  CALL 
KMA  Annual  Meeting 

To  the  officers  and  members  of  the  component 
county  medical  societies  of  the  Kentucky  Medical 
Association. 


Meeting  Place 

The  Annual  Meeting  of  the  KMA  will  convene 
on  Tuesday,  Wednesday  and  Thursday,  September 
24,  25  and  26,  at  Convention  Center,  Louisville. 
The  first  general  session  will  be  called  to  order  at 
8:50  a.m.  Tuesday. 

The  House  of  Delegates 

The  first  regular  session  of  the  House  of  Delegates 
will  convene  at  9 a.m.,  Monday,  September  23.  The 
second  regular  business  session  will  begin  at  7 p.m., 
Wednesday,  September  25.  A subscription  dinner  will 
be  served  to  the  delegates  preceding  the  session  at 
6 p.m.  Both  session  will  be  held  in  the  Terrace 
Room  of  the  Kentucky  Hotel. 

Registration 

The  registration  desk  will  open  at  the  Terrace 
Room  of  the  Kentucky  Hotel  at  8 a.m.,  Monday, 
September  23,  and  at  5:30  p.m.,  Wednesday,  Septem- 
ber 25.  It  will  be  open  in  the  technical  exhibit  hall 
of  Convention  Center  from  8 a.m.  to  5 p.m.  Tuesday, 
September  24;  Wednesday,  September  25;  and  Thurs- 
day, September  26. 

Nominating  Committee  To  Meet 
After  First  Session  of  House 

Following  the  close  of  the  first  session  of  the 
House  of  Delegates  Monday,  September  23,  the 
Nominating  Committee  will  hold  an  open  meeting  at 
the  alcove  in  the  far  end  of  the  Terrace  Room  of  the 
Kentucky  Hotel. 

All  members  have  the  privilege  of  conferring  with 
the  Committee  during  its  meeting.  Final  recommen- 
dations will  be  reported  at  the  end  of  the  first  scien- 
tific session  Tuesday  morning,  September  24. 

Nominations  may  also  be  made  from  the  floor  at 
the  second  meeting  of  the  House  of  Delegates, 
Wednesday  evening,  September  25.  The  House  will 
vote  on  the  nominees  at  the  close  of  this  session. 

Members  of  the  Nominating  Committee,  chaired  by 
W.  Faxon  Payne,  M.D.,  Hopkinsville,  are  Ralph  M. 
Denham,  M.D.,  Louisville;  Meredith  J.  Evans,  M.D., 
Middlesboro;  David  A.  Hull,  M.D.  and  David  B. 
Stevens,  M.D.,  Lexington. 


MAKE  YOUR  RESERVATIONS  NOV/ 
Hotel  reservations  for  the  KMA  Annual 
Meeting  September  24-26  should  be  made 
now  in  order  to  be  sure  of  rooms.  Excellent 
accommodations  at  hotels  and  motels  in 
downtown  Louisville  or  surrounding  sections 
of  the  city  are  available  and  within  easy 
access  of  Convention  Center. 


New  KMA  Officers  To  Be  Named 
At  Final  Session  of  House 

The  KMA  officers  for  the  1968-69  Associational 
year  will  be  elected  by  the  House  of  Delegates  during 
its  final  session  Wednesday  evening,  September  25. 

An  amendment  to  the  KMA  Constitution  will  be 
voted  on  in  September  which,  if  approved,  will  re- 
quire an  alternate  trustee  to  be  elected  from  each 
Trustee  District.  All  districts  should  then  present 
their  nominations  for  this  office  to  the  KMA  Nomi- 
nating Committee  at  its  meeting  September  23,  fol- 
lowing the  first  session  of  the  House  of  Delegates. 

Another  amendment  to  the  Constitution  to  be 
voted  on  would  authorize  one  vice  president  instead 
of  three.  If  approved  by  the  House,  only  one  vice 
president,  to  be  from  the  same  area  as  the  president, 
will  be  elected. 


Officers  to  be  selected  by  the  House  are: 

President-Elect  (Eastern)  One  Year 

*Vice  Presidents  (Central)  One  Year 

(Eastern)  One  Year 

(Western)  One  Year 


**Speaker  of  the  House  (Richard  F.  Greathouse, 
M.D.,  Louisville,  incumbent) 

Three  Years 


**Vice  Speaker  of  the  House  (Carl  Cooper,  Jr.,  M.D., 
Bedford,  incumbent) 

Three  Years 

**AMA  Delegate  (J.  Thomas  Giannini,  M.D.,  Louis- 
ville, incumbent) 

Two  Years 

**AMA  Alternate  Delegate  (Charles  G.  Bryant,  M.D., 
Louisville,  incumbent) 

Two  Years 


Five  trustees  will  be  elected  for  regular  three-year 
terms.  Districts  electing  new  trustees  are: 

**First  District  (Joseph  R.  Miller,  M.D.,  Benton,  in- 
cumbent) 

Third  District  (Gabe  A.  Payne,  M.D.,  Hopkinsville, 
incumbent) 

**Fourth  District  (Henry  S.  Spalding,  M.D.,  Bards- 
town,  incumbent) 

**Twelfth  District  (Robert  F.  Long,  M.D.,  Somerset, 
incumbent) 

**Fourteenth  District  (Ballard  W.  Cassady,  M.D., 
Pikeville,  incumbent) 

Doctor  Payne  has  served  two  full  terms  as  district 
trustee  and  is  not  eligible  to  succeed  himself. 

*Pending  House  action  on  amendment 
** Eligible  for  re-election 
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Annual 

Meeting 


Special 

Features 


The  Kentucky  Hotel 
KMA  Anm4al  Meeting  Headquarters 


SCIENTIFIC  PROGRAM  On  September  24,  25  and  26  will  p resent  four  sessions  of  Color  TV  and  Panel  Discussions 
featuring  top  national  personalities  in  the  field  of  medicine.  Themes  will  be  “Respiratory  Diseases,”  “Office 
Examinations,”  “Emergency  Medical  Care”  and  “Huma  n Sexuality.” 


THE  HOUSE  OF  DELEGATES,  KMA’s  top  policy-making  body,  will  hold  two  sessions  during  the  Annual  Meeting. 
The  first  regular  session  will  convene  at  9 a.m.,  Monday,  September  23  and  the  second  session  will  begin  at  7 
p.m.,  Wednesday,  September  25,  following  a subscription  dinner.  Both  meetings  will  be  in  the  Terrace  Room 
of  the  Kentucky  Hotel.  Officers  will  be  elected  at  the  second  session. 


SIXTEEN  SPECIALTY  GROUPS  will  meet  in  conjunction  with  the  KMA  Annual  Meeting.  Nine  meetings  are  sched- 
uled at  2 p.m.,  Tuesday,  September  24,  and  seven  grou  ps  will  meet  at  2 p.m.,  Thursday,  September  26.  All 
KMA  members  are  invited  to  attend  the  meetings  of  their  choice. 

THE  PRESIDENT’S  LUNCHEON  will  feature  guest  speaker  George  Nigh,  Lt.  Governor  of  Oklahoma,  discussing 
“It’s  A Fast,  Fast  World.”  The  luncheon  will  begin  at  11:50  a.m.,  Wednesday,  September  25  in  the  Flag  Room 
of  the  Kentucky  Hotel.  Presentations  of  KMA’s  three  top  awards  will  be  made  at  this  event. 


SEVENTY-SIX  TECHNICAL  EXHIBITS  will  be  On  display  in  Convention  Center  near  the  Assembly  Hall  where  the 
scientific  sessions  will  take  place.  A variety  of  products  and  services  of  interest  to  physicians  will  be  repre- 
sented, providing  an  excellent  opportunity  for  members  to  gain  information  about  the  latest  advances  in 
their  fields  of  interest. 

I 

ALUMNI  REUNIONS  have  been  planned  for  the  five-year  classes  of  the  University  of  Louisville  School  of  Medi- 
I cine. 

I 

j THE  WOMAN  S AUXILIARY  to  KMA  will  hold  its  46th  Annual  Convention  September  23,  24  and  25  at  the 
Kentucky  Hotel. 
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New  Member  Orientation  Course 
To  Be  Offered  September  23 

The  Seventh  KMA  Orientation  Course  will  be 
offered  to  approximately  130  new  members  Monday, 
September  23,  in  the  Mirror  Room  of  the  Kentucky 
Hotel,  just  prior  to  the  opening  of  the  1968  Annual 
Meeting. 

An  outstanding  program  designed  to  better  equip 
the  new  KMA  member  in  meeting  present-day  re- 
sponsibilities as  a citizen  and  as  a physician  has 
been  prepared  by  the  Committee  on  Communication 
and  Health  Education.  Beginning  promptly  at  8:30 
a.m.,  following  registration  at  8:00  a.m.,  the  in- 
formative, fast-moving  session  will  adjourn  by 
12:30  p.m. 

KMA  members  who  have  joined  the  Association 
during  the  past  two  years  and  have  not  as  yet  at- 
tended an  Orientation  Program  will  receive  letters  of 
invitation.  Any  KMA  member,  however,  is  most 
welcome  to  attend  the  course.  The  program  to  be 
presented  in  the  Seventh  Course,  September  23, 
follows. 


KMA  ORIENTATION  PROGRAM 

N.  Lewis  Bosworth,  M.D.,  Lexington 
Moderator 

8:00  a.m.  Registration 

8:30  a.m.  Welcome  and  Introduction 

George  F.  Brockman,  M.D.,  Greenville 
KMA  President 

8:35  a.m.  The  Wife's  Role  in  Organized  Medicine 

Mrs.  Charles  Kissinger,  Henderson 
President,  Woman’s  Auxiliary  to  KMA 

Structure-Function-Policies  in  Organized  Medicine 


8:50  a.m.  “County  Medical  Society” 

Walter  Johnson,  M.D.,  Paducah 
Past  President 

McCracken  County  Medical  Society 

9:05  a.m.  “Kentucky  Medical  Association" 

S.  Randolph  Scheen,  M.D.,  Louisville 
KMA  Secretary 

9:20  a.m.  “American  Medical  Association” 

Robert  C.  Long,  M.D.,  Louisville 
Member,  AMA  Board  of  Trustees 


9:35  o.m.  "Community  Relations” 

Charles  Rutledge,  M.D.,  Hazard 
Delegate  to  AMA 

9:55  a.m.  “Health  Insurance”  (Blue  Cross-Blue  Shield) 
J.  Ed  McConnell,  Louisville 
President 

Blue  Cross  Hospital  Plan,  Inc. 


10:10  a.m.  “Health  Insurance”  (Commercial) 

Francis  J.  Batridge 

Metropolitan  Life  Insurance  Company 


10:25  a.m.  COFFEE  BREAK 


10:40  a.m.  “Culls” 

David  B.  Stevens,  M.D.,  Lexington 
Chairman,  KMA  Cults  Committee 

10:55  a.m.  “Medical  Ethics” 

Clyde  C.  Sparks,  M.D.,  Ashland 
KMA  Past  President 


11:15  a.m.  “Medico-Legal  Aspects” 

E.  Gaines  Davis,  Jr.,  Frankfort 
KMA  Legal  Counsel 


1 1 :35  a.m.  “Medico-Press  Relations" 

William  Gladden,  Louisville 
Director  of  Public  Relations 
WAVE,  Inc. 

1 1 :50  a.m.  “The  National  Scene  for  Medical  Legislation” 
John  C.  Quertermous,  M.D.,  Murray 
Chairman,  KEMPAC  Board  of  Direc- 
tors 

12:05  p.m.  “State  Legislation  and  the  Key  Man  System” 
Fred  C.  Rainey,  M.D.,  Elizabethtown 
Chairman  for  State  Affairs 
KMA  Committee  on  Legislative  Ac- 
tivities 


12:15  p.m.  “The  Physician’s  Role  in  Legislation  and 
Politics” 

Hoyt  D.  Gardner,  M.D.,  Louisville 
Secretary-Treasurer 
American  Medical  Political 
Action  Committee 


Emergency  Message  Phone  Number 
To  Be  584-2201  at  Meeting 

You  may  be  reached  through  the  Message  Center 
during  the  Annual  Meeting  at  the  number  584-2201 
(Area  Code  502)  in  case  of  an  emergency  or  for 
routine  messages.  The  Message  Center  will  be  lo- 
cated in  the  center  of  the  Technical  Exhibit  Hall 
and  staffed  at  all  times  by  trained  employees  of 
South  Central  Bell. 

Emergency  calls  only  will  be  posted  on  the  black- 
boards in  the  entrance  lobby  of  Convention  Center 
and  in  the  Scientific  Assembly  Hall.  Please  check 
frequently  at  the  Message  Center  where  all  messages 
will  be  on  file  until  you  call  for  them. 

Paging  of  individual  physicians  will  not  be  possi- 
ble due  to  the  arrangement  of  facilities  for  the  meet- 
ing. 

Locating  other  physicians  through  the  Message 
Center  will  be  possible  by  calling  584-2201  and  ask- 
ing that  your  message  be  delivered. 

The  Kentucky  Hotel  phone  number  is  587-1181. 
Have  your  calls  directed  to  the  Terrace  Room  if 
you  are  attending  the  meetings  of  the  House  of  Dele- 
gates. Your  name  will  be  posted  on  the  blackboard 
at  the  front  of  the  room  when  you  receive  a call. 

The  Mlessage  Center  is  in  a convenient  and  ef- 
ficient location  for  the  transfer  of  messages  and  you 
are  urged  to  make  use  of  this  facility  to  receive 
your  calls  promptly.  Remember  to  leave  the  num- 
ber at  your  home,  office  and  hospital. 


REGISTRATION  INFORAIVATION 
You  are  requested  to  register  as  early  as 
possible  at  the  Registration  Booth  in  the  north 
end  of  the  Convention  Hall  (in  the  Technical 
Exhibit  Hall).  The  booth  will  open  at  8 a.m. 
Tuesday,  Wednesday  and  Thursday,  Septem- 
ber 24,  25  and  26. 

Please  wear  your  badge  at  all  times  while 
attending  the  meeting. 
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1968  Annual  Meeting  Program  Summary 

The  Kentucky  Medical  Association 
September  21,  22,  23,  24,  25,  and  26 
Louisville 


6:30 


12:30 


8:30 

9:00 

12:30 

2:00 

6:00 


8:50 

9:00 

9:00 

2:00 


9:00 

11:50 

2:00 

5:00 

6:00 


9:00 

12:00 

2:00 


SATURDAY,  SEPTEMBER  21 

p.m.  Dinner  Meeting,  Board  of  Directors,  Ky.  Physicians  Mutual  Pendennis  Club 


SUNDAY,  SEPTEMBER  22 

p.m.  Luncheon  Meeting,  KMA  Board  of  Trustees  Parlor  A,  Kentucky  Hotel 


MONDAY,  SEPTEMBER  23 


a.m.  Orientation  Program,  New  KMA  Members  . . 
a.m.  First  Meeting,  KMA  House  of  Delegates  . . 
p.m.  Luncheon  for  Reference  Committee  Chairmen 

p.m.  Reference  Committee  Meetings  

p.m.  KEMPAC  Reception,  Banquet  and  Seminar  . 


Mirror  Room,  Kentucky  Hotel 

Terrace  Room,  Kentucky  Hotel 

Room  317,  Kentucky  Hotel 

Parlors  A,  B,  C,  D — Rooms  203  & 204,  Kentucky  Hotel 
Flag  Room,  Kentucky  Hotel 


TUESDAY,  SEPTEMBER  24 

a.m.  Opening  Ceremonies  Scientific  Assembly  Hall,  Convention  Center 

a.m.  Registration  Technical  Exhibit  Hall,  Convention  Center 

a.m.  First  Scientific  Session  Scientific  Assembly  Hall,  Convention  Center 

p.m.  Specialty  Group  Sessions,  Convention  Center  (Nine  Specialty  Group  Sessions  will  be  held  simultane- 
ously at  this  time.  Any  KMA  member  may  attend  any  of  these  meetings.  There  will  be  no  General 
Session  at  this  time.  See  pages  740-742  in  program.) 


WEDNESDAY,  SEPTEMBER  25 


a.m.  Second  Scientific  Session  Scientific  Assembly  Hall,  Convention  Center 

a.m.  President’s  Luncheon  Flag  Room,  Kentucky  Hotel 

p.m.  Third  Scientific  Session  Scientific  Assembly  Hall,  Convention  Center 

p.m.  Meeting,  Board  of  Trustees  Parlor  B^Dinner  at  6:00,  Parlor  A,  Kentucky  Hotel 

p.m.  Subscription  Dinner  and  Meeting,  House  of  Delegates  Terrace  Room,  Kentucky  Hotel 


THURSDAY,  SEPTEMBER  26 

a.m.  Fourth  Scientific  Session  Scientific  Assembly  Holl,  Convention  Center 

noon  Board  of  Trustees  Luncheon  and  Afternoon  Meeting Parlor  A,  Kentucky  Hotel 

p.m.  Specialty  Group  Sessions,  Convention  Center  (Seven  Specialty  Group  Sessions  will  be  held  simultane- 
ously at  this  time.  Any  KMA  member  may  attend  any  of  these  meetings.  There  will  be  no  General 
Session.  See  page  745  in  program.) 

A 30-minute  intermission  has  been  scheduled  during  each  morning  and  afternoon 
Scientific  Session  for  visiting  Scientific  and  Technical  Exhibits. 


(Full  Scientific  Program  Starts  on  page  740) 
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The  Kentucky  Medical  Association 

SCIENTIFIC  PROGRAM 

John  Gaunt  Brooks  Memorial  Meeting 

Convention  Center,  Louisville 


TUESDAY,  SEPTEMBER  24 
MORNING  SESSION 


General  Session 

George  F.  Brockman,  M.D.,  Greenville,  KMA 
President,  Presiding 

8:50  Opening  Ceremonies 

Welcome — John  A.  Bishop,  M.D.,  Jefferson- 
town.  President,  Jefferson  County  Medical 
Society 

Invocation — The  Rev.  Wilfred  Myll,  Pastor, 
St.  Matthews  Episcopal  Church 
9:00  “Recent  Advances  in  the  Core  of  Newborn  Infants” 
Jerold  Lucey,  M.D.,  Burlington,  Vt. 

9:20  “Syphillis  Management,  1968” 

Sidney  Olansky,  M.D.,  Atlanta,  Ga. 

9:40  President’s  Address 

George  F.  Brockman,  M.D. 

10:00  Intermission  to  Visit  Exhibits 

10:30  COLOR  TV  CLINIC:  “Respiratory  Diseases” 

Peter  Bosomworth,  M.D.,  Lexington, 
Moderator 

Nathan  I.  Handleman,  M.D.,  Louisville 
John  Hedley-Whyte,  M.B.,  Boston,  Mass. 
Harold  Rosenbaum,  M.D.,  Lexington 
David  Spain,  M.D.,  Brooklyn,  N.Y. 

Kent  Trinkle,  M.D.,  Lexington 

TUESDAY,  SEPTEMBER  24 
AFTERNOON  SESSION 

Specialty  Group  Meetings 

{Nine  Specialty  Groups  will  meet  on  Tuesday  after- 
noon with  intermissions  to  visit  the  Scientific  and 
Technical  Exhibits.  There  will  be  no  general  session 
at  this  time.  KMA  members  are  invited  to  attend  all 
of  these  meetings.) 

Kentucky  Society  of  Anesthesiologists 
Room  205,  Convention  Center 

2:00  “Problems  in  Weaning  Patients  from  Ventilators” 

John  Hedley-Whyte,  M.B.,  Boston,  Mass. 

2:30  “Anesthetic  Hazards  of  Obesity” 

Ronald  W.  Dunbar,  M.D.,  Lexington 
2:45  “A  Comparative  Study  of  Self-inflating  Resuscita- 
tion Bags” 

Lloyd  F.  Redick,  M.D.,  I.exington 
3:00  Intermission  to  Visit  Exhibits 
3:30  “Penthrane  Today — Abbott  Laboratories” 
Discussant  to  be  announced 
4:00  Business  Meeting 


JEROLD  F.  LUCEY,  M.D. 
Burlington,  Vermont 


Professor  of  pediatrics,  Uni« 
versify  of  Vermont  College  of 
Medicine.  M.D.,  1952,  New 

York  University  College  of  Medi- 
cine. Chairman,  Committee  on 
Fetus  and  Newborn,  American 
Academy  of  Pediatrics.  Fellow, 
American  Academy  of  Pediat- 
rics. Consultant,  National  Board 
of  Medical  Examiners  Pediatric 
Section.  Member,  Society  for 
Pediatric  Research,  American 
Pediatric  Society.  Research  in- 
terest in  investigation  of  etiol- 
ogy of  neonatol  jaundice  and 
kernicterus. 


SIDNEY  OLANSKY,  M.D. 
Atlanta,  Georgia 


Professor  of  medicine  and 
chief,  section  of  dermatology, 
Emory  University  School  of 
Medicine.  M.D.,  1940,  Glasgow 
University,  Scotland.  Post  pres- 
ident and  secretary,  Southejn 
Medical  Association  derma- 
tology section.  Member,  Board 
of  Directors,  American  Acad- 
emy of  Dermatology  and  Syph- 
ilology,  National  Serology  Ad- 
visory Committee  to  Surgeon 
General  of  Public  Health  Serv- 
ice. Author  or  co-author  of  126 
papers  relating  to  venereal 
diseases  and  dermatology. 


JOHN  HEDLEY-WHYTE,  M.B. 
Boston,  Massachusetts 


Associate  professor,  Harvard 
Medical  School.  Anaes'hetist-in- 
Chief,  Beth  Israel  Hospital. 
M.B.,  1958,  St.  Bortholomsw’s 
Hospital  Medical  School.  Fel- 
low, American  College  of  Anes- 
thesiology. Life  member,  Faculty 
of  Anaesthetist,  Royal  College 
of  Surgeons  of  England.  Mem- 
ber, American  Society  of 
Anesthesiologists,  International 
Anesthesia  Research  Society. 
Reviewer,  Journal  of  Clinical 
Investigation.  Ad  hoc  con- 
sultant, General  Medical  Re- 
search Progrom  Project  Com- 
mittee, National  Institutes  of 
Health. 
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Kentucky  Chapter, 

American  College  of  Chest  Physicians 
(Meeting  with  the  Kentucky 
Industrial  Medical  Association) 

Room  104  Convention  Center 

Fireside  Conferences  Beginning  at  2:00 

2:00  “Tuberculosis  and  Fungus  Infections  of  the  Lung” 
Michael  L.  Furcolow,  M.D.,  Lexington 
Alex  N.  Saliba,  M.D.,  Louisville 

2:00  “Radiology  of  Chest  and  Lung  Scanning” 

Herbert  E.  Brizel,  M.D.,  Louisville 
Harold  D.  Rosenbaum,  M.D.,  Lexington 

2:00  “Cardiology” 

Noble  Fowler,  M.D.,  Cincinnati,  Ohio 
Robert  Rainey,  M.D.,  Louisville 
Ralph  Shabetai,  M.D.,  Lexington 

2:00  “E.K.G.” 

Kirk  Bowman,  M.D.,  Madisonville 
Herbert  L.  Clay,  M.D.,  Louisville 

2:00  “Industrial  Cardio-Pulmonary  Problems  and  Em- 
physema” 

Gilbert  L.  Hamilton,  M.D.,  Harlan 
Edward  M.  Kline,  M.D.,  New  York,  N.Y. 


DAVID  M.  SPAIN,  M.D. 
Brooklyn,  New  York 


Director  of  pothology,  Brook- 
dale  Hospital  Center.  Clinlcat 
professor  of  pathology,  Columbia 
University  College  of  Physicians 
and  Surgeons.  Former  chief 
medical  examiner,  Westchester 
County.  M.D.,  1936,  University 

of  Maryland  School  of  Medicine. 
Member  State  Board  of  Medical 
Examiners  of  New  York.  As- 
sociate editor,  Journal  of  Diseases 
of  the  Chest.  Editorial  board, 
American  Review  of  Respiratory 
Diseases.  Member  College  of 
American  Pathologists,  American 
Society  of  Clinical  Pathologists, 
American  College  of  Chest  Physi- 
cians. 


WILLIAM  S.  SMITH,  M.D. 
Ann  Arbor,  Michigan 


Kentucky  Dermatological  Society 
General  Hospital 

2:00  Skin  Clinic  and  Discussion 

Paul  Mapother,  M.D.,  Louisville,  Moderator 

3:00  Intermission  to  Visit  Exhibits 

3:30  General  Discussion  of  Cases  Presented 

Sidney  Olansky,  M.D.,  Atlanta,  Ga. 


Kentucky  Industrial  Medical  Association 
(Meeting  with  the  Kentucky  Chapter, 
American  College  of  Chest  Physicians) 
Room  104  Convention  Center 

Fireside  Conferences  Beginning  at  2:00 


Professor  of  surgery  and 
head,  section  of  orthopaedic 
surgery.  University  of  Michigan 
Medical  Center.  M.D.,  1943, 

University  of  Michigan.  Kappa 
Delta  Award  recipient  for  out- 
standing scientific  ccnttibution 
to  field  of  orthopaedic  surgery. 
Member,  American  Orthopaedic 
Association,  Orthopaedic  Re- 
search Society,  American  Asso- 
ciation for  the  Surgery  of 
Trauma.  Fellow,  American  Acad- 
emy of  Orthopaedic  Surgeons 
ond  American  College  of  Sur- 
geons. 


Kentucky  Obstetrical  and  Gynecological  Society 
Second  Floor  Auditorium,  Convention  Center 
2:00  “The  Pill” 

Stewart  A.  Fish.  M.D.,  Memphis,  Term. 

2:30  “Estrogen  Replacement  Therapy — Internists’  Point 
of  View” 

William  B.  Stodghill,  M.D.,  Louisville 

3:00  Intermission  to  Visit  Exhibits 

3:30  Panel  Discussion:  “Hormones  in  Modern  Medical 
Practice” 

Silas  Starr,  M.D.,  Louisville,  Moderator 
William  A.  Blodgett,  M.D.,  Louisville 
Stewart  A.  Fish,  M.D.,  Memphis,  Term. 
William  B.  Stodghill,  M.D.,  Louisville 


KEITH  WATERHOUSE,  M.D. 


Brooklyn,  New  York 


Professor  of  surgery  and 
head,  division  of  urology.  State 
University  of  New  York,  Down- 
state  Medical  Center.  M.D., 
1953,  Oxford  University  Medi- 
cal School.  M.  A.,  1957,  Uni- 
versity of  Cambridge.  Fellow, 
American  College  of  Sur- 
geons, American  Academy  of 
Pediatrics,  New  York  Academy 
of  Medicine.  Past  president 
Brooklyn-Long  Island  Urologi- 
cal Society.  Member,  American 
Urological  Association,  Ameri- 
can Association  of  Genitourinary 
Surgeons,  Royol  College  of  Sur- 
geons. 
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Kentucky  Orthopaedic  Society 
Room  101,  Convention  Center 


EDWARD  M.  KLINE,  M.D. 
New  York,  New  York 


2:00  “Fracture  Dislocations  of  the  Spine;  Immobilized 
with  Harrington  Rods” 

Henry  Danaceau,  M.D.,  Lexington 
2:30  “A  Thirty  Year  Follow-Up  of  Congenital  Dislocation 
of  the  Hip” 

William  S.  Smith,  M.D.,  Ann  Arbor,  Mich. 
3:00  Intermission  to  Visit  Exhibits 
3:30  “Immediate  Post-Operative  Fitting” 

O.  J.  Hurt.  M.D.,  Louisville 

4:00  “Hookworm  Infestation  of  Bone” 

Richard  O’Conner,  M.D.,  Louisville 


Kentucky  Society  of  Pathologists 

Room  203,  Convention  Center 

2:00  “Radiation  Induced  Osteogenic  Sarcoma  of  the 
Orbit” 

T.  Yoneyama,  M.D.,  Lexington 
Robert  Greenlaw,  M.D.,  Lexington 

2:00  “Phage  lysis  of  Staphlococcus  Aureous  Exposed  to 
Acridine  Orange" 

Daniel  Weiss,  M.D.,  Lexington 

2:40  “Evaluation  of  K.  Enterobacter  in  Normal  Flora  and 
Infections” 

Herbert  Braunstein,  M.D.,  Lexington 
E.  Tucker,  M.D.,  Lexington 
3:00  Intermission  to  Visit  Exhibits 

3:30  “Epidermology  and  Significance  of  Trachael  Bronchial 
Metaplasia” 

David  M.  Spain,  M.D.,  Brooklyn,  N.Y. 


Kentucky  Chapter,  American  Academy 
of  Pediatrics 

Assembly  Hall,  Convention  Center 

2:00  Color  TV  Clinic:  “Assessment  of  Signs  and  Symp- 
toms in  the  Newborn” 

Jerold  F.  Lucey,  M.D.,  Burlington,  Vt. 

Billy  F.  Andrews,  M.D.,  Louisville 
Robert  A.  Beargie,  M.D.,  Lexington 

3:00  Intermission  to  Visit  Exhibits 

3:30  “Care  of  the  Newborn” 

Jerold  F.  Lucey,  M.D.,  Burlington,  Vt. 

Billy  F.  Andrews,  M.D.,  Louisville 
Robert  A.  Beargie,  M.D.,  Lexington 

4:00  Panel  Discussion:  “Problems  in  the  Newborn 

Period” 

Jerold  F.  Lucey,  M.D.,  Burlington,  Vt. 

Billy  F.  Andrews,  M.D.,  Louisville 
Robert  A.  Beargie,  M.D.,  Lexington 

Kentucky  Urological  Society 
Room  208,  Convention  Center 

2:00  '^Investigation,  Diagnosis  end  Treatment  of  Lower 
Urinary  Tract  Obst.uction  in  Children" 

Keith  Waterhouse,  M.D.,  Brooklyn,  N.Y. 

3:00  Intermission  to  Visit  Exhibits 
3:30  Pyelogram  Hour 
4:20  Business  Meeting 


Medical  director,  General 
Electric  Company.  Assistant  pro- 
fessor of  clinical  medicine,  Cor- 
nell University.  Assistant  at- 
tending physician.  New  York 
Hospital.  M.D.,  1934,  Western 
Reserve  University.  Fellow, 
American  College  of  Physicians, 
American  Academy  of  Occupa- 
tional Medicine,  Council  on 
Clinical  Cardiology,  American 
Heart  Association  and  Industri- 
al Medical  Association.  Member 
American  Industrial  Hygiene  As- 
sociation and  American  Public 
Health  Association. 


NOBLE  O.  FOWLER,  M.D. 
Cincinnati,  Ohio 


Professor  of  medicine.  Uni- 
versity of  Cincinnati.  Director, 
Cardiac  Research  Laboratory, 
Cincinnati  General  Hospital. 
M.D.,  1941,  University  of 

Tennessee  College  of  Medicine. 
Chairman,  Council  on  Clinical 
Cardiology  Program  Committee, 
American  Heart  Association. 
Editorial  Board,  American  Heart 
Journal  and  The  Heart  Bulletin. 
Member,  Association  of  Univer- 
sity Ca  diologists,  Ame  lean 
Physiological  Society,  American 
Federation  for  Clinical  Research. 


ROBERT  J.  FREEARK,  M.D. 
Chicago,  Illinois 


Professor  of  surgery,  North- 
western University  Medical 
School  and  Cook  County  Grad- 
uate School  of  Medicine.  Di- 
rector, division  of  surgery,  and 
chairman,  department  of  general 
surgery,  Cook  County  Hospi- 
tal. M.D.,  1952,  Northwestern 
University  Medical  School.  Fel- 
low, American  College  of  Sur- 
geons. Member,  Chicago,  Illi- 
nois, Midwest  and  Central  Sur- 
gical Societies,  American  Asso- 
ciation for  the  Surgery  of 
Trauma,  Western  Surgical  Asso- 
ciation. Author,  numerous  medi- 
cal articles  and  movies. 
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WEDNESDAY,  SEPTEMBER  25 
MORNING  SESSION 

General  Session 

Glenn  W.  Bryant,  M.D.,  Louisville,  Vice  President 
(Central),  Presiding 

9:00  COLOR  TV  CLINIC:  “Office  Examinations” 

Fred  C.  Rainey,  M.D.,  Elizabethtown,  Mod- 
erator 

Walter  S.  Coe,  M.D.,  Louisville 
Richard  L.  Roth,  M.D.,  Louisville 
Sheldon  Rovin,  D.D.S.,  Lexington 
William  S.  Smith,  M.D.,  Ann  Arbor,  Mich. 

10:00  Intermission  to  Visit  Exhibits 

10:30  “Chronic  Renal  Failure  from  Urological  Diseases: 
Treatment  by  Salt  Balancing  and  Low  Protein  Diet” 

Keith  Waterhouse,  M.D.,  Brooklyn,  N.Y. 

10:50  “The  Examination  of  the  Executive” 

Edward  M.  Kline,  M.D.,  New  York,  N.Y. 

11:10  “Common  Misconceptions  Concerning  Pulmonary 
Embolism” 

Noble  Fowler,  M.D.,  Cincinnati,  Ohio 

1 1 :30  Presentation  of  Scientific  Exhibit  Award 


PRESIDENT’S  LUNCHEON 
Flag  Room,  Kentucky  Hotel 

11:50  a.m. 

George  F.  Brockman,  M.D.,  Greenville,  KMA 
President,  presiding 

Invocation 

The  Rev.  R.  Willard  VanNostrand,  Pastor 
Beargrass  Christian  Church 

Recognition 

George  F.  Brockman,  M.D. 

Awards  Presentation 

Richard  F.  Grise,  M.D.,  Bowling  Green, 
Chairman,  KMA  Awards  Committee 
“It’s  a Fast,  Fast  World” 

Lieutenant  Governor  George  Nigh 
Oklahoma  City,  Oklahoma 


WEDNESDAY,  SEPTEMBER  25 

AFTERNOON  SESSION 

I 

I General  Session 

! J.  Sankey  Williams,  M.  D.,  Nicholasville 

I Vice  President  (Eastern),  Presiding 

i 2:00  COLOR  TV  CLINIC:  “Emergency  Medical  Care” 

i William  T.  Rumage,  Jr.,  M.D.,  Louisville, 

I Moderator 

i William  K.  Keller,  M.D.,  Louisville,  Director 

Case  Presentations 

I Mark  Fullmer,  M.D.,  Lexington 

I Lawrence  Goldberg,  M.D.,  Louisville 

I Joseph  Hiller,  M.D.,  Lexington 

Joseph  Marshall,  M.D.,  Louisville 

Triage  Officers 

Robert  J.  Freeark,  M.D.,  Chicago,  111. 

Ward  O.  Griffen,  M.D.,  Louisville 
Rudolf  J.  Noer,  M.D.,  Louisville 
(Continued  on  next  page) 


DONALD  J.  JOSEPH,  M.D. 

Columbia,  Missouri 

Associote  clinical  professor, 
chief  of  otolaryngology,  Univer- 
sity of  Missouri  School  of 
Medicine.  M.D.,  1946,  St.  Louis 
University  School  of  Medicine. 
M.S.,  1953,  Baylor  University. 
Diplomate,  American  Board  of 
Otolaryngology.  Fellow,  Amer- 
ican Academy  of  Ophthalmol- 
ogy and  Otoloryngology,  Amer- 
ican College  of  Surgeons. 
Former  consultant  to  surgeon 
general  In  otolaryngology.  Past 
president.  Society  of  Military 
Otolaryngologists.  Member, 
Military  Surgeons  Association, 
National  Academy  of  Sciences. 


PRISCILLA  WHITE,  M.D. 
Boston,  Massachusetts 

Assistant  professor  of  medi- 
cine, Tufts  University  Medical 
School.  Consultant  in  diabetes, 

Boston  Floating  Hospital.  M.D., 

1923,  Tufts  College  Medical 
School.  Member  American 
Diabetes  Association,  American 
College  of  Physicians,  American 
Medical  Women's  Association. 

Recipient  Elizabeth  Blackwell 
citation,  Hobart  and  William 
Smith  College,  1949  and  New 
Yor*  ‘nfirmary,  1953. 


JEROME  F.  WIOT,  M.D. 

Cincinnati,  Ohio 

Professor  of  radiology.  Uni- 
versity of  Cincinnati.  Director, 
department  of  radiology,  Cin- 
cinnati General  Hospital.  M.D., 
1953,  University  of  Cincinnati 
College  of  Medicine.  Diplomate, 
American  Board  of  Radiology. 
Member,  Cincinnati  Academy 
of  Medicine,  Radiological  So- 
ciety of  North  America,  Amer- 
ican College  of  Radiology,  As- 
sociation of  University  Radiol- 
ogists, Ohio  State  Radiologi- 
cal Society. 
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Consultants 

Mohammad  Atik,  M.D.,  Louisville 
Peter  Bosomworth,  M.D.,  Lexington 
Lester  R.  Bryant,  M.D.,  Lexington 
James  Harkess,  M.D.,  Louisville 
Allan  Lansing,  M.D.,  Louisville 
Robert  Lich,  M.D.,  Louisville 
Horace  A.  Norrell,  M.D.,  Lexington 
Harold  Rosenbaum,  M.D.,  Lexington 


3:20  Intermission  to  Visit  Exhibits 

3:50  “The  Airwoy  in  an  Emergency” 

Donald  Joseph,  M.D.,  Columbia,  Mo. 

4:10  “The  Unusual  Diabetic” 

Priscilla  A.  White,  M.D.,  Boston,  Mass. 

4:30  “The  Management  of  Critical  Injuries” 

Robert  J.  Freeark,  M.D.,  Chicago,  111. 

THURSDAY,  SEPTEMBER  26 
MORNING  SESSION 


General  Session 

Luther  M.  Wilson,  Jr.,  M.D.,  Bowling  Green, 
Vice  President  (Western ) , Presiding 


9:00  “Is  This  Chest  Film  Normal?” 

Jerome  F.  Wiot,  M.D.,  Cincinnati,  Ohio 

9:20  HUMAN  SEXUALITY:  “Toward  Marital  and  Sexual 
Ad'ustment” 

Philip  S.  Crossen,  M.D.,  Lexington 

9:40  HUMAN  SEXUALITY:  “Sexual  Problems  in  Family 
Practice” 

William  M.  Sheppe,  Jr.,  M.D..  Charlottesville, 
Va. 

10:00  Intermission  to  Visit  Exhibits 

10:30  COLOR  TV  CLINIC:  “Human  Sexuality” 

Philip  S.  Crossen,  M.D.,  Lexington,  Modera- 
tor 

John  Cole,  M.D.,  Lexington 

Robert  G.  Heath,  M.D.,  New  Orleans,  La. 

Karl  Olsen.  M.D.,  Cleveland,  Ohio 
Stephen  J.  Zwirek,  M.D.,  Lexington 

PANEL  DISCUSSION 


Specialty  Group  Session 
Kentucky  EEN&T  Society 
Room  205,  Convention  Center 

9:00  “Full  Thickness  Postauricular  Skin  Graft  To  Re- 
place Tissue  About  the  Face  and  Nose” 

Robert  C.  Kratz,  M.D.,  Newport 
Discussion 

9:30  “Management  of  Malignancies  of  the  Lip” 

Alvin  C.  Poweleit,  M.D.,  Covington 
Discussion 

10:00  PANEL  DISCUSSION:  “Ear  Emergency” 

Francis  J.  Peisel,  M.D.,  Louisville  Moderator 
Donald  Joseph,  M.D.,  Columbia,  Mo. 

Arthur  L.  Juers,  M.D.,  Louisville 
William  Moore,  M.D..  Bowling  Green 

1 1 :00  Intermission  to  Visit  Exhibits 

1 1 :30  Business  Meeting 
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WILLIAM  M.  SHEPPE,  JR„  M.D. 
Charlottesville,  Virginia 


Associate  professor  of  psy- 
chiatry at  University  of  Vir- 
ginia and  executive  assistant  to 
the  chief  of  psychiatry.  Spe- 
cial psychiatric  consultant  to 
Department  of  Health,  Educa- 
tion and  Welfare.  M.D.,  1948, 
University  of  Virginia.  Fellow, 
American  Psychiatric  Association 
Diplomate,  American  Board  of 
Psychiatry.  Past  president, 
Neuropsychiatric  Society  of 
Virginia.  Author,  section  of 
American  Handbook  of  Psy- 
chiatry and  many  published 
papers. 


ROBERT  G.  HEATH,  M.D. 
New  Orleans,  Louisiana 


Professor  and  chairman,  de- 
partment of  psychiatry  and 
neurology,  Tulane  University 
School  of  Medicine.  M.O., 
1938,  University  of  Pittsburgh. 
Associate  editor  and  consultant, 
International  Review  of  Neuro- 
biology. Vice  president,  Society 
of  Biological  Psychiatry.  Mem- 
ber, American  Neurological  As- 
sociation, Soulhe  n Society  for 
Clinical  Research,  Association 
for  Psychoanalytic  Medicine,  and 
many  others.  Author  of  230 
scientific  papers  and  three 
books. 


KARL  J.  OLSEN,  M.D. 
Cleveland,  Ohio 


Cleveland  Clinic  Hospital 
staff  member.  Former  instructor, 

Ohio  State  University  and  Uni- 
versity of  Minnesota.  Consult- 
ant, physical  medicine  and 
rehabilitation,  Rochester,  Min- 
nesota hospitals.  M.D.,  1952, 

Ohio  State  University.  Member, 

American  Academy  of  Physical 
Medicine,  American  Congress  of 
Physical  Medicine  and  Rehabil- 
itation, American  Association 
of  Electromyography  and  Elec- 
trodiagnosis, Ohio  Society  of 
Physical  Medicine,  American 
Association  for  the  Advance- 
ment of  Science. 
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THURSDAY,  SEPTEMBER  26 
AFTERNOON  SESSION 

Specialty  Group  Sessions 

(Seven  Specialty  Groups  will  hold  their  meetings  on 
Thursday  afternoon  and  all  KMA  members  are  in- 
vited to  attend  the  meetings  of  their  choice.  There 
will  be  no  general  scientific  session  at  this  time.  In- 
termissions will  be  scheduled  to  visit  the  Scientific 
and  Technical  Exhibits.) 


Kentucky  EEN&T  Society 
Room  205,  Convention  Center 

2:00  “Herpes  Simplex” 

Herbert  E.  Kaufman,  M.D.,  Gainesville,  Fla. 

3:00  “Extraocular  Muscle  Involvement  in  Myopathic 
and  Neuropathic  Disease” 

Jonathan  Wirtschafter,  M.D.,  Lexington 

3:30  Intermission  to  Visit  Exhibits 

4:00  “Bullous  Keratopathy” 

Herbert  Kaufman,  M.D.,  Gainesville,  Fla. 


Kentucky  Chapter,  American  Academy  of 
General  Practice 

Assembly  Hall,  Convention  Center 

2:00  Color  TV  Clinic:  “Evaluation  of  Rehabilitative 
Potential” 

William  P.  VonderHaar,  M.D.,  Louisville 
Moderator 

Karl  Olsen,  M.D.,  Cleveland,  Ohio 

3:00  Intermission  to  Visit  Exhibits 


Kentucky  Chapter, 

American  College  of  Physicians 
(Meeting  with  the 
Kentucky  Diabetes  Association) 

Room  203,  Convention  Center 

2:00  “Ophthalmopathy  of  Graves  Disease” 

Ronald  D.  Hamilton,  M.D.,  Lexington 

2:20  “Clinical  Manifestations  of  Pheochromocytoma” 
Ronald  L.  Sergent,  M.D.,  Lexington 
Matthew  C.  Darnell,  Jr.,  M.D.,  Lexington 

2:40  “Adult  Diabetes  Mellitus:  A Critique  of  the 

Diagnosis” 

James  R.  Hendon,  M.D.,  Louisville 
David  White,  M.D.,  Louisville 

3:00  Intermission  to  Visit  Exhibits 

3:30  “The  Management  of  Vascular  Complications  of 
Diabetes” 

Priscilla  A.  White,  M.D.,  Boston,  Mass. 


Kentucky  Psychiatric  Association 
Room  204,  Convention  Center 

2:00  “Schizophrenia:  Studies  of  Pathogenesis” 

Robert  G.  Heath,  M.D.,  New  Orleans,  La. 
Discussion 

3:00  Intermission  to  Visit  Exhibits 

3:30  “Kentucky  Mental  Health  Laws” 

William  K.  Keller,  M.D.,  Louisville 

4:00  Business  Meeting 


Kentucky  Association 
of  Public  Health  Physicians 
Room  207,  Convention  Center 

2:00  “Human  Sexual  Behavior” 

William  Sheppe,  M.D.,  Charlottesville,  Va. 

2:30  Discussion 

3:00  Intermission  to  Visit  Exhibits 
3:30  Business  Meeting 


Kentucky  Chapter, 

American  College  of  Radiology 
Room  208,  Convention  Center 

2:00  “Brain  and  Lung  Isotope  Scanning” 
David  Preston,  M.D.,  Lexington 

2:30  “Calcification  of  the  Vas  Deferens” 
James  King,  M.D.,  Lexington 

3:00  Intermission  to  Visit  Exhibits 

3:30  “Plain  Film  Diagnosis  of  the  Mediastinum” 
Jerome  F.  Wiot.  M.D.,  Cincinnati,  Ohio 


Kentucky  Chapter,  American  College  of  Surgeons 
Room  101,  Convention  Center 

2:00  “Shock” 

Robert  J.  Freeark,  M.D.,  Chicago,  111. 

2:30  “Relation  of  Regional  Enteritis  and  Ulcerative 
Colitis" 

Coleman  C.  Johnston,  M.D.,  Lexington 

2:45  “Asymptomatic  Recto-Sigmoidal  Polyps” 

William  T.  Rumage,  M.D.,  Louisville 
John  E.  Eckerle,  M.D.,  Louisville 
Herman  Pocock,  M.D.,  Louisville 
Mr.  Robert  Merrill,  Louisville 

3:00  Intermission  to  Visit  Exhibits 

3:30  “Intra-arterial  Chemotherapy  for  Cancer” 

Blaine  Lewis,  M.D.,  Louisville 
Malcolm  Thompson,  M.D.,  Louisville 

3:50  “Routine  Tube  Pharyngostomy  for  Gastric  Decom- 
pression” 

John  Ritter,  M.D.,  Harlan 

4:10  “Recent  Advances  in  Pediatric  Surgery” 

Bernard  Schoo,  M.D.,  Louisville 
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FRIDAY,  SEPTEMBER  27 

Specialty  Group  Session 

Kentucky  Chapter,  American  College  of  Surgeons 
Department  of  Surgery,  University  of  Louisville 

Fourth  Floor  Conference  Room 
Louisville  General  Hospital 

8:00  “Operative  Clinic"  (Television) 

James  C.  Drye,  M.D. 

9:00  “Surgery  for  Rheumatoid  Arthritis"  (Symposium) 
James  W.  Harkness,  M.B.,  Ch.B. 

Harold  Kleinert,  M.D. 

David  Neustadt,  M.D. 

10:00  Coffee  Break 
10:15  “Acute  Pancreatitis" 

Norton  Waterman,  M.D. 

10:30  “The  Rejection  Problem" 

Allan  M.  Lansing,  M.D. 

10:45  “Zollinger-Ellison  Syndrome — Recent  Advances" 
Fred  T.  Moore,  M.D. 

1 1 :00  “Management  of  the  Flail  Chest" 

Herbert  T.  Ransdell,  M.D. 

11:15  “Blood  Viscosity  and  the  Microcirculation" 

M.  Atik,  M.D. 

11:30  “Trauma  to  the  Intestines" 

E.  Truman  Mays,  M.D. 

1 1 :45  “Foramen  of  Winslow  Hernia" 

John  L.  Cook,  M.D. 

12:00  “Retroperitoneal  Fibrosis" 

Phil  Harbrecht,  M.D. 

12:30  Luncheon 

“Medical  School  Plans” 

Donn  L.  Smith,  M.D.,  Dean,  University  of 
Louisville  School  of  Medicine 
2:00  Adjournment 

Annual  U of  L Alumni  Reunions 
Planned  During  KMA  Meeting 

Eight  five-year  classes  of  the  University  of  Louis- 
ville School  of  Medicine  plan  alumni  reunions  in 
September  during  the  KMA  Annual  Meeting,  accord- 
ing to  Les  Shively  of  the  Alumni  Office. 

In  addition  to  a tour  of  the  Medical  School  for  all 
classes,  each  chairman  is  planning  individual  func- 
tions for  his  group.  A list  of  the  chairmen  selected 
this  year  follows.  All  are  located  in  Louisville. 

1928 — Pat  R.  Imes,  M.D.,  558  Medical  Towers 
Bldg.,  585-2189 

1933 — Naaman  H.  Burkhead,  M.D.,  700  Brown 
Bldg.,  584-2421 

1938 — J.  Thomas  Giannini,  M.D.,  464  Medical 
Towers  South  Bldg.,  583-2766 

1943 — Clarence  E.  Quaife,  M.D.,  2007  Bonnycastle 
Ave.,  451-3948  and  Blaine  Lewis,  M.D., 
1711  Heyburn  Bldg.,  582-2023 

1948 — Laura  V.  Kimbrough,  M.D.,  4242  North 
Western  Pkwy.,  774-2412 

1953 — Lolita  S.  Weakley,  M.D.,  1416  Cherokee 
Rd.,  451-1313 

1958 — Thomas  E.  Campbell,  M.D.,  704  Medical 
Towers  Bldg.,  587-8402 


15^63 — Eugene  H.  Kremer  III,  M.D.,  612  Medical 
Towers  Bldg.,  584-2257 

Annual  Meeting  To  Commemorate 
John  G.  Brooks,  1888  President 

John  Gaunt  Brooks  Memorial  Meeting  will 
be  the  official  title  of  the  1968  KMA  Annual 
Meeting  in  honor  of 
the  Association’s  1888 
President. 

In  1935  the  Asso- 
ciation established  the 
practice  of  honoring  a 
past  president  or  other 
outstanding  physician 
at  each  Annual  Meet- 
ing. In  this  tradition. 

Doctor  Brooks’  memory 
will  be  honored  this 

year. 

The  program  booklet  for  the  Annual  Meet- 
ing will  contain  a descriptive  biography  of 

Doctor  Brooks,  a Paducah  physician,  written  by 
Eugene  H.  Conner,  M.D.,  Louisville,  KMA  his- 
torian. The  booklet  will  be  available  at  the 
meeting,  September  24,  25  and  26. 

KMA  Awards,  Lt.  Governor’s  Talk 
To  Highlight  President’s  Luncheon 

The  presentation  of  KMA’s  three  top  awards,  a 
traditional  Annual  Meeting  feature,  and  a talk  by 
George  Nigh,  Lt.  Governor  of  Oklahoma,  will  high- 
light the  President’s  Luncheon  September  25  in  the 
Flag  Room  of  the  Kentucky  Hotel. 

The  Distinguished  Service  Medal,  the  Outstanding 
General  Practitioner  Award  and  the  R.  Haynes  Barr 
Award  will  be  given  at  the  luncheon,  followed  by 
Lt.  Governor  Nigh’s  talk  on  “It’s  A Fast,  Fast 
World.” 

A well-known  after  dinner  speaker,  Lt.  Gov.  Nigh 
has  earned  the  title  of  “Oklahoma’s  new  Will  Rog- 
ers” throughout  the  country  where  he  has  traveled  ex- 
tensively. Now  serving  his  second  term  as  Oklahoma’s 
Lt.  Governor,  he  also  filled  an  unexpired  term  as 
that  state’s  Governor  and  was  a member  of  his 
state’s  House  of  Representatives  for  eight  years.  He 
is  a teacher  by  profession. 

The  Awards  Committee,  chaired  by  Richard  F. 
Grise,  M.D.,  Bowling  Green,  selects  the  recipient  of 
the  R.  Haynes  Barr  Award,  given  in  recognition  for 
outstanding  contributions  to  medicine  by  a layman. 
Nominations  for  the  other  two  awards,  which  are 
given  to  physicians,  will  be  presented  by  the  Com- 
mittee to  the  House  at  its  first  session.  Other  nomi- 
nations may  be  made  from  the  floor.  Nominations 
may  be  mailed  now  to  KMA  Headquarters  Office. 

Members  of  the  Awards  Committee  are  Doctor 
Grise,  William  A.  Blodgett,  M.D.,  Louisville;  Frank 

L.  Duncan,  M.D.,  Monticello;  C.  Wayne  Franz, 

M. D.,  Ashland;  and  Joseph  Keith,  Jr.,  M.D.,  Lex- 
ington. 
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Color  TV,  Panels  To  Headline 
Scientific  Program  of  Meeting 

Each  of  the  four  sessions  of  the  scientific  program 
for  the  Annual  Meeting  will  feature  a Color  TV 
presentation  and  panel  discussion  by  prominent  guest 
speakers  and  KMA  members,  according  to  Peter  P. 
Bosomworth,  M.D.,  Lexington,  chairman  of  the  pro- 
gram committee. 

Stimulating  topics  chosen  for  this  year’s  discus- 
sion include  “Respiratory  Diseases,”  “Emergency 
Medical  Care,”  “Office  Examinations,”  and  “Human 
Sexuality”  and  each  session  will  deal  with  one  of 
them.  In  addition,  other  talks  have  been  scheduled  to 
complement  the  presentations  and  to  add  variety  to 
the  program. 

Guests  of  the  16  specialty  groups  appearing  on 
the  scientific  programs  will  give  individual  presenta- 
tions or  participate  in  the  panel  discussions  in  con- 
nection with  the  Color  TV  programs.  All  of  the 
speakers  are  well-known  specialists  in  their  respective 
fields  and  they  will  come  to  Kentucky  from  all  parts 
of  the  country. 

In  addition  to  the  scientific  sessions,  the  Annual 
Meeting  will  include  meetings  of  the  16  specialty 
groups,  the  President’s  Luncheon,  an  Orientation 
Program  for  new  members,  the  Annual  Convention 
of  the  Woman’s  Auxiliary  and  the  annual  KEMP  AC 
Seminar.  Seventy-six  technical  exhibits  as  well  as  a 
number  of  scientific  exhibits  will  be  on  display 
throughout  the  three-day  meeting  for  the  benefit  of 
the  members. 

KEMPAC  Seminar  Guest  Speakers 
To  Be  Senatorial  Candidates 

The  two  candidates  for  U.S.  senator  from  Ken- 
tucky, Miss  Katherine  Peden,  Hopkinsville,  the 
Democratic  nominee,  and  Judge  Marlow  Cook,  Louis- 
ville, the  Republican  nominee,  will  be  the  guest 
speakers  at  the  annual  KEMPAC  Seminar  preceding 
the  KMA  Annual  Meeting. 

John  C.  Quertermous,  M.D.,  Murray,  chairman  of 
the  KEMPAC  Board,  has  announced  that  a recep- 
tion, followed  by  a dinner  and  the  Seminar,  will  be- 
gin at  6 p.m.,  Monday,  September  23,  in  the  Flag 
Room  of  the  Kentucky  Hotel. 

Judge  Cook  and  Miss  Peden  have  been  asked  to 
discuss  the  ways  in  which  members  of  the  profes- 
sion can  participate  effectively  in  political  action, 
according  to  C.  Kenneth  Peters,  M.D.,  Jefferson- 
town,  KEMPAC  secretary.  Doctor  Quertermous  and 
Doctor  Peters  urge  all  KEMPAC  members  to  attend 
this  exciting  and  informative  session. 

From  1963  to  1967,  Miss  Peden  served  as  Com- 
missioner of  Commerce  in  Kentucky.  She  was  named 
by  President  Kennedy  to  the  Commission  on  the 
Status  of  Women  and  by  President  Johnson  to  the 
National  Advisory  Commission  on  Civil  Disorders. 

Miss  Peden  is  the  owner  and  president  of  a Nicho- 
lasville  radio  station  and  in  1961  was  elected  presi- 
dent of  the  Federation  of  Business  and  Professional 


Miss  Peden 


Judge  Cook 


Women’s  Clubs.  She  was  named  Hopkinsville’s 
“Woman  of  the  Year”  in  1952. 

Judge  Cook,  elected  in  1965  to  his  second  term  as 
Jefferson  County  Judge,  served  two  terms  as  a mem- 
ber of  the  Kentucky  House  of  Representatives.  While 
holding  that  office  he  was  vice  chairman  of  the 
special  committee  investigating  education  in  Kentucky 
and  of  the  Legislative  Research  Commission  plan- 
ning and  zoning  committee. 

A 1950  graduate  of  the  University  of  Louisville 
Law  School,  Judge  Cook  has  since  been  a practicing 
attorney  in  Kentucky.  In  1961  he  was  named  “Man 
of  the  Year”  by  the  Louisville  Junior  Chamber  of 
Commerce  and  “Outstanding  Young  Man  of  Ken- 
tucky” by  the  Kentucky  Junior  Chamber. 


Scientific  Exhibits  To  Display 
Recent  Medical  Advances 

Nineteen  outstanding  scientific  exhibits  have  been 
chosen  to  be  on  display  during  the  KMA  Annual 
Meeting,  according  to  Thomas  R.  Marshall,  M.D., 
Louisville,  chairman  of  the  Scientific  Exhibits  Com- 
mittee. 

The  exhibits  will  depict  recent  developments  in  re- 
search and  techniques  and  will  cover  a wide  variety 
of  medical  topics.  The  winning  exhibitor  will  receive 
a plaque  from  KMA  as  well  as  the  Aesculapius 
Award  and  a $200  check  from  Mead  Johnson  Labora- 
tories. KMA  will  award  a certificate  to  each  partici- 
pating exhibitor. 

Conveniently  arranged  for  easy  access,  the  scienti- 
fic exhibits  will  be  located  between  the  Technical 
Exhibit  Hall  and  the  Scientific  Assembly  Hall  in 
Convention  Center.  A complete  list  of  the  scientific 
exhibits  on  display  during  the  meeting  will  be  car- 
ried in  the  KMA  Program  available  at  Convention 
Center. 


Take  This  Issue  Home  To  Your  Wife 

The  special  features  of  the  Woman’s 
Auxiliary  program  as  well  as  the  activities 
planned  during  the  KA^  Annual  Meeting 
will  be  of  interest  to  your  wife.  KAAA  Presi- 
dent George  F.  Brockman,  M.D.,  urges  you  to 
take  this  issue  home  for  her  to  read. 
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Technical  Exhibits  To  Feature  Latest  Developments 
In  Medical  Techniques  and  Information 


You  will  be  presented  with  a concise  and  compos- 
ite picture  of  the  latest  developments  in  medical  tech- 
niques and  information  when  you  enter  the  tech- 
nical exhibit  hall  at  Convention  Center  this  year 
during  the  KMA  Annual  Meeting.  Seventy-six 
exhibitors  will  be  available  to  discuss  with  you  the 
latest  discoveries  and  innovations  in  their  products 
or  the  most  up-to-date  advances  in  their  services. 

All  exhibits  have  been  prepared  carefully  and 
skillfully  to  appeal  to  you,  the  physician,  and  have 
been  geared  to  your  special  interests  as  a practi- 
tioner. You  will  have  a unique  opportunity  to  secure 
a vast  amount  of  knowledge  and  information  con- 
veniently and  effortlessly  in  a short  period  of  time. 

In  order  to  give  every  KMA  member  ample  time 
to  take  advantage  of  this  splendid  opportunity,  30- 
minute  intermissions  for  visiting  the  exhibits  have 
been  scheduled  during  each  general  and  specialty 
group  session. 


TECHNICAL  EXHIBITORS 


Roerig,  J.  B.  Division  (62) 
Rorer,  William  H.  Inc.  (731 
Ross  Laboratories  (171 


Abbott  Laboratories  (20) 

Arm  Medical  Consultants  (3) 

Arnar-Stone  Laboratories,  Inc.  (2) 

Ayerst  Laboratories  (70) 

Blue  Cross  Hospital  Plan,  Inc.  (40) 
Borcherdt  Company  (34) 

Borden  Company,  Pharmaceutical  Div. 
Ill  ) 

Bristol  Laboratories  172) 

Burroughs  Welcome  & Co.  (U.S.A.), 

Inc.  139) 

Burton,  Parsons  & Company,  Inc.  (49) 

Carnation  Company  (54) 

Central  Dairy  Council  (65) 

CIBA  Pharmaceutical  Company  (12) 

Coca  Cola  Company  169) 

Copy  Van  of  Louisville,  Inc.  (41  ) 
Crocker-Fels  Company  (46) 

Dictaphone  Corporation  137) 

Dome  Laboratories  (75) 

Eaton  Laboratories  (50) 

Encyclopaedia  Britannica,  Inc.  (641 

Field  Enterprises  Educational  Corp.  (5) 

Geigy  Pharmaceuticals  (51  ) 

Gerber  Products  Company  18) 

Guild  of  Prescription  Opticians  of  Ky. 
(9) 

Hancock,  John  Life  Insurance  Co.  (68) 
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Hoechst  Pharmaceutical  Company  (25) 

Janrus  Recorders  Corporation  (28) 

Kay  Surgical  Incorporated  (44) 

Lederle  Laboratories  114) 

Li)ly,  Eli  and  Company  (16) 

Lippincott,  J.P.  Company  (4) 

Lorillard,  P.  Company  (50-A) 

Louisville  Surgical  Supply  (47) 

McNeil  Laboratories,  Inc.  (10) 

Mead  Johnson  Laboratories  (33) 
Medco-Siemens  (22) 

Medical  Protective  Company  (63) 

Merck  Sharp  & Dohme  (191 
Merrell,  William  S.  Company  (1) 
Metropolitan  Life  Insurance  Co.  129) 
Meyer  Laboratories,  Inc.  (431 

North  American  Pharmacan  (27) 

Ortho  Pharmaceutical  Corp.  (58) 

Parke,  Davis  & Company  (18) 

Pepsi-Cola  Bottler's  Association  (53) 
Pfizer  Laboratories  (56) 

Poythress,  William  P.  Co.,  Inc.  (55) 

Ransdell  Surgical,  Inc.  (66) 

Reynolds,  R.  J.  Tobacco  Co.  136) 

Robins,  A.  H.  Company  (57) 

Roche  Laboratories  (48) 


Sandoz  Pharmaceuticals  (60) 

Saunders,  W.  B.  Company  (31) 

Schering  Laboratories  123) 

Searle,  G.  D.  & Company  159) 

Smith  Kline  and  French  Labs.  (21) 

Smith,  Miller  & Patch,  Inc.  (15) 

Spalding  Linen  Service  167) 

Squibb,  E.  R.  & Sons  (26) 

Stein  Bros.  & Boyce,  Inc.  (71 ) 

Stuart  Division,  Atlas  Chemical  Indus- 
tries, Inc.  (13) 

Syntex  Laboratories,  Inc.  (52) 

Tele-Business  Products  Company  (74) 
3M  Business  Products  Sales,  Inc.  (38) 

Union  Carbide  Corp.,  Linde  Division 
(42) 

USV  pharmaceutical  Corporation  (6) 


Zimmer  Manufacturing  Company  (61  ) 
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Warner-Chilcott  Laboratories  (7) 
Warren-Teed  Pharmaceuticals,  Inc. 
(351 

Westwood  Pharmaceuticals  (45) 
Winthrop  Laboratories  (32) 

Wocher,  Max  & Son  Company  (24) 
Wyeth  Laboratories  (30) 


PROGRAM 

FORTY-SIXTH  ANNUAL  CONVENTION 
Of  The 

WOMAN’S  AUXILIARY 
To  The 

KENTUCKY  MEDICAL  ASSOCIATION 

SEPTEMBER  23-24-25 
1968 

KENTUCKY  HOTEL  LOUISVILLE,  KENTUCKY 


General  Information  Address  of  Welcome  Mrs.  Kenneth  Hodge,  Louisville 

President,  Jefferson  County 


REGISTRATION 

Lobby,  Kentucky  Hotel 

Monday  12  Noon-5:00  PM 

Tuesday  7:30  AM-  5.00  PM 

Wednesday  9:00  AM-1 1:00  AM 

PRE-CONVENTION 
GENERAL  WORKSHOP 
“Auxiliary  Happenings” 

MIRROR  ROOM,  MONDAY, 
SEPTEMBER  23,  2-4  PM 


Mrs.  Hoyt  D.  Gardner,  Chairman,  assisted  by  Mrs. 
J.  Murray  Kinsman  and  Mrs.  David  B.  Stevens. 


TUESDAY,  SEPTEMBER  24 

8:00  AM 

Pre-convention  Board  Breakfast  (subscription),  Par- 
lor B,  Kentucky  Hotel.  All  general  officers,  chair- 
men of  standing  and  special  committees,  three  im- 
mediate past  presidents,  councilors,  co-ordinator  for 
members-at-large  and  the  county  presidents  are 
urged  to  attend. 


Presentation  of  Distinguished  Guests 

Mrs.  Charles  C.  Kissinger,  Henderson 

Adoption  of  Convention  Rules 

Mrs.  R.  Haynes  Barr,  Owensboro,  Parliamentarian 

Announcements  Mrs.  George  W.  Schafer, 

Louisville,  Convention  Chairman 

Roll  Call  of  Delegates 

Minutes  of  45th  Annual  Meeting 

Mrs.  C.  E.  Hornaday,  Owensboro 
Recording  Secretary 

Report  of  the  1968  National  Convention 

Mrs.  Leonard  E.  Wallace,  Lexington 

Greetings  Mrs.  Karl  Klein,  Lexington 

WA-SAMA,  University  of  Kentucky 

Greetings  Mrs.  J.  Thomas  Giannini,  Louisville 

WA-SAMA,  University  of  Louisville 

Greetings Mrs.  Louise  H.  Griffin,  President, 

Woman’s  Auxiliary  to  the 
Southern  Medical  Association 

Report  of  the  Councilor  of  the  Woman’s  Auxiliary  to 
the  Southern  Medical  Association 

Mrs.  J.  Jack  Martin,  Tompkinsville 

President’s  Report  Mrs.  Charles  C.  Kissinger 

Report  of  Officers 

President-Elect  Mrs.  William  H.  McBeath, 

Lexington 


COFFEE  MEZZANINE  8-10  AM 
10:00  AM 
MIRROR  ROOM 

Formal  opening  of  the  46th  Annual  Convention  of 
the  Woman’s  Auxiliary  to  the  Kentucky  Medical 
Association. 

Mrs.  Charles  C.  Kissinger,  President,  presiding 

Invocation  Mrs.  Edwin  T.  Davis,  Paducah, 

Chaplain 

Pledge  of  Allegiance  to  the  Flag 

Mrs.  Robert  C.  Tate,  Louisville 

Pledge  of  Loyalty Mrs.  J.  Murray  Kinsman, 

Louisville 

National  Director,  Auxiliary  to  AMA 


Vice-Presidents  ....  Mrs.  F.  H.  Hodges,  Pikeville 
Mrs.  James  A.  Harris,  Paducah 
Mrs.  O.  J.  Stein.  Somerset 
Mrs.  Joseph  B.  Parker,  Lexington 

Treasurer  Mrs.  Bernard  Schoo,  Louisville 


Corresponding  Secretary  Mrs.  W.  B.  Blue, 

Henderson 

Report  of  Councilors 
Report  of  State  Chairmen 
Unfinished  Business 
New  Business 

Amendments  Mrs.  R.  Haynes  Barr, 

Parliamentarian 

Report  of  the  Nominating  Committee 


tucky  Medical  Association  • August  1968 


749 


Presentation  of  the  1968-1969  Budget 

Mrs.  William  C.  Durham,  Louisville 

Election  of  the  1968-1969  Nominating  Committee 

Report  of  Registration  Mrs.  Roger  Queens, 

Louisville 

In  Memoriam  Service  Mrs.  Edwin  T.  Davis, 

Chaplain 

Participants  Mrs.  H.  L.  Bushey,  Barbourville 

Mrs.  Robert  D.  Peterson,  Fulton 
Mrs.  Kenneth  Hodge,  Louisville 
Mrs.  Charles  C.  Kissinger,  Henderson 

LUNCHEON 
1 :00  PM 

TERRACE  ROOM 
Honoring 

Past  Presidents.  Members-at-Large, 


Distinguished  Guests 

Invocation  Mrs.  O.  J.  Stein,  Somerset 

Skit  Mrs.  Peter  Bosomworth,  Lexington 

Legislative  Chairman 


Guest  Speaker  . Mrs.  John  M.  Chenault,  Decator,  Ala. 

National  President-Elect 

WEDNESDAY,  SEPTEMBER  25 

ROLLS  and  COFFEE Mezzanine  8-9  AM 

Exhibits  and  Hobby  Show  on  Display 

9:00  AM 
MIRROR  ROOM 

Invocation  ....  Mrs.  Leonard  E.  Wallace,  Lexington 

Roll  Call 

Reading  of  Minutes  Mrs.  C.  E.  Hornaday 

Presentation  of  Distinguished  Guests 
Announcements 

Presentation  of  Community  Service  Award 
County  Presidents’  Reports 
Election  of  Officers 

Installation  of  Officers  ....Mrs.  John  M.  Chenault 

National  President-Elect 

Presentation  of  Gavel  and  Pin 

Mrs.  Charles  C.  Kissinger 

Inaugural  Address  Mrs.  William  H.  McBeath 

Presentation  of  Past  President’s  Pin 

Mrs.  Earl  W.  Roles,  Louisville 

Greetings  ..George  F.  Brockman,  M.D.,  Greenville 

KMA  President 

Courtesy  Resolution  ..Mrs.  John  Harter,  Louisville 


LUNCHEON 
11:50  AM 
FLAG  ROOM 

President’s  Luncheon  with  Doctors 

WEDNESDAY  AFTERNOON 
2:00-4:00  PM 
MIRROR  ROOM 

Post-Convention  Board  Meeting 


Presiding  Mrs.  William  H.  McBeath 

Invocation Mrs.  William  Willard,  Lexington 


Meeting  of  Membership  Committee 


1968  State  Convention 
Committees 

General  Chairman  Mrs.  George  W.  Schafer, 

Louisville 

Co-Chairman  . . Mrs.  Charles  P.  Davis,  Louisville 

Registration  Mrs.  Roger  Queens,  Louisville 

Hospitality  ....  Mrs.  William  C.  Edwards,  Louisville 

Finance  Mrs.  William  C.  Durham,  Louisville 

Tuesday  Pre-Convention  Breakfast  & Tuesday 

Luncheon  Mrs.  Wm.  F.  Hawn,  Louisville 

Publicity  Mrs.  Daniel  W.  Burke,  Louisville 

Hobby  Show  Mrs.  John  W.  Miller,  Louisville 

Exhibits  Mrs.  John  J.  Ryan,  Louisville 

Official  Hostesses  Mrs.  S.  Randolph  Scheen, 

Louisville 

Mrs.  Robert  C.  Tate,  Louisville 
Mrs.  James  R.  Barnes,  Louisville 
Mrs.  Parnell  Rollings,  Louisville 
Mrs.  Harold  F.  Funke,  Pewee  Valley 
Mrs.  Robert  R.  O’Connor,  Louisville 
Mrs.  Roy  A.  Martin,  Louisville 


Tellers  Mrs.  George  F.  Brockman,  Greenville 

Mrs.  Gaynor  Howell,  Henderson 
Mrs.  Keith  Ellis,  Benton 

Pages  Mrs.  B.  V.  Cymbala,  Henderson 

Mrs.  John  W.  McClellen,  Henderson 
Mrs.  Coy  E.  Ball,  Owensboro 

Timekeepers  Mrs.  Bernard  Asman,  Louisville 

Mrs.  Carlisle  Morse,  Louisville 
Mrs.  William  Wainer,  Providence 
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1 1 IC7  ulcer: 

antacid 

puzzle 


solved  by 

Mylanta 

aluminum  and  ^ magnesium  hydroxides  plus  simethicone 

' "will  it  ease  the  pain?" 

Mylanta  helps  relieve  ulcer  pain  with  the  two  most  widely 
prescribed  antacids:  aluminum  and  magnesium  hydroxides. 

will  it  help  "my  gassy  stomach"? 

Mylanta  also  contains  simethicone;  for  concomitant  relief 
of  G.l.  gas  distress. 

"will  this  one  taste  O.  K.?" 


The  prolonged  acceptance  of  Mylanta  was  recently 
confirmed  in  87.5%  of  104  patients -after  a total  of  20,459 
documented  days  of  therapy.*  *Danhof,  i.  e.:  Report  on  tiie. 


Composition:  Each  Mylanta  chewable  tablet  or  teaspoonful 

(5  ml.)  contains:  magnesium  hydroxide,  200  mg.;  aluminum  hydroxide, 

dried  gel,  200  mg.;  simethicone,  20  mg.  Dosage:  One  or  two  tablets  (well 

chewed  or  allowed  to  dissolve  in  the  mouth)  or  one 

or  two  teaspoonfuls  to  be  taken  between  meals  and  at  bedtime. 


Division/Pasadena,  Calif. 
ATLAS  CHEMICAL  INDUSTRIES,  INC. 


Description:  Each  Pulvule®  contains — 

Special  Liver-Stomach  Concentrate,  Lilly 

(containing  Intrinsic  Factor) 150  mg. 

Cobalamin  Concentrate,  N.F.,  equivalent  to  Cobalamin  7.5  meg. 
(The  total  vitamin  Bu  activity  in  the  Special  Liver-Stomach 
Concentrate,  Lilly,  and  the  Cobalamin  Concentrate,  N.F.,  is 


15  micrograms.) 

Iron,  Elemental  (as  Ferrous  Fumarate) 110  mg. 

Ascorbic  Acid  (Vitamin  C) 75  mg. 

Folic  Acid 1 mg. 


Indications:  Trinsicon®  (hematinic  concentrate  with  intrinsic  fac- 
tor, Lilly)  is  a multifactor  preparation  effective  in  the  treatment 
of  anemias  that  respond  to  oral  hematinics,  including  pernicious 
anemia  and  other  megaloblastic  anemias  and  also  iron-deficiency 
anemia. 


Contraindications:  Hemochromatosis  and  hemosiderosis. 

Precautions:  Anemia  is  a manifestation  that  requires  appropit 
investigation  to  determine  its  cause  or  causes. 

In  pernicious  anemia,  the  use  of  folic  acid  without  adec  u 
vitamin  Bi?  therapy  may  result  in  hematologic  remission  but 
rological  progression.  Adequate  doses  of  vitamin  Bi?  (pareni  a 
or  oral  with  potent  intrinsic  factor  as  in  Trinsicon®  [heme  in 
concentrate  with  intrinsic  factor,  Lilly])  usually  prevent,  hal  o 
improve  the  neurological  changes. 

As  with  all  preparations  containing  intrinsic  factor,  resist  : 
may  develop  in  some  cases  of  pernicious  anemia  to  the  pote  a 
tion  of  absorption  of  physiological  doses  of  vitamin  Biz.  If  n >! 
ance  occurs,  parenteral  therapy,  or  oral  therapy  with  so-o  sa 
massive  doses  of  vitamin  Biz,  may  be  necessary.  No  single  )i- 
men  fits  all  cases,  and  the  status  of  the  patient  observe  in 
follow-up  is  the  final  criterion  for  adequacy  of  therapy.  Pen  ie 


You  can  treat  combined 
deficiencies  with 


inical  and  laboratory  studies  are  considered  essential  and  are 
(jcommended. 

dverse  Reactions:  In  rare  instances,  iron  in  therapeutic  doses 
iroduces  gastro-intestinal  reactions,  such  as  diarrhea  or  consti- 
ation.  Reducing  the  dose  and  administering  it  with  meals  will 
liinimize  these  effects. 

^ In  extremely  rare  instances,  skin  rash  suggesting  allergy  has 
Dllowed  oral  administration  of  liver-stomach  material.  Instances 
f apparent  allergic  sensitization  have  also  been  reported  after 
jiral  administration  of  folic  acid. 

>'osage:  One  Pulvule  twice  a day.  (Two  Pulvules  daily  produce  a 
';andard  response  in  the  average  uncomplicated  case  of  perni- 
jious  anemia.) 


jl  ow  Supplied:  Pulvules  Trinsicon®  (hematinic  concentrate  with 
|(itrinsic  factor,  Lilly),  in  bottles  of  60  and  500.  [03256a] 


TiHnslcon 

— the  multifactor  hematinic 


Vitamin  B]2  plus  intrinsic  factor  (15  meg. 
Bi2  activity) — helps  provide  adequate 
levels  of  this  important  vitamin. 


Folic  acid  (1  mg.) — treats  nutritional 
macrocytic  anemias  and/or  malabsorp- 
tion syndromes. 


Ascorbic  acid  (75  mg.) — augments  the 
conversion  of  folic  acid  to  its  active  form 
and  helps  iron  absorption. 


Iron  (110 
anemia. 


mg.) — treats  hypochromic 


Additional  information 
available  to  physicians 
upon  request. 
Eli  Lilly  and  Company, 
Indianapolis,  Indiana  46206. 
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BENADRYLin’eS 


choose  an  experienc-ed  candidate—  DBrl  lQUl  y< 
millions  of  doses  prescribed  ' (dipheoliyilrainine  hydrochloride) 

— The  White  band  on  Pink  capsule  combination  is  a Parke,  Davis  & Company,  Detroit,  Michigan  48232 
' registered  trademark  of  Parke,  .Davis  & Company.  . . 


Supplied  in  various  dosage  forms- irfcludii^.  Kapsealsf 
containing  50  mg.  of  diphenhydramine  fiyd'rochloride. 


PARKE-DAVIS 


ORGANIZATION  SECTION 


AMA  Names  N.Y.  Physician 
President-Elect  in  June 

In  a unamimous  vote  of  the  House  of  Delegates, 
GpraH  D.  Dorman,  M.D.,  a New  York  City  practi- 
tioner of  industrial  medi- 
cine. was  named  president- 
elect of  the  American 
Medical  Association  June 
20  during  the  Annual 
Meeting  in  San  Francisco. 
Dwight  L.  Wilbur,  M.D., 
San  Francisco,  was  in- 
stalled as  the  AMA’s 
123rd  president  during  the 
meeting. 

A 1929  graduate  of  Co- 
lumbia University  Medi- 
cal School,  Doctor  Dorman  was  engaged  in  private 
practice  as  a surgeon  from  1932  to  1942.  He  entered 
the  Army  as  a field  surgeon  during  World  War  II 
and  retired  from  the  Army  Reserve  with  the  rank 
of  colonel  in  1963. 

From  1945  to  1947,  Doctor  Dorman  was  assistant 
medical  director  for  New  York  Life  Insurance  Com- 
pany and  medical  director  from  1947  to  1960.  He 
served  as  second  vice  president  and  medical  consul- 
tant from  1961  until  his  retirement  in  July  of  this 
year. 

Doctor  Dorman  has  served  the  AMA  as  a member 
of  the  Board  of  Trustees  since  1960  and  as  se'-re- 
tary-treasurer  in  1966.  Before  his  election  to  the 
Board  he  was  a delegate  from  the  New  York  Medi- 
cal Society  for  six  years.  He  has  also  served  as 
chairman  of  the  AMA  Committee  on  Workmen’s 
Compensation  and  as  a member  of  other  AMA 
committees. 

A past  president  of  the  Medical  Society  of  the 
County  of  New  York,  he  has  held  offices  in  his 
state  medical  society  and  he  is  a member  of  many 
professional  organizations. 

Fourth  Oral  Cancer  Symposium 
On  Diagnosis  To  Be  Sept.  14 

“Methods  and  Problems  in  Diagnosis’’  will  be  the 
title  of  the  Fourth  Oral  Cancer  Symposium  begin- 
ning at  8:30  a.m.,  September  14  in  Louisville  General 
Hospital’s  Rankin  Amphitheatre,  according  to  Con- 
dict  Moore,  M.D.,  director  of  the  Oral  Cancer  Diag- 
nostic Program. 

The  department  of  surgery  of  the  University  of 
Louisville  School  of  Medicine  will  present  the  sym- 


posium in  cooperation  with  the  School  of  Dentistry. 
The  Oral  Cancer  Diagnostic  Program  is  supported 
by  the  Cancer  Control  Branch  of  the  U.S.  Public 
Health  Service. 

The  course  will  be  acceptable  for  three  hours  of 
credit  by  the  American  Academy  of  General  Prac- 
tice. A list  of  the  speakers  and  their  topics  follows: 

“Needs  of  Oral  Pathologist  in  Diagnosis  of  Cancer” 
Nathaniel  Rowe,  D.D.S.,  M.D.S.,  St.  Louis,  Mo. 

“Methods  of  Oral  Diagnosis’’ 

Robert  Walker,  D.D.S.,  M.D.,  Dallas,  Tex. 

“Do's  and  Don’t  in  Diagnosing  Soft  Tissue  Lesions 
of  the  Mouth” 

Robert  Hotter,  M.D.,  New  York,  N.Y. 

“The  Uses  of  Oral  Cytology  Today” 

James  Parker,  M.D.,  Louisville 

“The  Role  of  the  Practicing  Dentist  in  Oral  Diag- 
nosis” 

Duncan  King,  D.M.D.,  Louisville 


C.  Hunter  Green,  Louisville,  (left)  vice  president  of 
South  Central  Bell  Telephone  Company  (formerly  South- 
ern Bell)  accepts  the  Twelfth  KMA  Automotive  Safety 
Award  presented  to  the  company  in  June.  With  Mr.  Green 
is  William  T.  Rumage,  Jr.,  M.D.,  Louisville,  chairman  of  the 
KMA  and  AMA  Disaster  Medical  Care  Committees.  Given 
only  to  organizations  with  seat  belts  installed  in  103  per- 
cent of  the  vehicles  operated  by  their  memberships,  the 
Tenth  and  Eleventh  Awards  recently  went  to  the  Louisville 
Division  of  Police  and  the  Louisville  Post  Office,  respective- 
ly. 


Doctor  Dorman 
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Kentucky  Represented  by  90  Physicians  at  Annual  AMA  Convention  ! 


Ninety  Kentucky  physicians  attended  the  117th 
Annual  Convention  of  the  American  Medical  As- 
sociation June  16-20  in  San  Francisco,  according  to 
the  list  received  by  KMA  from  the  AMA’s  Phy- 
sicians’ Records  Section  Control  Unit. 

All  of  KMA’s  delegates  and  alternate  delegates 
to  the  AMA  House  attended  the  sessions.  The  dele- 
gation, led  by  senior  delegate  J.  Thomas  Giannini, 
M.D.,  Louisville,  included  John  C.  Quertermous, 
M.D.,  Murray,  Charles  C.  Rutledge,  M.D.,  Hazard, 


and  alternates  Charles  G.  Bryant,  M.D.,  Louisville, 
Daryl  P.  Harvey,  M.D.,  Glasgow,  and  David  B.  Stev- 
ens, M.D.,  Lexington. 

KMA  officers  attending  the  convention  included 
President  George  F.  Brockman,  M.  D.,  Greenville, 
President-Elect  Henry  B.  Asman,  M.D.,  Louisville, 
and  Keith  P.  Smith,  M.D.,  Corbin,  treasurer. 

A complete  list  of  those  Kentucky  physicians 
registered  at  the  Convention  follows. 


LOUISVILLE 

William  H.  Anderson,  M.D. 
Henry  B.  Asman,  M.D. 

Charles  G.  Bryant,  M.D. 

David  M.  Cox,  M.D. 

Elbert  L.  Dennis,  M.D, 

Hoyt  D.  Gardner,  M.D. 

J.  Thomas  Giannini,  M.D. 
Samuel  S.  Gordon,  M.D. 

Harold  Graves,  M.D. 

J.  C.  Hill,  M.D. 

James  T.  Linville,  M.D. 

Robert  C.  Long,  M.D. 

Robert  W.  Lykins,  M.D. 

John  W.  Miller,  M.D. 

Charles  W.  Morris,  M.D. 
Maurice  Nataro,  M.D. 

H.  Oppenheim,  M.D. 

James  E.  Parker,  M.D. 

Irving  B.  Perlstein,  M.D. 

John  A.  Petry,  M D. 

N.  A.  Saliba,  M.D. 
Heshmatoliah  Shahriaree,  M.D. 
Thomas  Stephenson,  M.D. 

Juan  Tan,  M.D. 

John  D.  Winebrenner,  M.D. 
Carroll  L.  Witten,  M.D. 


LEXINGTON 
M.  Abdulian,  M.D. 

Peter  P.  Bosomworth,  M.D. 


Richard  D.  F!oyd,  M.D. 

Donald  I.  George,  M.D. 

George  Gumbert,  Jr.,  M.D. 
Joseph  Hamburg,  M.D. 

Michael  Hamilton,  M.D. 

Thomas  G.  Hobbs,  M.D. 

V.  A.  Jackson,  M.D. 

Irving  F.  Kanner,  M.D. 

Maurice  Kaufm-’nn,  M.D. 
William  G.  Malette,  M.D. 

L.  D.  Mayer,  M.D. 

William  H.  McBeath,  M.D. 
William  E.  McDaniel,  M.D. 

T.  R.  Miller,  M.D. 

James  J.  Rams,  M D. 

James  S.  Rich,  M.D. 

Carl  H.  Scott,  M.D. 

David  W.  Scott,  M.D. 

David  B.  Stevens,  M.D. 

Pciil  Thus,  M.D. 

John  E.  Trevey,  M.D. 

L.  E.  Wallace,  M.D. 

Tom  F.  Whayne,  M.D. 

Carl  Wiesel,  M.D. 

Jonathan  D.  Wirtschafter,  M.D. 


OTHER  CITIES 

Charles  E.  Bellingham,  M.D.,  Ft.  Campbell 
Irvin  Bensman,  M.D.,  Owensboro 
R.  Bailey  Binford,  M.D.,  Russell  Springs 
C.  M.  Blanton,  M.D.,  Paducah 


George  F.  Brockman,  M.D.,  Greenville 

Harold  L.  Bushey,  M.D.,  Barbourville 

Ralph  L Cash,  M.D.,  Princeton 

Caleb  H.  Y.  Chu,  M.D.,  Oneida 

Royce  E.  Dawson,  M.D.,  Owensboro 

Alfredo  V.  Echiverri,  M.D.,  Paris 

James  A.  Freeman,  Jr.,  M.D.,  Dawson  Springs 

William  Goldsmith,  M.D.,  Ft.  Knox 

James  C.  Hart,  M.D,,  Murray 

Daryl  P.  Harvey,  M.D.,  Glasgow 

A.  H.  Hopwood,  M.D.,  Owensboro 

Charles  E.  Hornaday,  M.D.,  Owensboro 

William  D.  Inglis,  M.D.,  Ft.  Knox 

Harold  S.  Kaplan,  M.D.,  Ft.  Knox 

Charles  C.  Kissinger,  M.D.,  Henderson 

Max  D.  Klein,  M.D.,  Shelbyville 

Paul  F.  Maddox,  M.D.,  Campton 

Arthur  J.  Nash,  M.D.,  Jenkins 

Earl  P.  Oliver,  M.D.,  Scottsville 

William  E.  Pearson,  M.D.,  Owensboro 

P.  A.  Pichardo,  M.D.,  Glasgow 

F.  M.  Picklesimer,  M.D.,  Paintsville 

John  C.  Quertermous,  M.D.,  Murray 

Howard  Ravenscraft,  M.D.,  Hebron 

John  A.  Reeves,  M.D  , Covington 

Charles  C.  Rutledge,  M.D.,  Hazard 

Otto  Salsbery,  M.D.,  Covington 

Robert  J.  Salisbury,  M.D.,  Mt.  Sterling 

Frank  K.  Sewell,  M.D.,  Mt.  Sterling 

Charles  E.  Shields,  M.D.,  Ft.  Knox 

Keith  P.  Smith,  M.D.,  Corbin 

Eugene  L.  Snyder,  M.D.,  Ft.  Knox 

William  W.  Wainer,  M.D.,  Providence 


Two  Special  Committees  Announced 
For  Ky.  Chapter,  ACS  Meeting 

J.  Duffy  Hancock,  M.D.,  Louisvil'e,  presi'lent  of 
the  Kentucky  Chapter,  American  College  of  Sur- 
geons, recently  announced  the  surgeons  appointed  to 
the  Luncheon  and  Reception  Committees  for  the 
Chapter’s  September  meeting  planned  in  connection 
with  the  KMA  Annual  Session. 

Members  of  the  Luncheon  Committee  include 
Charles  Bisig,  M.D.,  chairman,  Clarence  Claugus, 
M.D.,  Philip  Harbre''ht,  M.D..  Da  id  Kinna  rd,  M D , 
Robert  W.  Robertson,  M.D.,  Robert  Tate,  M.D.,  Ed- 
ward Warrick,  M.D.  and  Norton  Waterman,  M.D. 

The  Reception  Committee  members  will  be  Roy 
Moore,  M.D.,  chairman,  John  T.  Bate,  M.D.,  R.  Arn- 
old Griswold,  M.D.,  Walter  I.  Hume,  Jr.,  M.D.,  Ru- 
dolf J.  Noer,  M.D.  and  George  Sehlinger,  M.D. 

All  are  from  Louisville  except  Doctor  Robertson 
who  is  from  Paducah. 


UK  To  Hold  Seminar  on  Cancer 

A seminar  entitled  “Management  of  Lumps  and 
Bumps’’  will  be  presented  September  13  and  14  by 
the  University  of  Kentucky  College  of  Medicine  in 
cooperation  with  the  Kentucky  Division,  American 
Cancer  Society.  The  seminar  will  be  held  at  the 
University  of  Kentucky  Medical  Center. 

The  primary  topic  of  the  two-day  session  will  be 
the  recognition  and  management  of  early  and  pre- 
malignant  lesions  in  the  skin,  breast,  oral  cavity  and 
in  children. 

Wayne  W'.  Peternel,  M,D.,  a gastroenterologist,  re- 
cently became  an  assistant  professor  of  medicine  in 
the  University  of  Kentucky  College  of  Medicine, 
Lexington.  Doctor  Peternel  graduated  from  the  Uni- 
versity of  Pittsburgh  in  1959  and  completed  his  in- 
ternship and  residency  training  at  Cincinnati  General 
Hospital.  He  was  formerly  chief  of  gastroenterology 
at  the  VA  Hospital  in  Pittsburgh. 
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BREON  LABORATORIES  INC. 

Subsidiary  of  Sterling  Drug  Inc. 

90  Park  Avenue,  New  York,  N.Y.  10016 


br«nd  of  FERROUS 


on 
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The  lowest  priced 
tetracycline-nystatin  combination 

ACHROSTATIN^  V Capsules 

Tetracycline  HCl  250  mg  /Nystatin  250,000  units 


One  of  the  31  useful 
dosage  forms 
in  the  ACHRO  Family 
-the  First  Family 
of  Tetracycline 
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The  darker  areas  on  the  above  map  indicate  the  counties  where  the  fourth  phase  of  the  three*year  Kentucky-Cornell 
Automotive  Crash  Injury  Research  project  will  be  conducted.  The  fourth  sampling  period  began  August  1 and  will  continue 
for  six  months. 


Auto  Safety  Research  Program 
Begins  Fourth  Study  Phase 

The  fourth  phase  of  the  second  three-year  research 
study  with  the  goal  of  making  automobiles  safer  be- 
gan August  1 in  Kentucky.  The  primary  topic  of  the 
current  study  includes  the  nature  and  specific  causes 
of  injuries  sustained  by  occupants  of  recent  model 
passenger  cars  in  rural  area  accidents. 

KMA,  the  Kentucky  State  Department  of  Health, 
the  Kentucky  Hospital  Association  and  the  Kentucky 
State  Police  are  sponsoring  the  program  in  cooper- 
ation with  Cornell  University.  The  counties  included 
in  the  fourth  six-month  phase  of  the  program  are 
Ballard,  Caldwell,  Calloway,  Carlisle,  Christian, 
Crittenden,  Fulton,  Graves,  Hickman,  Hopkins,  Liv- 
ingston, Lyon,  Marshall,  McCracken,  Muhlenberg, 
Todd,  Trigg  and  Webster. 

You  may  be  asked  to  participate  in  the  data  col- 
lection project  if  you  are  a physician  in  one  of  these 
counties.  Whenever  an  occupant  of  a passenger  car 
of  the  last  three-year  model  is  injured  or  killed,  a 
state  police  officer  will  provide  you  with  a special 
report  form  for  recording  injury  information. 

William  Keller,  M.D.,  Louisville,  KMA  Highway 
Safety  Chairman,  urges  your  cooperation  through 
this  research  program  to  reduce  deaths  and  injuries 
in  future  auto  accidents. 

AMA-WA  Re-elects  Mrs.  Martin 

Mrs.  J.  Jack  Martin,  Tompkinsville,  was  named 
to  a second  term  as  chairman  of  the  International 
Health  Activities  Committee  of  the  AMA  Woman’s 
Auxiliary  during  the  organization’s  45th  Annual  Con- 
vention June  16-19  in  San  Francisco. 


A former  president  of  the  Woman’s  Auxiliary  to 
KMA,  Mrs.  Martin  is  now  the  Councilor  for  Ken- 
tucky of  the  Woman’s  Auxiliary  to  the  Southern 
Medical  Association. 


NCDC  Offers  Program  Planning  Aid 

The  National  Communicable  Disease  Center  will 
provide  assistance  in  designing  educational  programs 
on  infectious  diseases  for  meetings  of  medical  or- 
ganizations at  minimum  or  no  expense.  A program 
can  be  tailored  to  fit  the  particular  needs  of  any 
group. 

Interested  parties  may  contact  R.  Burt  Prater,  Jr., 
M.D.,  Acting  Chief,  Seminar  Services  Unit,  Nation- 
al Communicable  Disease  Center,  Atlanta,  Ga.  30333. 


Staff  Physicians  - 2400  bed  psychiatric 
hospital  with  residency  training  pro- 
gram in  psychiatry.  Three  vacancies 
on  alcoholic,  geriatric,  or  psychiatric 
services.  Salary  $12,000  - $21,000.  40 
hour  week,  10  days  sick  leave,  3 weeks 
vacation,  and  retirement  program. 
Contact  R.L.  Rollins,  Jr.,  M.D.  Doro- 
thea Dix  Hospital,  Raleigh,  N.  C.  27602 
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Orientation  Course  Attendance 
Reported  for  Sixth  Session 

N.  L.  Bosworth,  M.D.,  chairman  of  the  KMA  Com- 
mittee on  Communication  and  Health  Education,  re- 
cently reported  that  28  physicians  attended  the  Sixth 
Orientation  Program  for  new  members  on  April  17 
during  the  KMA  Interim  Meeting. 

The  next  Orientation  Session  is  scheduled  to  begin 
at  8:30  a.m.,  Monday,  September  23  in  the  Mirror 
Room  of  the  Kentucky  Hotel,  just  prior  to  the  open- 
ing of  the  KMA  Annual  Meeting.  See  the  Annual 
Meeting  Section  of  this  issue  for  Orientation  Pro- 
gram details. 

Listed  below  are  the  names  of  the  physicians  who 
attended  the  April  17,  1968  program.  If  you  were  in 
attendance  for  this  session  and  your  name  has  been 
inadvertently  omitted,  it  is  requested  that  you  advise 
the  KMA  Headquarters  Office. 


Joseph  R.  Bowling,  M.D. 
T.  R.  Brandstetter,  M.O. 
Leroy  S.  Buck,  M.D. 

D.  H.  Donahoe,  M.D. 

E.  S.  Downs,  M.D. 

T A.  Garcis,  M.D. 

Ronald  M.  Garvin,  M.D. 
Robert  F.  Gloor,  M.D. 
William  P.  Glover,  M.D. 
Violetta  Hayden,  M.D. 

M.  G.  Howell,  M.D. 
William  S.  Jordan,  M.D. 
Everett  L.  Kalb,  M.D. 
John  M.  Karibo,  M.D. 


Richard  F.  Keller,  M.D. 

B.  P.  Komasa,  M.D. 

James  G.  Kuhns,  M.D. 
Wayne  C.  Liles,  M.D. 
Walter  A.  Mitchell,  M.D. 

P.  A.  Pichardo,  M.D. 

John  A.  Reeves,  M.D. 
George  A.  Renaker,  M.D. 

N.  Alex  Saliba,  M.D. 
Stephen  C.  Schindler,  M.D. 
Robert  P.  Smith,  M.D. 

John  E.  Trevey,  M.D. 

William  M.  Townsend,  M.D. 
George  Zarocostas,  M.D. 


KMA  Committee  Reports 


Coordinating  Commission  on 
Governmental  Medical  Services 

Paul  J.  Parks,  M.D.,  Bowling  Green,  chairman 

KMA  Headquarters  Office  June  6,  1968 

The  Coordinating  Commission  on  Governmental 
Medical  Services  held  its  second  meeting  of  the 
Associational  year  on  June  6,  1968,  at  which  time 
progress  reports  were  heard  on  the  Ohio  Valley 
Regional  Medical  Program,  the  new  VA  Home 
Town  Letter  of  Agreement,  Comprehensive  Health 
Planning  legislation  as  it  would  apply  to  Kentucky, 
Appalachian  and  OEO  Prograrrs  in  Kentucky,  and 
reports  by  the  chairmen  of  both  the  Title  XVIIl  and 
Title  XIX  Programs. 

Advisory  Committee  on  Title  XVIIl 

Paul  J.  Parks,  M.D.,  Bowling  Green,  chairman 

KMA  Headquarters  Office  June  6,  1 968 

This  committee  met  on  June  6,  1968,  to  review 
a number  of  cases  that  had  been  referred  to  it  on 
the  subject  of  custodial  care  versus  medical  care. 
Representatives  of  the  Blue  Cross  Hospital  Plan  and 
the  Metropolitan  Life  Insurance  Company  were  in 
attendance  at  this  meeting. 


What  can  be  done 
for  Susan  Jane 
To  stop  the  runs 
and  crampy  pain? 

Parepectolin  for  quick  relief  of  acute  diarrhea 
...soothes  colicky  pain  with  paregoric 
...consolidates  fluid  stools  with  pectin 
...adsorbs  irritants  with  kaolin,  and  protects 
intestinal  mucosa. 


In  children,  Parepectolin  may  be  used  to  control 
diarrhea  promptly  and  prevent  dehydration, 
until  etiology  has  been  determined.  In  some 
cases,  Parepectolin  may  be  all  the  therapy 
necessary. 


Parepectolin 


Each  fluid  ounce  of  creamy  white  suspension  contains: 

Paregoric  (equivalent) (1.0  dram)  3.7  ml. 

Contains  opium  (M  grain)  15  mg.  per  fluid 


ounce. 

warning:  may  be  habit  forming 

Pectin (2%  grains)  162  mg. 

Kaolin  (specially  purified)  ....  (85  grains)  5.5  Gm. 
(alcohol  0.69%) 

Usual  Children’s  Dose:  One  or  two  teaspoonfuls 
three  times  daily. 


WILLIAM  H.  RORER,  INC. 

Fort  Washington,  Pa. 
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3n  iWemoriam 


EVERETT  D.  BLAIR,  M.D. 

Morehead 

1905- 1968 

Everett  D.  Blair,  M.D.,  62,  a general  practitioner, 
died  July  14  at  St.  Claire  Medical  Center  in  More- 
head.  A 1932  graduate  of  the  University  of  Michigan 
Medical  School,  Doctor  Blair  had  practiced  in  More- 
head  since  1935.  He  was  a member  of  the  St.  Claire 
Medical  Center  staff  and  past  president  of  the  Rowan 
County  Medical  Society. 

JOHN  L.  CLAY,  M.D. 

Morehead 

1906- 1968 

John  L.  Clay,  M.D.,  62,  a Morehead  physician  for 
1 1 years,  died  June  25  at  his  home.  Death  was 
attributed  to  a heart  attack.  Doctor  Clay  graduated 
from  Tufts  University  School  of  Medicine  in  1933. 
He  had  practiced  also  in  Perryville,  Salt  Lick  and  in 
Seth,  West  Va. 


BENJAMIN  F.  ROBINSON,  M.D. 

Lexington 

1881-1968 

Benjamin  F.  Robinson,  M.D.,  86,  a retired  Lexing- 
ton physician,  died  June  26  at  Central  Baptist  Hos- 
pital. Doctor  Robinson  graduated  from  the  University 
of  Louisville  School  of  Medicine  in  1909.  He  was  a 
fellow  of  the  American  College  of  Surgeons. 

ROY  SANDERS,  M.D. 

Dorton 

1895-1968 

Roy  Sanders,  M.D.,  73,  a Dorton  general  practi- 
tioner for  40  years,  died  July  1 at  the  Pikeville 
Methodist  Hospital  following  a short  illness.  Doctor 
Sanders  graduated  from  the  Kansas  City  Medical 
College  in  1928.  He  served  two  terms  in  the  state 
legislature  as  a representative  from  Pike  County’s 
93rd  District.  He  was  a member  of  the  Southern 
Medical  Association. 

LOGAN  M.  WEAVER,  M.D. 

Bowling  Green 
1883-1968 

Logan  M.  Weaver,  M.D.,  85,  a retired  physician, 
died  July  3 at  City-County  Hospital.  Doctor  Weaver 
graduated  from  the  University  of  Louisville  School 
of  Medicine  in  1910.  After  his  retirement  as  a 
colonel  from  the  U.S.  Army,  he  served  as  a public 
health  officer  in  McCracken  and  Henderson  Coun- 
ties. 


Tuberculosis?  Influenza? 
Pneumonia?  Leukemia? 
Hodgkin’s  Disease?  Syphilis? 
Systemic  Fungal  Diseases? 
Chronic  Chest  Diseases? 
or 

HISTO? 

(Histoplasmosis  — "The  Masquerader”) 


A new  aid  in  differential  diagnosis 

HISTOPLASMIN  JINE  TEST 

(Rosenthal) 

The  LEDERTI  Applicator  with  the  Blue  Handle 

Precautions— Nonspecific  reactions  are  rare,  but 
may  occur.  Vesiculation,  ulceration  or  necrosis 
may  occur  at  test  site  in  highly  sensitive  persons. 
The  test  should  be  used  with  caution  in  patients 
known  to  be  allergic  to  acacia,  or  to  thimerosal 
(or  other  mercurial  compounds). 


Ask  your  representative  for  details  or  write  Medical  Advisory  Dept.. 

Lederle  Laboratories.  Pearl  River.  New  York  10965  . 406-8 


R.  H.  WILBER,  M.D. 

Formerly  of  Lebanon 
1902-1968 

R.  H.  Wilber,  M.D.,  66,  a former  Lebanon  sur- 
geon, died  May  29  at  Mary  Immaculate  Hospital. 
Doctor  Wilber,  a 1928  graduate  of  the  University  of 
Louisville  School  of  Medicine,  had  lived  in  DeLand. 
Fla.,  since  1950. 


NEWS  ITEMS 


Cyrus  M.  Day,  M.D.,  a general  practitioner,  has 
opened  an  office  in  Louisville.  Doctor  Day  gradu- 
ated from  the  University  of  Louisville  School  of 
Medicine  in  1966  and  completed  his  internship  at 
Louisville  General  Hospital. 

James  B.  Miller,  M.D.,  a general  practitioner,  is  now 
associated  with  the  Daniel  Boone  Clinic,  Harlan. 
Doctor  Miller,  whose  subspecialty  is  ophthalmology, 
graduated  from  the  University  of  Tennessee  Medical 
School  in  1932. 
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Jeffries  L.  Blackerby,  M.D.  is  now  practicing  in  as- 
sociation with  Keith  M.  Coverdale,  M.D.,  in  Bowling 
Green,  limiting  his  practice  to  pediatrics.  Doctor 
Blackerby  graduated  from  the  University  of  Louisville 
School  of  Medicine  in  1957.  He  completed  his  in- 
ternship at  St.  Louis  City  Hospital  and  his  residency 
training  at  Louisville  Children’s  Hospital.  He  prac- 
ticed previously  in  Lexington. 

William  A.  Hammill,  M,D.,  a specialist  in  internal 
medicine  and  cardiology,  recently  became  a full-time 
faculty  member  of  the  University  of  Kentucky  Col- 
lege of  Medicine.  Doctor  Hammill  graduated  from 
Ohio  State  University  Medical  School  in  1963.  He 
interned  at  the  University  of  Florida  and  completed 
his  residency  training  at  Ohio  State  in  1967. 

Violetta  Hayden,  M.D„  a pediatrician,  is  practicing 
in  association  with  her  husband,  R.  E.  Hayden,  M.D., 
in  Barbourville.  Doctor  Hayden  graduated  from  the 
University  of  Milan,  Italy,  in  1956.  She  completed 
her  internship  at  Columbus  Hospital  and  her  resi- 
dency training  at  Cook  County  Children’s  Hospital, 
Chicago. 

Gordon  Hollins,  .M.D.,  a pediatrician,  is  associated 
with  Doane  Fischer,  M.D.,  at  the  Daniel  Boone 
Clinic  in  Harlan.  Doctor  Hollins  graduated  from 
Vanderbilt  University  Medical  School  in  1959.  He 
interned  at  Vanderbilt  and  re''eived  part  of  his  resi- 
dency training  there,  completing  his  residency  at 
Baptist  Hospital  in  North  Carolina.  Doctor  Hollins 
has  practiced  in  Norfolk,  Nebraska. 

Elton  R.  House,  M.D.,  a general  practitioner,  has 
opened  an  office  in  Henderson  where  he  recently 
returned  from  military  service.  Doctor  House  gradu- 
ated from  Howard  University  Medical  School.  Wash- 
ington, D.C.,  in  1961.  He  practiced  previously  in 
Henderson  from  1963  to  1966  when  he  entered  the 
U.S.  Army. 

J.  E.  Johnson  Jr.,  M.D.  is  now  associated  with  Inter- 
national Business  Machines  in  Lexington,  limiting  his 
practice  to  industrial  medicine.  Doctor  Johnson  pre- 
viously practiced  in  Madisonville  and  in  Millersburg. 

Joanna  C.  Maiden,  M.D.,  a general  practitioner,  is 
now  with  the  Floyd  Comprehensive  Health  Services 
Program  in  Prestonsburg.  Doctor  Maiden,  a 1955 
graduate  of  Woman’s  Medical  College  of  Pennsyl- 
vania, served  as  a medical  missionary  in  Nigeria 
from  1958  to  1966. 

Jerry  W'.  Martin,  M.D.,  a general  practitioner,  has 
located  in  Bowling  Green.  Doctor  Martin  graduated 
from  the  University  of  Louisville  School  of  Medicine 
in  1963  and  interned  at  Louisville  General  Hospital. 
He  had  practiced  two  years  in  Bowling  Green  before 
serving  two  years  in  the  U.S.  Army. 

Jesse  H.  Meredith,  M.D.,  a general  practitioner,  is 
associated  with  the  Howard  Clinic  in  G'asgow.  Doc- 
tor Meredith  graduated  from  the  University  of  Louis- 
ville School  of  Medicine  in  1966  and  completed  his 
internship  at  St.  Mary’s  Hospital.  West  Palm  Beach, 
Fla.  He  has  practiced  in  Beaver  Dam. 


Donald  L.  Peterson,  M.D.,  a surgeon,  is  now  prac- 
ticing in  McKee.  Doctor  Peterson  graduated  from 
the  University  of  Minnesota  Medical  School  in  1933. 
He  interned  at  Detroit  Receiving  Hospital  and  com- 
pleted his  residency  training  at  Mayo  Clinic,  Ro- 
chester, Minn.  He  practiced  previously  in  Florida. 

Lowell  F.  Roberts,  M.D.,  a general  practitioner,  has 
opened  an  office  in  Benton.  Doctor  Roberts  graduated 
from  the  University  of  Louisville  School  of  Medicine 
in  1964  and  completed  his  internship  at  Louisville 
General  Hospital  in  1965. 

Leonard  I.  Stein,  M.D.,  is  now  a full-time  faculty 
member  in  the  psychiatry  department  of  the  Uni- 
versity of  Kentucky  College  of  Medicine.  Doct^'r 
Stein  graduated  from  the  University  of  Wisconsin 
Medical  School  in  1960.  He  interned  at  Los  Angeles 
County  General  Hospital  and  received  his  residency 
training  at  the  University  of  Wisconsin  Hospital.  He 
has  practiced  at  Mendota  State  Hospital,  Madison. 
Wise. 

A.  C.  Wright.  M.D,,  a general  practitioner,  has 
opened  an  office  in  Cynthiana.  Doctor  Wright  gradu- 
ated from  the  University  of  Louisville  in  1962  and 
interned  at  the  Columbus,  Ga.  Medical  Center.  He 
practiced  previously  in  Cadiz  and  Hazard. 

Robert  N.  Alexander,  Jr„  M.D.,  a dermatologist,  is 
associated  with  Lynch  Medical  Services  and  UMWA 
in  Lynch,  Ky.,  and  Wise,  Va.  Doctor  Alexander 
graduated  from  the  University  of  Tennessee  Medical 
School  in  1954.  He  practiced  previously  in  Memphis, 
Tenn.  and  was  a member  of  the  faculty  of  the  Uni- 
versity of  Tennessee  Medical  School,  Memphis. 

Donald  Miller  Clark,  M.D.,  is  now  practicing  at 
The  Highlands  Clinic  in  South  Williamson.  A 1926 
graduate  of  the  University  of  Vermont  Medical 
School,  he  practiced  previously  in  Massachusetts. 

James  R.  Delp,  M.D.  is  associated  with  the  High- 
lands Clinic  in  Williamson,  limiting  his  practice  to 
ophthalmology.  Doctor  Delp  graduated  from  Jeffer- 
son Medical  School  in  1959.  He  practiced  previously 
in  Oregon. 

Herbert  Dickstein,  M.D.,  a pathologist,  is  practicing 
at  St.  Anthony  Hospital,  Louisville,  in  association 
with  1 aszlo  Makk,  M.D.  Doctor  Dickstein  graduated 
from  the  University  of  Ghent,  Belgium,  in  1960  and 
completed  his  internship  and  residency  training  at 
Kings  County  Hospital,  Brooklyn,  N.Y. 

Octavius  E.  Iglesias,  M.D.,  a pathologist,  is  now 
practicing  in  association  with  H.  E.  Resinger,  M.D., 

B.  P.  Geoghegan,  M.D.,  and  L.  E.  Wallace,  M.D. 
at  Good  Samaritan  Hospital,  Lexington.  Doctor  Ig- 
lesias graduated  from  the  University  of  Havana 
Medical  School  in  1943.  He  has  practiced  at  the 
University  of  Havana  and  at  the  Veterans  Adminis- 
tration Hospital,  Lexington. 
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How  much  does 

the  anticostive* 
heniatinic  cost? 

A • No  more  than 
costive  hematinics 
cost! 
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The  anticostive  hematinic  is 

PERITIXIC^ 

Hematinic  with  Vitamins  and  Fecal  Softener 


A tablet-a-day  provides: 

# Elemental  Iron  (as  Ferrous  Fumarate) 100  mg 

• Dioctyl  Sodium  Sulfosuccinate  (to  counteract 

constipating  effect  of  iron) 100  mg 

Vitamin  Bi 7.5  mg 

Vitamin  Ba 7.5  mg 

Vitamin  Bo 7.5  mg 

Vitamin  B12 50  mcgm 

Vitamin  C 200  mg 

Niacinamide 30  mg 

Folic  Acid 0.05  mg 

Pantothenic  Acid  15  mg 

Bottles  of  60 

* 


anticostive,  adj.  (anti  opposed  to 
+ costive  causing  constipation.) 
Against  constipation.  Now  isn’t 
that  a good  idea  in  an  iron-contain- 
ing  hematinic? 


LEDERLE  LABORATORIES 


A Division  of  American  Cyanamicf  Company 
Pearl  River,  New  York  10965 


470-7R-6064 


WM.  P.  POYTHRESS  & CO.,  INC. 

RICHMOND,  VIRG1N1.\  23217 
Manufacturers  of  ethical  pharmaceuticals  since  1856 


open-eyed  nights 


T 00  tense  to  sleep  ...too 
tired  to  get  up.  Early  to 
bed,  late  to  rise,  and  not 
much  sleep  at  that,  the  patient  with  severe  psychic 
tension  is  understandably  tired.  His  tensions  and 
overreactions  to  the  day’s  stresses  may  interfere 
with  proper  sleep,  and  his  inability  to  face  the  day’s 
activities  can  produce  an  ever-worsening  pattern. 
By  relieving  psychic  tension.  Valium®  (diazepam) 
facilitates  sleep,  particularly  with  an  h.s.  dose.  In 
many  patients,  the  usefulness  of  Valium  has  been 
demonstrated  in  relieving  psychic  tension  alone  or 
with  secondary  depressive  symptoms.  Valium  is 


generally  well  tolerated  and,  with  proper  mainte- 
nance dosage,  usually  does  not  unduly  impair  men- 
tal acuity  or  ability. 


Before  prescribing,  please  consult  complete  product  in- 
formation, a summary  of  which  follows: 

Indications : Tension  and  anxiety  states;  somatic  complaints 
which  are  concomitants  of  emotional  factors;  psychoneurotic 
states  manifested  by  tension,  anxiety,  apprehension,  fatigue, 
depressive  symptoms  or  agitation;  acute  agitation,  tremor, 
delirium  tremens  and  hallucinosis  due  to  acute  alcohol  with- 
drawal; adjunctively  in:  skeletal  muscle  spasm  due  to  reflex 
spasm  to  local  pathology,  spasticity  caused  by  upper  motor 
neuron  disorders;  athetosis,  stiff-man  syndrome,  convulsive 
disorders  (not  for  sole  therapy). 

Contraindications:  Known  hypersensitivity  to  drug;  children 
under  6 months  of  age;  acute  narrow  angle  glaucoma;  may  be 
used  in  patients  with  open  angle  glaucoma  who  are  receiving 
appropriate  therapy. 

Warnings:  Not  of  value  in  treatment  of  psychotic  patients, 
and  should  not  be  employed  in  lieu  of  appropriate  treatment. 
As  with  most  CNS-acting  drugs,  caution  patients  against  haz- 
ardous occupations  requiring  complete  mental  alertness  {e.g., 
operating  machinery,  driving).  When  used  adjunctively  in  con- 
vulsive disorders,  possibility  of  increase  in  frequency  and/or 
severity  of  grand  mal  seizures  may  require  increase  in  dosage 
of  standard  anticonvulsant  medication;  abrupt  withdrawal  in 
such  cases  may  also  be  associated  with  temporary  increase  in 
frequency  and/or  severity  of  seizures.  Advise  patients  against 
simultaneous  ingestion  of  alcohol  and  other  CNS  depressants. 
Withdrawal  symptoms  (similar  to  those  with  barbiturates  and 
alcohol)  have  occurred  following  abrupt  discontinuance.  Keep 
addiction-prone  individuals  (such  as  drug  addicts  or  alcohol- 
ics) under  careful  surveillance  because  of  their  predisposition 
to  habituation  and  dependence.  Use  of  any  drug  in  pregnancy, 
lactation  or  In  women  of  childbearing  age  requires  that  poten- 
-tial  benefit  be  weighed  against  possible  hazard. 

Precautions:  If  combined  with  other  psychotropics  or  anti- 
convulsants, carefully  consider  individual  pharmacologic  effects 
— particularly  with  known  compounds  which  may  potentiate 
action  of  Valium  (diazepam),  such  as  phenothiazines,  nar- 
^ cotics, barbiturates, MAO  inhibitors  and  other  antidepressants. 
Employ  usual  precautions  in  the  severely  depressed  or  in  those 
with  latent  depression;  suicidal  tendencies  may  be  present  and 


protective  measures  necessary.  Observe  usual  precautions  in 
impaired  renal  or  hepatic  function.  Limit  dosage  to  smallest 
effective  amount  in  elderly  and  debilitated  to  preclude  ataxia 
or  oversedation  (initially  2 to  2!4  mg  once  or  twice  daily,  in-  ( 
creasing  gradually  as  needed  or  tolerated). 

■Adverse  Reactions:  Side  effects  most  commonly  reported: 
drowsiness,  fatigue  and  ataxia.  Infrequently  encountered:  con- 
fusion, constipation,  depression,  diplopia,  dysarthria,  headache, 
hypotension,  incontinence,  jaundice,  changes  in  libido,  nausea, 
changes  in  salivation,  skin  rash,  slurred  speech,  tremor,  urinary 
retention,  vertigo  and  blurred  vision.  Paradoxical  reactions 
such  as  acute  hyperexcited  states,  anxiety,  hallucinations,  in- 
creased muscle  spasticity,  insomnia,  rage,  sleep  disturbances 
and  stimulation  have  been  reported;  should  these  occur,  use  of 
the  drug  should  be  discontinued.  Because  of  isolated  reports  of 
neutropenia  and  jaundice,  periodic  blood  counts  and  liver 
function  tests  are  advisable  during  long-term  therapy.  Minor 
changes  in  EEG  patterns  (low-voltage  fast  activity)  observed 
during  and  after  therapy  and  are  of  no  known  significance. 

Dosage:  Individualize  for  maximum  beneficial  effect.  Adults: 
Tension,  anxiety  and  psychoneurotic  states,  2 to  10  mg  b.i.d.  to 
q.i.d.;  alcoholism,  10  mg  t.i.d.  or  q.i.d.  in  first  24  hours,  then  5 ! 

mg  t.i.d.  or  q.i.d.  as  needed;  adjunctively  in  skeletal  muscle 
spasm,  2 to  10  mg  t.i.d.  or  q.i.d.;  adjunctively  in  convulsive  j 
disorders,  2 to  10  mg  b.i.d  to  q.i.d.  Geriatric  or  debilitated 
patients:  2 to  2!4  mg,  1 or  2 times  daily  initially,  increasing  as 
needed  and  tolerated.  (See  Precautions.)  Children:  1 to  214 
mg  t.i.d.  or  q.i.d.  initially,  increasing  as  needed  and  tolerated 
(not  for  use  under  6 months). 

Roche®  Supplied : Valium®  (diazepam)  Tab-  I 
LABORATORIES  2 mg,  5 mg  and  10  mg;  bottles 

Division  of  Hoffmann-La  Roche  Inc.  r.  i nn  J cr\r\ 

Nutley.  New  Jersey  07110  Ot  OU,  lUU  3110  MJU. 

9 

\^lllinr(diazepam)  I 

useful  for  the  relief  of  psychic  tension, 

alone  or  with  associated  depressive  symptoms  L 
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Don’t  let  monilia 

cut  broad-spectrum  therapy  short... 


„ start  with 

Tetrex-F 

;etracycline  phosphate 
complex-nystatin 


Use  of  broad-spectrum  antibiotics  can  cause 
fungal  overgrowth  in  the  alimentary  tract... 
and  give  rise  to  symptoms  so  troublesome 
that  therapy  must  be  prematurely  stopped. 
Tetrex-F  (tetracycline  phosphate  complex- 
nystatin)  helps  you  circumvent  this  problem. 

The  nystatin  can  prevent  overgrowth  of 
monilia;  the  phosphate  complex  delivers  tet- 
racycline to  the  blood  rapidly.  Side  effects 
are  infrequent. 

High-Risk  Patients 

Tetrex-F  (tetracycline  phosphate  complex- 
nystatin)  is  especially  useful  in  patients  most 
susceptible  to  fungal  overgrowth  during  tet- 
racycline therapy:  (1)  the  elderly  or  debili- 
tated, (2)  young  children,  (3)  the  diabetic, 

(4)  those  on  long-term  tetracycline  therapy, 

(5)  those  on  steroid  therapy,  (6)  those  who 
have  had  moniliasis  before,  and  (7)  pregnant 
patients  with  a history  of  monilial  vaginitis. 

When  you  start  with  economical  Tetrex-F 
(tetracycline  phosphate  complex-nystatin), 
you  can  complete  the  full  course  of  broad- 


spectrum  therapy  with  less  chance  of  los- 
ing control  elsewhere.  A good  start  for  a 
healthy  finish. 

PRESCRIBING  INFORMATION.  For  complete  information 
consult  OtFcial  Package  Circular,  hulications:  Infections  of  res- 
piratory, gastrointestinal  and  genitourinary  tracts  and  skin  and 
soft  tissues  due  to  tetracycline-sensitive  organisms,  in  patients 
with  increased  susceptibility  to  monilial  infections.  Conlraindi- 
cations:  The  drug  is  contraindicated  in  patients  hypersensitive 
to  its  components.  H'arnings:  Photodynamic  reactions  have  been 
produced  by  tetracyclines.  Natural  and  artificial  sunlight  should 
be  avoided  during  therapy.  Stop  treatment  if  skin  discomfort 
occurs.  With  renal  impairment,  systemic  accumulation  and  hep- 
atotoxicity  may  occur.  In  this  situation,  lower  doses  should  be 
used.  Tooth  staining  and  enamel  hypoplasia  may  be  induced 
during  tooth  development  (last  trimester  of  pregnancy,  neonatal 
period  and  childhood).  Precautions:  Bacterial  superinfections 
may  occur.  Infants  may  develop  increased  intracranial  pressure 
with  bulging  fontanels.  In  gonorrheal  therapy,  serologic  tests 
for  syphilis  should  be  conducted  initially  and  monthly  for  3 
months.  Adverse  Reactions:  Glossitis,  stomatitis,  nausea,  diar- 
rhea, flatulence,  proctitis,  vaginitis,  dermatitis,  and  allergic  re- 
actions may  occur.  Usual  Adult  Dosage:  1 capsule  q.i.d.  Con- 
tinue for  10  days  in  Beta-hemolytic  streptococcal  infections. 
Administer  one  hour  before  or  two  hours  after  meals.  Supplied: 
Capsules,  bottles  of  16  and  100.  Each  capsule  contains  tetra- 
cycline phosphate  complex  equivalent  to  250  mg.  tetracycline 
HCl  activity  and  250,000  units  of  nystatin.  For  Oral  Suspension, 
125  mg.  tetracycline  and  125,000  u.  nystatin/5  ml.,  60  ml.  bottles. 

BRISTOL  LABORATORIES 
Division  of  Bristol-Myers  Company 
Syracuse,  New  York  13201 


BRISTOL 


HW&D  BRAND  OFLUTUTRIN 

3000  UNIT  TABLETS 


IN  THE  TREATMENT  OF  FUNCTIONAL  DYSMENORRHEA  AND  SELECTED  CASES  OF 
PREMATURE  LABOR  AND  2ND  AND  3RD  TRIMESTER  THREATENED  ABORTION 


■ LUTREXIN,  the  non-steroid  “uterine 
relaxing  factor"  has  been  found  to  be  useful 
by  many  clinicians  in  controlling  abnormal 
uterine  activity. 

■ Literature  on  indications  and  dosage  avail- 
able on  request. 


■ No  side  effects  have  been  reported,  even 
when  massive  doses  (25  tablets  per  day) 
were  administered. 

■ Supplied  in  bottles  of  twenty-five  3,000 
unit  tablets. 


(In  vivo  measurement  of  Lutrexin  on  contracting 
uterine  muscle  of  the  guinea  pig.) 


HYNSON,  WESTCOTT  & DUNNING,  INC.  Baltimore,  Maryland  21201 

(LTR23) 
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An  antibiotic 
should  work  well 
/ in  either  acid 

\ or  alkaline  urine. 

<•) 


It  isn’t  always  necessary  to  adjust  urinary  pH 
in  treating  G.U.  infections. 

Not  when  the  causative  organism  is  a strain 
sensitive  to  DECLOMYCIN®  Demethylchlor- 
tetracycline,  as  is  often  the  case. 
DECLOMYCIN  remains  stable  and  active  in 
either  acid  or  alkaline  urine.  So  there’s  no  need 
to  acidify  the  urine  to  keep  the  antibiotic  at 
work. 

Why  match  the  urine  to  the  antibiotic . . .when 
you  can  match  the  antibiotic  to  the  urine ...  by 
prescribing  DECLOMYCIN.  A b.i.d.  dosage 
makes  therapy  convenient  for  your  patient. 

Effectiveness:  DECLOMYCIN  Demethylchlortetra- 
cycline  should  be  equally  or  more  effective  thera- 
peutically than  other  tetracyclines  in  infections 
caused  by  organisms  sensitive  to  the  tetracyclines. 
Contraindication:  History  of  hypersensitivity  to  de- 
methylchlortetracycline. 

Warning:  In  renal  impairment,  usual  doses  may  lead 
to  excessive  accumulation  and  liver  toxicity.  Under 
such  conditions,  lower  than  usual  doses  are  indi- 
cated, and,  if  therapy  is  prolonged,  serum  level  de- 
terminations may  be  advisable.  A photodynamic 
reaction  to  natural  or  artificial  sunlight  has  been 
observed.  Small  amounts  of  drug  and  short  exposure 
may  produce  an  exaggerated  sunburn  reaction  which 
may  range  from  erythema  to  severe  skin  manifesta- 
tions. In  a smaller  proportion,  photoallergic  reac- 
tions have  been  reported.  Patients  should  avoid 
direct  exposure  to  sunlight  and  discontinue  drug  at 
the  first  evidence  of  skin  discomfort.  Necessary  subse- 
quent courses  of  treatment  with  tetracyclines  should 
be  carefully  observed. 


Precautions:  Overgrowth  of  nonsusceptible  organ- 
isms may  occur.  Constant  observation  is  essential.  If 
new  infections  appear,  appropriate  measures  should 
be  taken.  In  infants,  increased  intracranial  pressure 
with  bulging  fontanels  has  been  observed.  All  signs 
and  symptoms  have  disappeared  rapidly  upon  cessa- 
tion of  treatment. 

Side  Effects:  Gastrointestinal  system  — anorexia, 
nausea,  vomiting,  diarrhea,  stomatitis,  glossitis,  en- 
terocolitis, pruritus  ani.  Skin  — maculopapular  and 
erythematous  rashes;  a rare  case  of  exfoliative  der- 
matitis has  been  reported.  Photosensitivity;  ony- 
cholysis and  discoloration  of  the  nails  (rare).  Kidney 
— rise  in  BUN,  apparently  dose-related.  Transient 
increase  in  urinary  output,  sometimes  accompanied 
by  thirst  (rare).  Hypersensitivity  reactions— urticaria, 
angioneurotic  edema,  anaphylaxis.  Teeth  — dental 
staining  (yellow-brown)  in  children  of  mothers  given 
this  drug  during  the  latter  half  of  pregnancy,  and  in 
children  given  the  drug  during  the  neonatal  period, 
infancy  and  early  childhood.  Enamel  hypoplasia  has 
been  seen  in  a few  children.  If  adverse  reaction  or 
idiosyncrasy  occurs,  discontinue  medication  and  in- 
stitute appropriate  therapy.  Demethylchlortetracy- 
cline  may  form  a stable  calcium  complex  in  any 
bone-forming  tissue  with  no  serious  harmful  effects 
reported  thus  far  in  humans. 

Average  Adult  Daily  Dosage:  150  mg  q.i.d.  or  300' 
mg  b.i.d.  Should  be  given  1 hour  before  or  2 hours 
after  meals,  since  absorption  is  impaired  by  the  con- 
comitant administration  of  high  calcium  content 
drugs,  foods  and  some  dairy  products.  Treatment  of 
streptococcal  infections  should  continue  for  10  days, 
even  though  symptoms  have  subsided. 

Capsules:  150  mg;  Tablets:  film  coated  — 300  mg, 
150  mg  and  75  mg  of  demethylchlortetracycline  HCl. 

355-a 


DECLOMYCIN' 

DEMETHYLCHLOKTErRACYCLINE 

LEDERLE  LABORATORIES,  A Division  of  American  Cyanamid  Company,  Pearl  River,  New  York 
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MESSAGE 
FROM  THE 
PRESIDENT 


Comprehensive  Health  Planning 


The  89th  Congress  found  Federal  grants-in-aid  to  the  states  for  health  pur- 
poses a disorganized  pattern.  An  accumulation  of  unrelated  laws  allocated 
funds  for  venereal  disease  control,  mental  health  and  other  categorical  pro- 
grams. These  were  not  coordinated,  nor  was  there  any  overall  health  plan. 

To  correct  this,  Public  Law  89-749  decrees  comprehensive  health  planning, 
with  ultimate  abolition  of  the  categorical  grants  and  their  replacement  by  un- 
restricted block  grants. 

Each  state  must  have  a single  agency  responsible  for  supervising  health  plan-  | 

ning  functions.  This  operational  agency  is  advised  by  a state-wide  Health  Plan-  j 

ning  Council  composed  of  representatives  of  health  agencies,  providers  of  health  ^ 
services  and  consumers  of  health  care,  with  the  consumers  in  the  majority.  ,| 

The  KMA  Board  of  Trustees  promptly  recognized  the  importance  of  this  legis-  H 

lation  and  worked  with  the  administrations  of  two  governors  toward  the  establish- 
ment of  an  effective  Health  Planning  Commission  and  the  Health  Planning  Council. 
Governor  Nunn,  by  executive  order,  has  established  both  bodies  on  a firm  and 
constructive  basis. 

For  all  planning  purposes,  Kentucky  has  been  divided  into  15  multi-county 
regions.  In  each  of  these  there  will  be  an  area-wide  Comprehensive  Health 
Planning  Council.  These  will,  like  the  state  Council,  be  composed  of  providers 
and  consumers  of  health  services,  with  the  consumers  in  the  majority. 

With  the  state  program  well  organized,  physicians  locally  have  an  opportunity 
to  demonstrate  leadership  in  developing  integrated  and  effective  local  health  serv- 
ices. By  initiating  the  formation  of  the  area-wide  Health  Planning  Councils, 
and  providing  them  with  adequate  information,  wise  revisions  of  present  health 
practices  are  possible.  The  clear  intent  of  Congress  is  to  develop  useful  health 
programs  to  answer  local  needs  and  to  avoid  the  duplication  and  fragmentation 
that  has  proven  wasteful.  i 


Only 

TUBEX 

offers 

so  complete 
a line  of 
closed 
system 
injectables 

and 
It's  still 
growing. 


To  meet  your  present  needs  more  pre- 
cisely, the  Tubex  line  comprises  37  dif- 
ferent products  in  69  dosage  variations. 
And  more  are  on  the  way. 

Tubex  offers  these  unit  dose  ad  vantages: 

• accuracy— premeasured,  clearly  labeled  to  help 
ensure  correct  medication 


• convenience— no  filling,  no  needle-sharpening, 
no  sterilization,  no  cleanup 

• simplicity  — precision-made,  well  balanced 
syringe  breech  loads  in  seconds,  permits  easy 
aspiration 

• reduces  risk— single-use  cartridge-needle  units 
reduce  risk  of  cross  contamination;  less  chance 
of  spillage  reduces  risk  of  contact  sensitization 
for  doctor  or  nurse 


• stability— glass  cartridges  can’t  deteriorate  or 
react  with  medication 


• acceptability— presharpened,  siliconized  nee- 
dles lessen  pain  of  injection;  patients  appreciate 
single-use  equipment 


Just  select,  inject,  throw  away  , 

TUBEr  ife 

UIMtT  DOSE 

sterile  cartridge-needle  unit  ® 

Wyeth  Laboratories  Philadelphia,  Pa. 


I 
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i,l 


\ ^ 

I ■ 


the 

line. 


(New  TUBEX  are  constantly  being  added) 


when  cough 
is  not 

the  only  sound 
you  hear  • ♦ ♦ 


OMNI-TUSS*  b.i.d. 


. . . because  OMNl-TLJSS  is  indicated  for  cough 
associated  with  upper  respiratory  tract  infections, 
bronchitis,  bronchiectasis,  bronchial  asthma,  emphy- 
sema, sinusitis  and  rhinitis,  hay  fever,  or  other  allergic 
conditions.  Any  of  these  conditions  may  exhibit  the 
general  symptom  syndrome— coughing,  wheezing, 
bronchospasm,  and  tenacious  mucus — which  may 
benefit  from  the  antitussive,  bronchodilative,  antihis- 
taminic,  and  expectorant  action  of  Omni-Tuss. 

The  therapeutic  usefulness  of  Omni-Tuss  is  enhanced 
by  a unique  resin  complex  formulation  providing  the 
clinically  desirable  advantages  of;  (1)  uniform  drug 
availability  throughout  an  extended  period,  (2)  8 to  12 
hours  of  symptomatic  control,  (3)  minimal  dosage 
requirement,  (4)  minimal  side  effects. 

Economical,  efficient  b.i.d.  dosage — extremely  well- 
tolerated  by  children,  6-12,  and  adults. 


‘Omni  Tuss’  Suspension:  Each  teaspoonful  (5  cc.)  contains 
10  mg.  codeine  (Warning:  May  be  habit-forming),  5 mg. 
phenyltoloxamine,  3 mg.  chlorpheniramine,  25  mg.  ephe- 
drine,  all  as  cation  exchange  resin  complexes  of  sulfonated 
polystyrene,  and  20  mg.  guaiacol  carbonate. 

Available  on  prescription  only.  Class  X exempt  narcotic. 
Permissible  on  oral  prescription. 

Dosage:  Adults:  1 teaspoonful  (5  cc.)  ql2h. 

Children  (6-\2  years):  Vz  teaspoonful  ql2h. 

Side  Effects:  Minimal,  but  when  encountered  may  include 
jitteriness,  nausea,  drying  of  mouth,  insomnia,  constipa- 
tion, which  disappear  upon  adjustment  of  the  dose  or  dis- 
continuance of  treatment. 

Precautions  and  Contraindications:  For  complete  detailed 
information,  refer  to  package  insert  or  official  brochure. 

Strasenburgh 

Strascnburgh  Laboratories  Division 
Wallace  & Tiernan  Inc.,  Rochester.  N.Y. 


ne\5^ 

j.  evidence 

forTAOfiaU) 


a 


macrolide 
antibiotic  for  the 

lootli“i.iiieC  frequently  seen 
reported  after  respiratory  infection 

in  the  office 

and 

for  a problem  pathogen 
in  the  hospital. 


10  years 
of  use. 


^Staphylococcus  aureus 


study  I 


Results  of  a 1967  in  vitro-in  vivo 
correlation  study  involving  116  patients  with  Gram-posi- 
tive coccal  infections  in  five  institutions.  All  patients 
were  given  TAG  prior  to  determining  the  susceptibility 
of  the  offending  organism. 


97.0% 

of  the 

organisms  were 
susceptible 
to  oleandomycin* 


98.0% 

of  the 
patients 

responded 
favorably 
to  TAO(triacetyloleandomycin) 

*ln  some  cases  more  than  one  pathogenic  organism  was 
isolated  from  the  patient. 


study  II  Effect  of  oral  therapy  with 

TAG,  erythromycin,  and  cloxacillin  on  the  survival  time 
of  Rhesus  monkeys  after  intravenous  inoculations  of  le- 
thal doses  of  staphylococci,  phage  type  80/81. 

(8  monkeys  in  each  group) 

conclusion: 


*Under  the  conditions  of  this  study  and  the  doses  employed, 
it  was  found  that 


was  far  superior  to  erythro- 
mycin, as  was  cloxacillin,  a 
bactericidal  agent,  and  of  par- 
ticular interest,". ..bacterio- 
static triacetyloleandomycin 
was  as  effective  or  perhaps 
superior  to  cloxacillin  in 
preventing  lethal  (staphylo- 
coccal, phage  type  80/81) 
infection.” 


TAO 


(triacetyl- 

oleandomycin) 


*lt  should  be  pointed  out  that  results  obtained  in  an  exper- 
imental study  of  this  nature  may  not  necessarily  be  di- 
rectly extrapolated  to  the  clinical  situation  as  it  pertains 
to  man. 


TAO  Rx  Information 

INDICATIONS:  Include  streptococci,  staphylococci,  pneumococci  and  gonococci.  Recommended  for  acute,  severe  infections 
where  adequate  sensitivity  testing  has  demonstrated  susceptibility  to  this  antibiotic  and  resistance  to  less  toxic  agents. 
CONTRAINDICATIONS  AND  PRECAUTIONS:  Not  recommended  for  prophylaxis  or  in  the  treatment  of  infectious  processes 
which  may  require  more  than  ten  days  continuous  therapy.  In  view  of  the  possible  hepatoxicity  of  this  drug  when  therapy 
beyond  ten  days  proves  necessary,  other  less  toxic  agents  should  be  used.  If  clinical  judgement  dictates  continuation  of 
therapy  for  longer  periods,  serial  monitoring  of  liver  profile  is  recommended,  and  the  drug  should  be  discontinued  at  the 
first  evidence  of  any  form  of  liver  abnormality.  When  treating  gonorrhea  in  which  lesions  of  primary  or  secondary  syphilis 
are  suspected,  proper  diagnostic  procedures,  including  darkfield  examinations,  should  be  followed.  In  other  cases  in  which 
concomitant  syphilis  is  suspected,  monthly  serological  tests  should  be  made  for  at  least  four  months.  Contraindicated  in 
pre-existing  liver  disease  or  dysfunction,  and  in  individuals  hypersensitive  to  the  drug.  Although  reactions  of  an  allergic 
nature  are  infrequent  and  seldom  severe,  those  of  the  anaphylactoid  type  have  occurred  on  rare  occasions.  When  used  in 
streptococcal  infections,  therapy  should  be  continued  for  ten  days  to  prevent  the  development  of  rheumatic  fever  or 
glomerulonephritis.  The  use  of  antibiotics  may  occasionally  permit  overgrowth  of  nonsusceptible  organisms.  A resistant 
infection  or  superinfection  requires  re-evaluation  of  the  patient’s  therapy.  In  the  event  such  occurs  with  this  drug  the 
medication  should  be  discontinued,  and  specific  antibacterial  and  supportive  therapy  instituted. 

References:  1.  Isenberg,  H.  D.:  Clinical  Evaluation  of  Laboratory  Guidance  to 
Antibiotic  Therapy;  Health  Laboratory  Science  (July)  1967.  2.  Saslaw,  S.,  Car- 
lisle, H.  N.:  Studies  on  Therapy  of  Staphylococcal  Infections  in  Monkeys. 

1.  Comparison  of  Cloxacillin,  Triacetyloleandomycin  and  Erythromycin.  Proc. 

Soc.  Exp.  Biol.  & Med.:  Vol.  125,  No.  4 (Aug.-Sept.)  1967. 


J.  B.  ROERIG  DIVISION 
CHAS.  PFIZER  & CO..  INC. 
235  EAST  42nd  STREET 
NEW  YORK.  N.Y.  10017 


In  the  complex  picture 
of  moderate  to  severe  anxiety... 


there  is  a inewl  reason 
for  prescribing  Mellaril 

(Thioridazine  HCl) 


effectiveness  in 

mixed  anxiety- depression 


Long  recognized  for  its  usefulness  in  the 
treatment  of  moderate  to  severe  anxiety, 
Mellaril  is  now  also  known  to  be  effective 
against  mixed  anxiety-depression. 

Often  the  symptoms  of  anxiety  states  are 
difficult  to  sort  out— even  with  the  most  careful 
probing.  The  patient  may  manifest  symptoms  of 
agitation,  restlessness,  insomnia,  somatic 
complaints.  But  what  of  the  depression  that  may 
be  mixed  in  the  total  picture?  It  is  reassuring 
to  know  that  Mellaril  may  be  prescribed— with 
strong  possibilities  of  success— when  there  is 
anxiety  alone  or  a mixture  of  anxiety 
and  depression. 


Before  prescribing  or  administering,  see  Sandoz 
literature  for  full  product  information,  including 
adverse  reactions  reported  with  phenothiazines. 
following  is  a brief  precautionary  statement. 
Contraindications:  Severe  central  nervous  systeil 
depression,  comatose  states  from  any  cause, 
hypertensive  or  hypotensive  heart  disease  of  | 
extreme  degree. 

Warnings:  Administer  cautiously  to  patients  wh; 
have  previously  exhibited  a hypersensitivity  reack 
(e.g.,  blood  dyscrasias,  jaundice)  to  phenothiazirl 
Phenothiazines  are  capable  of  potentiating  centrll 
nervous  system  depressants  (e.g.,  anesthetics, 
opiates,  alcohol,  etc.)  as  well  as  atropine  and 
phosphorus  insecticides.  During  pregnancy, 
administer  only  when  necessary. 

Precautions:  There  have  been  infrequent  reports)! 
leukopenia  and/or  agranulocytosis  and  convulsi| 
seizures.  In  epileptic  patients,  anticonvulsant 
medication  should  also  be  maintained.  Pigmenta, 
retinopathy  may  be  avoided  by  remaining  withiifb 
recommended  limits  of  dosage.  Administer 
cautiously  to  patients  participating  in  activities 
requiring  complete  mental  alertness  (e.g.,  drivin  . 
Orthostatic  hypotension  is  more  common  in  ferr)i 
than  in  males.  Do  not  use  epinephrine  in  treatin 
drug-induced  hypotension.  Daily  doses  in  exces;l! 
300  mg.  should  be  used  only  in  severe 
neuropsychiatric  conditions. 

Adverse  Reactions:  Central  Nervous  System— 
Drowsiness,  especially  with  large  doses,  early  in 
treatment;  infrequently,  pseudoparkinsonism  ar 
other  extrapyramidal  symptoms;  nocturnal 
confusion,  hyperactivity,  lethargy,  psychotic 
reactions,  restlessness,  and  headache.  Autonomi 
Nervous  System— Dryness  of  mouth,  blurred  vislq 
constipation,  nausea,  vomiting,  diarrhea,  nasal  1 1 
stuffiness,  and  pallor.  Endocrine  System— 
Galactorrhea,  breast  engorgement,  amenorrheaj 
inhibition  of  ejaculation,  and  peripheral  edema. II 
Skin— Dermatitis  and  skin  eruptions  of  the  urtici 
type,  photosensitivity.  Cardiovascular  System—  I 
Changes  in  the  terminal  portion  of  the 
electrocardiogram  have  been  observed  in  some 
patients  receiving  the  phenothiazine  tranquilize  , 
including  Mellaril  (thioridazine  hydrochloride). 
While  there  is  no  evidence  at  present  that  these 
changes  are  in  any  way  precursors  of  any  signifi  n 
disturbance  of  cardiac  rhythm,  several  sudden  a 
unexpected  deaths  apparently  due  to  cardiac  arr : 
have  occurred  in  patients  previously  showing 
electrocardiographic  changes.  The  use  of  period 
electrocardiograms  has  been  proposed  but  woul 
appear  to  be  of  questionable  value  as  a predictiv 
device.  Other— A single  case  described  as 
parotid  swelling. 

Mellarir 

(Thioridazine  HCl) 
25  mg.t.i.d. 

for  moderate  to  severe  anxi<  y 
and  mixed  anxiety- depress!  n 

A 1 

SANDOZ  SANDOZ  PHARMACEUTICALS,  HANOVER,  N.  J.  V 


Photo  professionally  posed, 


No  injection  after  aii! 


This  penicillin  produces  high,  fast  levels— orally. 


Pen*Vee®  K is  usually  so  rapidly  and  com- 
pletely absorbed  that  therapeutic  penicillin 
levels  are  attained  within  15  to  30  minutes. 
Thus  it  can  often  obviate  the  need  for  peni- 
cillin injections.  The  higher  serum  levels 
produced  generally  last  longer  than  with  those 
of  oral  penicillin  G. 

Indications;  Infections  susceptible  to  oral  penicillin  G;  prophylaxis 
and  treatment  of  streptococcal  infections;  treatment  of  pneumococcal, 
gonococcal,  and  susceptible  staphylococcal  Infections;  prophylaxis  of 
rheumatic  fever  in  patients  with  a previous  history  of  the  disease. 
Contraindications:  Infections  caused  by  nonsusceptible  organisms; 
history  of  penicillin  sensitivity. 

Warnings:  Acute  anaphylaxis  (may  prove  fatal  unless  promptly  con- 
trolled) is  rare  but  more  frequent  in  patients  with  previous  penicillin 
sensitivity,  bronchial  asthma  or  other  allergies.  Resuscitative (epineph- 
rine, aminophylline,  pressor  amines)  and  supportive  (antihista- 
mines, methylprednisolone  sodium  succinate)  drugs  should  be 
readily  available.  Other  rare  hypersensitivity  reactions  include 
nephropathy,  hemolytic  anemia,  leucopenia  and  thrombocytopenia. 


In  suspected  hypersensitivity,  evaluation  of  renal  and  hematopoietic 
systems  is  recommended. 

Precautions:  In  suspected  staphylococcal  infections,  perform  proper 
laboratory  studies  including  sensitivity  tests.  If  overgrowth  of 
nonsusceptible  organisms  occurs  (constant  observation  is  essential), 
discontinue  penicillin  and  take  appropriate  measures.  Whenever 
allergic  reactions  occur,  withdraw  penicillin  unless  condition  being 
treated  is  considered  life  threatening  and  amenable  only  to  penicillin. 
Penicillin  may  delay  or  prevent  appearance  of  primary  syphilitic 
lesions.  Gonorrhea  patients  suspected  of  concurrent  syphilis  should 
be  tested  serologically  for  at  least  3 months.  When  lesions  of  primary 
syphilis  are  suspected,  dark-field  examination  should  precede  use  of 
penicillin.  Treat  beta-hemolytic  streptococcal  infections  with  full 
therapeutic  dosage  for  at  least  10  days  to  prevent  rheumatic  fever 
or  glomerulonephritis.  In  staphylococcal  infections,  perform  surgery 
as  indicated. 

Adverse  Reactions:  (Penicillin  has  significant  index  of  sensitiza- 
tion) : Skin  rashes,  ranging  from  maculopapular  eruptions  to  exfolia- 
tive dermatitis;  urticaria;  serum  sickness-like  reactions,  including 
chills,  fever,  edema,  arthralgia  and  prostration.  Severe  and  often  fatal 
anaphylaxis  has  been  reported  (see  "Warnings"). 

Composition:  Tablets— 125  mg.  (200,000  units),  250  mg.  (400,000 
units),  500  mg.  (800,000  units);  Liquid— 125  mg.  (200,000  units)  and 
250  mg.  (400,000  units)  per  5 cc. 

Wyeth  Laboratories  Philadelphia,  Pa. 
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o"AupEN.VEE®K 

(potassium  phenoxymethyl  penicillin) 
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IN  THE  BOOKS 


THE  CARE  OF  THE  GERIATRIC  PATIENT:  edited  by  E.  V. 
Cowdry,  Ph.D.;  Published  by  the  C.  V.  Mosby  Company,  St. 
Louis,  1968;  430  Pages;  Price  $15.75. 

This  third  edition  has  added  these  four  new  chap- 
ters: “Aspects  of  Exercise,”  “Aspects  of  Vascular 
Surgery,”  “Ophthalmic  Aspects,”  and  “Otorhino- 
laryngologic Aspects”  making  a total  of  28  chapters. 
The  aspects  range  from  “medical”  to  “surgical,”  from 
“spiritual”  to  “sexual,”  from  “orthopedic”  to  “derma- 
tologic.” 

Most  of  the  chapters  are  bland  collections  of  ob- 
servations and  advices  which  are  so  self-evident  that 
their  iteration  serves  no  purpose.  “Aspects  of  Exer- 
cise” differs  in  that  the  rhetoric  is  so  complexly 
contrived  as  to  conceal  any  meaning  from  the  read- 
er. 

The  first  chapter,  “The  Patient  and  the  Physician” 
is  written  by  the  editor  of  the  volume.  He  says 
the  elderly  patient  needs  “.  . . a physician  fully 
qualified  by  specified  training  in  geriatrics — the  op- 
posite of  pediatrics.”  He  notes  the  birthdate  of  the 
Board  of  Pediatrics  as  1933  “.  . . but  formal  and 
exacting  training”  in  geriatrics  is  “.  . . not  yet  of- 
fered.” Therefore,  “The  doctor  selected  by  an  elderly 
person  should  be  an  internist  . . .”  of  middle,  or 
greater,  age.  This  advice,  supported  by  several  pages 
of  oblique  and  prejudiced  “reasons,”  should  be  even 
more  offensive  to  the  patient  and  the  young  general 
practitioner  than  it  is  to  me,  my  only  deficit  being 
youth. 

The  book  fails  to  offer  any  instruction  that  would 
distinguish  the  needs  of  the  geriatric  patient  or  add 
skill  to  the  geriatrician.  It  cannot  even  be  recommend- 
ed to  the  elderly  internist. 

A.  Evan  Overstreet,  M.D. 

STRABISMUS  IN  CHILDHOOD:  Herbert  M.  Katzin,  M.D.  and 
Geraldine  Wilson,  R.N.;  Published  by  the  C.  V.  Mosby 
Company,  St.  Louis,  1968;  84  Pages;  Price  $3.95. 

This  is  an  84-page  paperback  book  written,  accord- 
ing to  the  authors,  “primarily  for  the  parents.”  The 
subject  matter  covers  the  etiology  of  strabismus,  the 
development  of  vision,  the  nature  the  binocular  vision, 
the  different  types  of  strabismus,  and  the  various 
methods  of  treatment  of  strabismus  with  special  em- 
phasis placed  on  orthoptics. 

This  book  is  an  attempt  to  explain  many  facets 
of  a very  complex  medical  and  scientific  phenomena 
to  lay  people.  This  is  done  in  some  detail,  including 
the  discussion  and  definitions  of  specialized  ophthal- 
mic terminology  such  as  convergence,  divergence, 
hypertropia,  diplopia,  minus  and  plus  lenses,  etc.  The 
book  explains  what  should  be  done  for  strabismus  in- 
cluding the  age  at  which  surgery  is  “usually  per- 
formed” (age  three  or  four  according  to  the  authors) 
and  the  fact  that  orthoptics  (in  the  authors’  opinion) 
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improves  the  prognosis  in  most  cases  of  strabismus 
and  should  be  used  in  most  cases. 

Strabismus  is  a difficult  subject  to  teach  to  medical 
students  and  even  to  residents  in  ophthalmology.  It 
is  understandably  difficult  to  give  parents  a com- 
plete education  in  this  field. 

Several  questions  came  to  mind  concerning  par- 
ents’ reactions  to  this  book.  Do  they  have  to  learn  too 
much  about  strabismus  to  find  out  what  is  significant 
for  their  own  child?  Might  they  be  alarmed  un- 
necessarily in  some  instances  by  reading  about  items 
such  as  “brain  damage”?  How  would  the  parents 
feel  toward  their  own  ophthalmologist  if  he  elected 
to  perform  surgery  at  a time  other  than  that  men- 
tioned by  the  author  as  best  (i.e.  age  three  to  four)? 
How  would  they  feel  if  orthoptics  were  not  being 
used? 

The  book  contains  a description  of  the  psychologi- 
cal and  emotional  impact  of  strabismus  which  is  well 
written.  Also  to  be  recommended  are  the  sections 
on  office  and  hospital  procedures. 

Perhaps  future  editions  of  this  book,  which  is  for 
lay  people,  could  be  made  somewhat  less  technical 
and  perhaps  less  specific  in  regard  to  modes  of 
therapy. 

William  C.  Edwards,  M.D. 

CANCER  THERAPY  BY  INTEGRATED  RADIATION  AND 
OPERATION:  edited  by  Benjamin  F.  Rush,  Jr.,  M.D.  and 
Robert  H.  Greenlaw,  M.D.;  Published  by  the  Charles  C. 
Thomas  Publishing  Company,  Springfield,  III.,  1968;  167 
Pages;  Price  $12.75. 

This  book  represents  the  edited  proceedings  of  the 
symposium  on  cancer  therapy  with  irradiation  and 
surgery  held  at  the  University  of  Kentucky  in  Sept- 
ember of  1966.  The  title  refers  to  preoperative  radio- 
therapy followed  by  surgery.  This  form  of  treatment 
has  received  considerable  attention  in  recent  years, 
and  this  book  is  an  excellent,  up-to-date  review  of 
the  subject.  The  introductory  chapters  concern  them- 
selves with  the  rationale  for  combined  treatment. 
This  is  discussed  from  the  cellular,  tissue,  and  clinical 
levels,  and  is  covered  with  remarkable  clarity  and 
completeness. 

The  remaining  portions  of  the  book  are  allotted 
to  discussions  of  integrated  therapy  of  tumors  of  the 
head  and  neck,  thorax,  breast,  and  pelvis.  The  pre- 
sentations are  generally  unbiased  towards  either 
specialty,  which  is  a refreshing  departure  from  many 
previous  attempts.  Another  asset  of  this  volume  is 
the  fact  that  except  for  two  articles  specifically  de- 
voted to  details,  the  reader  is  not  burdened  with 
radiotherapeutic  and  surgical  techniques,  but  is  given 
primarily  the  indications,  results,  and  possible  com- 
plications to  be  accrued  from  combined  treatment. 

(Continued  on  Page  845) 
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Some  U.R.I.  patients  are  more 
miserable  than  others. 

That's  why  we  make  Novahistine® 
tablets  in  two  different  formulations. 


And  let  you  control  the  dosage. 

Each  Novahistine  LP  tablet  contains  ohen- 
ylephrine  hydrochloride,  25  mg.;  and  chlor- 
pheniramine maleate,  4 mg. 

Each  Novahistine  Smglet  tablet  contains 
phenylephrine  hydrochloride,  40  mg.;  chlor- 
pheniramine maleate,  8 mg.;  and  acetamin- 
ophen, 500  mg. 


With  Novahistine  LP  tablets  and  Novahistine 
Singler”  tablets  you  have  the  range  and  flexibility 
of  decongestant  dosage  that  lets  you  prescribe  for 
the  needs  of  the  individual  patient. 

Novahistine  LP  tablets  are  most  useful  for  relief  of 
nasal  congestion  in  patients  without  pain  or  fever. 
Novahistine  Singlet  tablets,  which  provide  analgesic- 
antipyretic  effect,  as  well  as  decongestant  action, 
are  indicated  for  upper  respiratory  infections  accom- 


panied by  pain,  aches  and  fever. 

Whether  you  prescribe  Novahistine  LP  or  Nova- 
histine Singlet,  a total  daily  dose  of  3 or  4 tablets 
will  usually  provide  effective,  continuous  relief. 

Use  cautiously  in  patients  with  severe  hypertension, 
diabetes  mellitus,  hyperthyroidism  or  urinary  re- 
tention. Caution  ambulatory  patients  that  drowsi- 
ness may  result. 

PITMAN-MOORE  DIVISION  OF  THE  DOW  CHEMICAL  COMPANY.  INDIANAPOLIS 


‘‘Nothing  else  Fve  tried  seems  to  work,  so  I decided  to  give  you  a crack  at  UN 
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ANSWERS 


SHIELD 


TO  YOUR  QUESTIONS  ABOUT  BLUE 


O-  For  services  covered  under  Blue  Shield’s  Standard,  Preferred,  or  C and  D Schedules,  does  Ken- 
tucky Blue  Shield  ever  pay  the  subscriber  for  services  rendered  by  a physician? 

A.  Yes,  but  only  when  the  subscriber  has  paid  his  physician  in  full.  When  this  occurs,  please  com- 
plete and  submit  the  usual  Physician’s  Service  Report  to  Blue  Shield  with  the  following  excep- 
tion — Omit  DOCTOR’S  CODE  and  insert  on  this  line  PAY  SUBSCRIBER. 


Q.  Is  it  necessary  to  include  on  the  Blue  Shield  Physician’s  Service  Report  the  exact  time  involved 
in  administering  anesthesia? 

A.  Not  required  under  indemnity  certificate.  However,  several  Blue  Shield  certificates  provide  pay- 
ment of  physicians’  usual  and  customary  or  prevailing  fees.  With  regard  to  anesthesia,  this  can- 
not be  done  without  the  exact  time.  Therefore,  your  cooperation  in  reporting  exact  time  on  all 
claims  will  eliminate  much  correspondence  and  result  in  more  prompt  payment. 


0.  If  a submitted  claim  has  not  been  paid  by  Blue  Shield  after  a reasonable  amount  of  time  has 
elapsed,  should  a duplicate  claim  be  submitted? 

A.  No.  A duplicate  claim  will  only  cause  further  delay  in  payment.  A letter  of  inquiry  stating  the 
patient’s  name,  certificate  number  and  date  of  service  will  be  of  greater  assistance  to  Blue 
Shield  in  effecting  payment  of  your  claim. 


Q.  Will  Blue  Shield  provide  an  allowance  for  surgical  procedures  not  listed  in  the  Participating 
Physicians’  Manual? 

A.  Yes,  if  the  procedure  is  one  which  is  approved  for  payment  by  the  Blue  Shield  Board’s  Medical 
Advisory  Committee.  A complete  description  of  the  service  performed  should  be  included  on 
the  claim  form. 


Q.  Approximately  how  long  does  it  take  Blue  Shield  to  make  payment  on  a claim? 

A.  Normally  seven  to  10  days.  However,  payments  are  sometimes  delayed  by  the  submission  of 
claims  that  do  not  adequately  describe  the  service  provided  or  do  not  give  complete  informa- 
tion. This  necessitates  correspondence  with  the  physician  or  subscriber  to  obtain  the  neces- 
sary information  to  handle  the  claim.  Properly  completed  claims  will  result  in  prompt  payment. 
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The  muscle  relaxant 
that  works 

before  you  write  a prescription 


WARNING:  Transient  lightheadedness  or  dizziness 
following  NORFLEX-INJECTABLE  may  occur. 

SIDE  EFFECTS:  Due  mainly  to  anticholinergic 
action  and  usually  at  high  dosage.  They  may 
include  dryness  of  the  mouth,  tachycardia, 
palpitation,  urinary  hesitancy  or  retention,  blurred 
vision,  dilatation  of  the  pupil,  increased  ocular 
tension,  weakness,  nausea,  vomiting,  headache, 
dizziness,  constipation,  and  drowsiness. 
Infrequently,  mental  confusion  in  the  elderly, 
urticaria  or  other  dermatoses.  Side  effects  are 
usually  eliminated  by  reduction  in  dosage.  Two 
cases  of  aplastic  anemia,  with  no  established 
causal  relationship,  have  been  reported. 

DOSAGE:  INJECTABLE  — Average  adult  dose: 
one  ampul,  2 cc.  (60  mg.  orphenadrine  citrate) 

I.M.  or  I.  V.  May  be  repeated  every  12  hours. 

Relief  may  be  maintained  with  one 
NORFLEX  tablet  b.i.d.  TABLETS -Two 
tablets  per  day  for  adults,  one  in  the 
morning,  one  in  the  evening.  Each  tablet 
contains  100  mg.  orphenadrine  citrate. 

For  full  information,  see  Package  Insert 
or  P.D.R. 

Riker  Laboratories 
Northridge,  California  91324 


Norflex 

(orphenadrine  citrate) 


Relieve  painful  skeletal  muscle  spasm  in  your  office 
in  minutes  with  a single  2 cc.  injection  of  NORFLEX. 
Then,  for  sustained  relief,  write  a prescription 
for  NORFLEX  tablets,  1 tablet  b.i.d. 


CONTRAINDICATIONS:  Due  to  its  anticholinergic 
action,  NORFLEX  should  not  be  used  in  patients 
with  giaucoma,  pyloric  or  duodenal  obstruction, 
stenosing  peptic  ulcer,  prostatic  hypertrophy  or 
obstruction  at  the  bladder  neck,  cardiospasm 
(megaesophagus)  and  myasthenia  gravis.  Use  with 
caution  in  patients  with  tachycardia.  Do  not  use 
propoxyphene  (Darvon®)  concurrently. 


Tandearil®  in  Osteoarthritis 
oxyphenbutazone 

Contraindications:  Edema;  danger  of  cardiac 
decompensation;  history  or  symptoms  of  pep- 
tic ulcer;  renal,  hepatic  or  cardiac  damage; 
history  of  drug  allergy;  history  of  blood  dys- 
crasia.  The  drug  should  not  be  given  \when 
the  patient  is  senile  or  when  other  potent 
drugs  are  given  concurrently. 

Warning:  Tandearil  is  an  analog  of  phenyl- 
butazone; sensitive  patients  may  be  cross- 
reactive. If  coumarin-type  anticoagulants  are 
given  simultaneously,  watch  for  excessive 
increase  in  prothrombin  time.  Instances  of 
severe  bleeding  have  occurred.  Persistent  or 
severe  dyspepsia  may  indicate  peptic  ulcer; 
perform  upper  gastrointestinal  x-ray  diagnos- 


tic tests  if  drug  is  continued.  Pyrazole  com- 
pounds may  potentiate  the  pharmacologic 
action  of  sulfonylurea,  sulfonamide-type 
agents  and  insulin.  Carefully  observe  pa- 
tients receiving  such  therapy.  Use  with  cau- 
tion in  the  first  trimester  of  pregnancy  and  in 
patients  with  thyroid  disease. 

Precautions:  Before  prescribing,  carefully 
select  patients,  avoiding  those  responsive  to 
routine  measures  as  well  as  contraindicated 
patients.  Obtain  a detailed  history  and  a com- 
plete physical  and  laboratory  examination, 
including  a blood  count.  The  patient  should 
not  exceed  recommended  dosage,  should  be 
closely  supervised  and  should  be  warned  to 
discontinue  the  drug  and  report  immediately 
if  fever,  sore  throat,  or  mouth  lesions  (symp- 
toms of  blood  dyscrasia),  sudden  weight  gain 


(water  retention) , skin  reactions,  black  oi  J 
tarry  stools  or  other  evidence  of  intestina  , 
hemorrhage  occur.  Make  complete  blood 
counts  at  weekly  intervals  during  early  th 
apy  and  at  2-week  intervals  thereafter.  Di 
continue  the  drug  immediately  and  institL' 
countermeasures  if  the  white  count  chani' 
significantly,  granulocytes  decrease,  or  i 
mature  forms  appear.  Use  greater  care  ir 
elderly  and  in  hypertensives. 

Adverse  Reactions:  The  more  common  a 
nausea  and  edema.  Swelling  of  the  ankle' 
face  may  be  minimized  by  withholding  diffl 
salt,  reduction  in  dosage  or  use  of  diuret  H 
In  elderly  patients  and  in  those  with  hype  H 
tension,  the  drug  should  be  discontinued  H 
the  appearance  of  edema.  The  drug  has  '|R 
associated  with  peptic  ulcer  and  may  re<jw 


^ain  Break” 

or  an  osteoarthritic. 


andearil  can 
jsually  ease  it. 


|t  46,  her  knees  still  look  good  on  the  outside.  But  inside,  there  may 
the  familiar  picture  of  osteoarthritis. 


If  aspirin  doesn’t  help,Tandearil  often 
Pain  and  stiffness  begin  to  ease  up  in  3 or  4 days. 
You  can  often  maintain  response  with  a daily  dose 
of  onlyt  or  2 tablets. 


f course, Tandearil  is  not  for  every  osteoarthritic.  Select  your 
jtients  carefully  and  follow  them  in  line  with  the  Contraindications, 
recautions,  Warning,  and  Adverse  Reactions  listed  below. 


jt  for  many  aspirin-stubborn 
steoarthritics,  let  Tandearil 
ise  the  unwelcome  pain 
eaks  of  osteoarthritis. 


Tandearil 

oxyphenbutazone 


i atent  peptic  ulcer.  The  patient  should 
' ucted  to  take  doses  immediately  after 
«|irwith  milk  to  minimize  gastric  upset. 

■ <1  sh  occasionally  occurs.  If  it  does, 

'hly  discontinue  the  drug.  Agranulocy- 
'r<foliative  dermatitis,  Stevens-Johnson 
’k  ne,  Lyell’s  syndrome  (toxic  necrotiz- 
<1  lermolysis)  or  a generalized  allergic 
r 1 similar  to  a serum  sickness  syn- 
* nay  occur  and  require  permanent 
«al  of  medication.  Agranulocytosis 
' ur  suddenly  in  spite  of  regular,  re- 
normal  white  counts.  Stomatitis,  sali- 
ti'  I nd  enlargement,  vomiting,  vertigo  and 
may  occur.  Leukemia  and  leukemoid 
reported.  While  not  defi- 
tributable  to  the  drug,  a causal  rela- 
s cannot  be  excluded.  Thrombocyto- 


penic purpura  and  aplastic  anemia  may 
occur.  Confusional  states,  agitation,  head- 
ache, blurred  vision,  optic  neuritis  and  tran- 
sient hearing  loss  have  been  reported,  as  have 
hyperglycemia,  hepatitis,  jaundice,  hyper- 
sensitivity, angiitis,  pericarditis  and  several 
cases  of  anuria  and  hematuria.  With  long- 
term use,  reversible  thyroid  hyperplasia  may 
occur  infrequently.  Moderate  lowering  of  the 
red  cell  count  due  to  hemodilution  may  occur. 


For  complete  details, 
please  see  full 
Prescribing  Information. 


Geigy 


Dosage  in  Osteoarthritis:  Initial:  3 to  6 tablets 
daily  in  divided  doses.  Usually  unnecessary 
to  exceed  4 tablets  daily.  A trial  period  of  one 
week  is  considered  adequate  to  determine 
the  therapeutic  effect  of  the  drug.  Mainte- 
nance: Effective  level  often  achieved  with  1 
or  2 tablets  daily,  should  not  exceed  4 tablets 
daily.  In  selecting  appropriate  dosage  in  any 
specific  case,  consideration  should  be  given 
to  the  patient's  weight,  general  health,  age 
and  other  factors  influencing  drug  response. 
Availability:  Tan,  round,  sugar-coated  tablets 
of  100  mg.  in  bottles  of  100  and  1000. 

(B)  46-800-A 

Geigy  Pharmaceuticals 

Division  of  Geigy  Chemical  Corporation 

Ardsley,  New  York  10502  t«.mo6ar 


From  the  files  of  the 


COMMITTEE  FOR  THE 

STUDY  OF  MATERNAL  MORTALITY 


CASE  5-67.  A 43  year  old  married  white 
gravida  4 para  3 was  seen  at  term  by  her 
private  physician  on  June  3,  1967.  She 
complained  of  recent  headaches,  had  albumi- 
nuria and  edema  of  the  feet  and  ankles  and  a 
blood  pressure  of  180/100.  She  was  immedi- 
ately hospitalized  for  induction  because  of  pre- 
eclampsia. 

On  admission  at  3:25  p.m.,  her  blood  pres- 
sure was  160/80,  pulse  80  and  respirations  20. 
At  4:45  p.m.  the  blood  pressure  was  130/80, 
although  no  medication  had  been  given.  The 
fetal  heart  beat  was  counted  at  132  in  the 
right  lower  quadrant.  Vaginal  examination  at 
5:30  p.m.  showed  the  cervix  to  be  dilated  to 
one  fingertip,  the  membranes  were  intact.  A 
pitocin  infusion  was  started  consisting  of  1 cc 
pitocin  in  1000  cc  of  five  percent  dextrose 
in  water.  Mild  uterine  contractions  at  five  min- 
ute intervals  began  at  6:15  p.m.  At  7:55  p.m., 
vaginal  palpation  showed  that  the  cervix  had 
thinned  and  was  4 cm  dilated;  the  membranes 
were  still  intact,  and  contractions  were  noted 
at  three  minute  intervals.  At  8:10  p.m.  the 
patient  was  sedated  with  50  mg  Demerol,  and 
1/150  grain  Scopolamine,  both  given  intra- 
venously. At  8:20  p.m.  her  physician  found 
the  presenting  part  still  high,  the  cervix  was  5 
cm  dilated  and  the  membranes  intact.  The  cer- 
vix had  dilated  to  8 cm  at  8:50  p.m.,  and  the 
patient  was  taken  to  the  delivery  room  and 
given  a saddle  block  with  heavy  nupercaine 
and  neo-synephrine.  At  9:00  p.m.  her  mem- 
branes ruptured  spontaneously,  the  fluid  hav- 
ing a heavy  greenish  stain.  The  fetal  heart 
beat  was  counted  at  132  and  the  blood  pres- 
sure was  140/90. 

The  first  stage  of  labor  lasted  approximate- 
ly five  hours.  She  delivered  a seven  pound  girl 
at  9:35  p.m.  over  a right  midline  episiotomy 


by  low  forceps  extraction.  The  placenta  was 
expressed  intact  at  9:30  p.m.  The  cervix  was 
inspected  and  no  lacerations  were  found. 
While  the  episiotomy  was  being  repaired  the 
uterus  relaxed  although  the  pitocin  infusion 
was  still  running.  One  cc  of  Methergine  was 
given.  The  patient  began  to  bleed  profusely 
from  the  uterus.  Type  and  cross  match  were  or- 
dered for  blood,  a consultant  was  called,  and 
a cut  down  was  made  on  the  left  ankle.  The 
cervix  was  repalpated,  the  uterus  reexplored, 
and  both  appeared  intact.  Massage  of  the 
uterus  had  no  effect  on  the  bleeding.  Intra- 
venous fluids  were  begun  in  the  left  arm,  and 
whole  blood  was  obtained  at  11:30  p.m.  Five 
pints  of  fresh  blood,  five  grams  of  fibrinogen 
and  seven  grams  of  Amicar  were  adminis- 
tered. In  spite  of  these  efforts,  the  patient  died 
at  12:25  a.m.  on  June  4,  1967.  The  husband 
refused  permission  for  autopsy.  The  final  di- 
agnosis was  amniotic  fluid  embolism  with  sec- 
ondary afibrinogenemia. 

Comments 

This  was  classified  as  a direct  obstetrical 
death  with  preventable  factors  on  the  part  of 
the  physician.  The  Committee  reemphasized 
that  the  diagnosis  of  amniotic  fluid  embolism 
is  a pathologic,  not  a clinical  diagnosis.  The 
Committee  agreed,  however,  that  this  diag- 
nosis may  have  been  correct,  since  no  clots 
were  passed  at  the  time  of  the  postpartum 
hemorrhage,  the  cervix  was  rechecked  for 
lacerations  and  the  uterus  was  reexplored.  The 
Committee  thought  this  patient  may  have  had 
medical  indications  for  induction  in  the  physi- 
cian’s office,  but  this  was  no  longer  the  case 
when  she  was  admitted  to  the  hospital.  The 
physician  is  always  responsible  for  problems 
arising  during  an  elective  induction  of  labor. 
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DOCTOR- 

You  are  "Special” 

AT 

I GENERAL  I 
LEASING 


.3COUS6  doctors  hove  the  highest 
'edit  rating,  take  better  core  of 
le/f  cars,  and  ore  our  best  custo- 
ers  we  extend  to  you 


' SPECIAL  RATES 
' SPECIAL  TERMS 


LEASING 

LEASING 

ANY  MAKE 

MEDICAL  OR 

OR  MODEL 

SURGICAL 

>IEW  '68  CAR 

EQUIPMENT 

sing  is  often  better  than 
Ming  a car.  You  have  no 
^itol  investment  and  certain 
S’  advantages.  But  the  main 
'['9  is  you  always  have  a 
' endable  car  at  your  com- 
i|j  id — a brand  new  car  every 
years,  or  oftener,  if  you 
’ll.  See  us  for  particulars  of 
\ special  plan  for  doctors. 


Young  doctors  just  beginning 
practice  who  need  complete  of- 
fice furnishings  and  medical  or 
surgical  equipment  will  find  our 
leasing  plan  is  specially  de- 
signed for  them.  Established 
doctors  planning  enlarged  facil- 
ities and  new  equipment  will 
also  find  our  leasing  plan  eco- 
nomical and  convenient.  Call  us 
for  details. 


PHONES:  897-1641-895-2451 


ieneral  Leasing  Corporation 

A DIVISION  OF  KOSTER-SWOPE,  INC. 
3712  FRANKFORT  AVENUE, 
LOUISVILLE,  KY.  40207 


When  eating  fads 
of  teens  or  tots 


Lead  to  a sudden 
case  of  “trots” 


Parepectolin  for  quick  relief  of  acute  diarrhea 
. . . soothes  colicky  pain  with  paregoric* 

. . . consolidates  fluid  stools  with  pectin 
. . . adsorbs  irritants  with  kaolin, 
and  protects  intestinal  mucosa 


In  children,  Parepectolin  may  be  used  to  control 
diarrhea  promptly  and  prevent  dehydration, 
until  etiology  has  been  determined.  In  some 
cases,  Parepectolin  may  be  all  the  therapy  nec- 
essary. 


Panpectoliii 


Each  fluid  ounce  of  creamy  white  suspension  contains: 

*Paregoric  (equivalent)  (1.0  dram)  3.7  ml. 

Contains  opium  (%  grain)  15  mg.  per  fluid 
ounce. 

warning : may  he  habit  forming 

Pectin (2%  grains)  162  mg. 

Kaolin  (specially  purified)  ....  (85  grains)  5.5  Gni. 
(alcohol  0.69%) 

Usual  Children’s  Dose:  One  or  two  teaspoonfuls  three 
times  daily. 


R 

O 

RORER 

R 


WILLIAM  H.  RORER,  INC. 

Fort  Washington,  Pa. 
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Summation: 

In  addition  to  its  primary  indications  for  duodenal 
and  gastric  ulcer,  Robinul  Forte  (glycopyrrolate) 
is  indicated  for  other  G-I  conditions  that  may 
benefit  from  anticholinergic  therapy.  Robinul-PH 
Forte  (glycopyrrolate  2 mg.  with  phenobarbital) 
b indicated  when  these  situations  are  complicated 
by  mild  anxiety  and  tension. 
Contraindications:  Glaucoma,  urinary  blad- 
der neck  obstruction,  pyloric  obstruction,  stenosis 
with  significant  gastric  retention,  prostatic 
hypertrophy,  duodenal  obstruction,  cardiospasm 
(megaesophagus),  and  achalasia  of  the  esophagus, 
and  in  the  case  of  Robinul-PH  Forte,  sensitivity 
to  phenobarbital. 

Precautions:  Administer  with  caution  in  the 
presence  of  incipient  glaucoma. 

Adverse  Reactions:  Dryness  of  the  mouth, 
blurred  vision,  urinary  difficulties,  and  constipa- 
tion are  rarely  troublesome  and  may  generally  be 
controlled  by  reduction  of  dosage.  Other  side 
effects  associated  with  the  use  of  anticholinergic 
drugs  include  tachycardia,  palpitation,  dilatation 
of  the  pupil,  increased  ocular  tension,  weakness, 
nausea,  vomiting,  headache,  dizziness,  drowsi- 
ness, and  rash. 

Dosage:  Should  be  adjusted  according  to  indi- 
vidual patient  response.  Average  and  maximum 
recommended  dose  is  1 tablet  three  times  a day; 
in  the  a.m.,  early  p.m.,  and  at  bedtime.  See 
product  literature  for  full  prescribing  information. 
Supply:  Robinul  (glycopyrrolate  1 mg.):  Robinul 
Forte  (glycopyrrolate  2 mg.):  Robinul-PH  (glyco- 
pyrrolate I mg.)  with  phenobarbital  16.2  mg. 
(Warning:  may  be  habit  forming):  Robinul-PH 
Forte  (glycopyrrolate  2 mg.)  with  phenobarbital 
16.2  mg.  (Warning:  may  be  habit  forming),  in 
bottles  of  100  and  500  tablets.  A.  H.  Robins 
Company,  Richmond,  Va.  23220. 


AH'I^OBINS 


n peptic  ulcer  therapy,  won’t  you 
e Robinul  Forte  a FairTrial? 

(glycopyrrolate) 


Six  years  ago  the  A.  H.  Robins 
Company  introduced  glycopyrro- 
late, a unique  anticholinergic  agent 
described  in  the  prescribing  litera- 
ture as  more  closely  approaching  the 
ideal  compound  for  controlling 
gastric  hyperacidity  and  hyper- 
|?motility  of  the  G-I  tract.  Although 
glycopyrrolate  (Robinul  Forte) 
ood  acceptance  among  numerous  physicians, 
thers  just  didn’t  seem  to  want  to  give  it  a try, 
y because  the  anticholinergic  they  were  al- 
sing  was  giving  acceptable  results, 
r,  we  believe  you’ll  agree  there’s  always 
r a better  anticholinergic.  This  is  why  we’re 
ou  to  give  Robinul  Forte  a fair  trial.  Robinul 
erts  a highly  specific  antisecretory  action  and 
inhibitory  effect  on  intestinal  tone.  We’re  con- 
mu’ll  agree  that  this  is  indeed  an  outstanding 
len  you  observe  its  outstanding  suppression  of 
mptoms.  Furthermore,  it  is  unique  in  that  it 
intestinal  tone,  yet  has  little  or  no  effect  on 
>is.  In  addition,  the  incidence  of  the  more 
)me  peripheral  side  effects  is  low. 

;er  does  the  physician  have  to  look  for  extreme 
ith  as  the  measure  of  his  anticholinergic’s  ef- 


fectiveness. The  only  way  we  can  demonstrate  to  you 
firsthand  the  efficacy  of  glycopyrrolate  (Robinul 
Forte)  is  for  you  to  try  it  in  your  practice.  That’s 
why  we’re  asking  you  to  give  it  a Fair  Trial.  How  can 
you  give  it  a Fair  , 

Trial?  You  do  it  this 
way: 

First : When  you  see 
your  very  next  ulcer 
patient,  write  him  a 
script  as  shown . 


Next:  Wait  1 0 days 
or  until  your  patient  comes  in  for  his  next  appointment 
and  get  his  “verdict”  as  to  how  he  feels.  Examine  all 
the  evidence  and  make  your  evaluation  of  his  condition. 

Finally;  Render  your  ver- 
dict. If  it’s  “significant  im- 
provement and  marked  relief  of 
symptoms,”  then  we  believe 
you’ll  agree  that  Robinul  Forte 
has  proved  its  worth,  and  we 
rest  our  case.  If  not,  consider 
our  case  for  Robinul  Forte 
closed.  That’s  a Fair  Trial, 
Doctor,  and  it’s  all  we  ask. 


RobinuF  Forte 

(glycopyrrolate,  2 mg.) 

The  summation  is  an  important 
part  of  every  case.  Y ou’ll  find  ours 
on  the  preceding  page.  Doctor. 
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. . . the  American  “Riviera.”  Where  glittering 
luxury  hotels  tower  above  glamorous  Collins 
Avenue;  and  medicine,  sea  and  sunshine  mix 
in  a delightful  subtropical  setting. 

Register  now,  and  be  on  hand  for  the  world’s 
largest  winter  medical  meeting— the  AMA’s 
22nd  Clinical  Convention.  At  this  midwinter 
“summer”  session  in  medicine  there  will  be 
Three  Postgraduate  Courses;  Fluid  and  Elec- 
trolyte Balance,  Diabetes,  and  Hyperthyroidism 
in  the  Elderly  Patient  • 17  Scientific  Sessions  • 
Breakfast  Roundtable  Conferences  • Color 
Television  • and  Medical  Motion  Pictures.  The 
modern,  air-conditioned  Convention  Hall  will 
house  hundreds  of  scientific  and  industrial  ex- 
hibits to  show  you  the  very  latest  in  equipment, 
services  and  drugs. 

Plan  now  to  join  your  colleagues  in  Miami 
Beach.  Be  sure  to  look  for  the  complete  scien- 
tific program,  plus  forms  for  advance  registra- 
tion and  hotel  accommodations  in  the  October 
21st  issue  of  JAMA. 


22ND  CLINICAL  CONVENTION 


DECEMBER  1-4,1968  • CONVENTION  HALL 
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...but  his  other  symptoms: 
functional  somatic  compiaints,  anxiety, 
insomnia,  anorexia,  feelings  of  guilt 
strongly  suggest 
an  underlying  depression. 


when  the  diagnosis  is  depression 

ELAVIE''"^ 

(AMITRIPTYLINE  HCIlMSD) 

Indications:  Mental  depression  and  mild  anxiety  accompany- 
ing depression. 

Contraindications:  Glaucoma  and  predisposition  to  urinary  re- 
tention. Not  recommended  in  pregnancy. 

Precautions  and  Side  Effects:  Drowsiness  may  occur  within  the 
first  few  days  of  therapy.  Patients  should  be  warned  against 
driving  a car  or  operating  machinery  or  appliances  requiring 
alert  attention.  When  depression  is  accompanied  by  anxiety 
or  agitation  too  severe  to  be  controlled  by  ELAVIL  HCI  alone, 
a phenothiazine  tranquilizer  may  be  given  concomitantly. 
Suicide  is  always  a possibility  in  mental  depression  and  may 
remain  until  significant  remission  occurs.  Supervise  patients 
closely  in  case  they  may  require  hospitalization  or  concomitant 
electroshock  therapy.  Untoward  reactions  have  been  reported 
after  the  combined  use  of  antidepressant  agents  having 
varying  modes  of  activity.  Accordingly,  consider  possibility 
of  potentiation  in  combined  use  of  antidepressants.  Mono- 
amine oxidase  inhibitor  drugs  may  potentiate  other  drugs  and 
such  potentiation  may  even  cause  death;  permit  at  least  two 
weeks  to  elapse  between  administration  of  two  agents;  in 
such  patients,  initiate  therapy  with  ELAVIL  HCI  cautiously  with 
gradual  increase  in  dosage  required  to  obtain  a satisfactory 
response.  Caution  patients  about  errors  of  judgment  due  to 
change  in  mood,  and  that  the  response  to  alcohol  may  be 
potentiated.  May  provoke  mania  or  hypomania  in  manic-de- 
pressive patients. 

Side  effects  include  drowsiness;  dizziness;  nausea;  excitement; 
hypotension;  fine  tremor;  jitteriness;  weakness;  headache; 
heartburn;  anorexia;  increased  perspiration;  incoordination; 
allergic-type  reactions  manifested  by  skin  rash,  swelling  of 
face  and  tongue,  itching;  numbness  and  tingling  of  limbs, 
including  peripheral  neuropathy;  activation  of  schizophrenia 
which  may  require  phenothiazine  tranquilizer  therapy;  epi- 
leptiform seizures  in  chronic  schizophrenics;  temporary  con- 
fusion, disturbed  concentration  or,  rarely,  transient  visual 
hallucinations  on  high  doses;  evidence  of  anticholinergic  ac- 
tivity, such  as  tachycardia,  dryness  of  the  mouth,  blurring  of 
vision,  urinary  retention,  constipation;  paralytic  ileus;  jaun- 
dice; agranulocytosis. 

Careful  observation  of  all  patients  is  recommended.  The  anti- 
depressant activity  may  be  evident  within  3 or  4 days  or 
may  take  as  long  as  30  days  to  develop  adequately,  and  lack 
of  response  sometimes  occurs.  Response  to  medication  will 
vary  according  to  severity  as  well  as  type  of  depression  pres- 
ent. Elderly  patients  and  adolescents  can  often  be  managed 
on  lower  dosage  levels. 

Supplied:  Tablets  ELAVIL  HCI,  containing  10  mg.,  25  mg.,  and 
50  mg.  amitriptyline  HCI,  bottles  of  100  and  1000;  Injection 
ELAVIL  HCI,  in  10-cc.  vials,  containing  per  cc.;  10  mg.  ami- 
triptyline HCI,  44  mg.  dextrose,  1.5  mg.  methylparaben,  and 
0.2  mg.  propylparaben. 

For  more  detailed  information,  consult  your  Merck  Sharp  & 
Dohme  representative  or  see  the  package  circular. 

^ MERCK  SHARP  & DOHME  Dtvision  of  Merck  & Co.  Inc  West  Point  Pa  19486 


WHERE  today's  THEORY  IS  TOMORROWS  THERAPY 


Continuing  Educational  Opportunities 


From  The 


KMA  Postgraduate  Medical  Education  Office 


KMA  ANNUAL  MEETING 

The  117th  Annual  Meeting  of  the  Kentucky 
Medical  Association  offers  you  an  excellent  op- 
portunity for  postgraduate  education  at  Conven- 
tion Center,  Louisville,  on  September  24-26. 

Four  one-half  day  general  sessions  and  16 
specialty  group  meetings  will  feature  current  in- 
formation about  medical  progress  as  discussed  by 
distinguished  authorities  covering  a wide  variety 
of  topics. 

A highlight  of  the  meeting  will  be  color  TV 
presentations  each  day  followed  by  stimulating 
panel  discussions.  Carefully  selected  scientific  and 
technical  exhibits  will  be  on  display  throughout 
the  three-day  session.  Plan  now  to  attend. 


IN  KENTUCKY 

SEPTEMBER 

24-26  KMA  ANNUAL  MEETING,  Convention 
Center  and  Kentucky  Hotel,  Louisville 

OCTOBER 

16-17  Home  Care  Conference,  location  to  be  an- 
nounced, Louisville 

24  Chemical  Industry  Workshop  on  Occupational 
Health,  Executive  Inn,  Louisville 

NOVEMBER 

12-13  “Small-for-Date  Infant  Symposium,”  depart- 
ment of  pediatrics.  University  of  Louisville 
School  of  Medicine,  Stouffer’s  Inn,  Louisville 


30- Oct.  1 American  Medical  Association  28th  Con- 

gress on  Occupational  Health,  Waldorf- 
Astoria  Hotel,  New  York,  N.Y. 

OCTOBER 

6 International  College  of  Surgeons  Sixteenth 
Biennial  International  Congress,  Tokyo,  lapan 

16-17  Update  1968 — Selected  Topics  in  Nursing, 
Cleveland  Clinic  Educational  Foundation, 

Cleveland,  Ohio  j 

19-24  American  Academy  of  Pediatrics,  37th  An-  ’ 

nual  Meeting,  Palmer  House  Hotel,  Chicago, 

111.  j 

31-  American  college  of  Gastroenterology  An-  ^ 

Nov.  2 nual  Course  in  Postgraduate  Gastroenter- 

ology, Statler  Hilton,  Boston,  Mass. 

NOVEMBER 

6- 7  Cleveland  Clinic  Educational  Foundation 

Postgraduate  Course  “Upper  Gastrointestinal 
Tract  Disease — Clinical  Aspects”,  Cleveland, 

Ohio 

7- 9  Second  Annual  Conference,  “Today’s  Hos- 

pital Problems,”  Mound  Park  Hospital 
Foundation,  Tides  Hotel  and  Bath  Club,  Red- 
ington  Beach,  Fla. 

11-15  American  Public  Health  Association  Annual 
Meeting,  Cobo  Hall,  Detroit,  Mich. 

18-21  Southern  Medical  Association  Annual  Meet- 
ing, New  Orleans,  La. 


IN  SURROUNDING  STATES 

SEPTEMBER 

20  Medical  Technology  Symposium,  Cleveland 

Clinic  Educational  Foundation,  9 a.m.,  Cleve- 
land, Ohio 

23-Oct.  4 Laryngology  and  Bronchoesophagology 
postgraduate  course.  University  of  Illinois 
College  of  Medicine,  Illinois  Eye  and  Ear 
Infirmary,  Chicago,  111. 

28-  International  College  of  Surgeon’s  two 

Oct.  3 Western  Hemisphere  Federations  joint  meet- 
ing, Honolulu,  Hawaii 


DECEMBER 

1-4  American  Medical  Association,  Annual  Clin- 
ical Convention,  Miami  Beach,  Fla. 


Flying  Physicians  To  Meet 

The  Kentucky  Flying  Physicians  will  have  a 12:30 
p.m.  luncheon  Tuesday,  September  24  at  the  Ken- 
tucky Hotel,  according  to  George  Gumbert,  Jr.,  Lex- 
ington. All  physician  pilots  and  their  wives  are  urged 
to  attend. 

Further  information  may  be  obtained  from  Doctor 
Gumbert  who  is  in  charge  of  the  arrangements. 
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OPTICAL  ILLUSION?  ^ 

Height  and  width  of  this  hat  are 
equal,  but  the  unbroken  height 
of  the  crown  appears  greater 
than  the  interrupted  width  of 
the  brim.  Don’t  play  games  with 
your  eyes.  Some  glasses  are 
poorly  crafted.  Rely  on  Southern 
Optical  accuracy. 

1 



Charge  accounts^ 
invited 


Op^ 


SOttTNCM  OPTICAL  HOC.  MO  S.  4th^ 
QMwiy  bttvfti  iTMOvay  & ClMstitU 
MUICAl  un  HOC..  Casttn  Parkvaf 
n.  MAHHCWS.  WtllM$  Ctitir 
MEOICAl  TOWUS  HOC,  Htyi  t Crty^ 
CONTACT  UNSES.  MO  S.  4th 


Louisville 


Bowling  Green 


\ 

|| 


Blessed  event? 


Not  entirely,  when  nausea  and 
omiting  occur  in  early  pregnancy. 
Emetrol  offers  prompt  and  safe 
relief.  Local  rather  than  systemic 
action  provides  emesis  control  on  contact  with  the  hy- 
peractive G.I.  tract.*  In  a study  of  123  pregnant  women, 
the  drug  produced  measurable  improvement  in  79%  of 
patients  in  controlling  vomiting.^ 


•As  shown  by  in  vitro  studies. 

l.Crunden,  A.  B.,  Jr.,  and  Davis,  W.  A.:  Am.  J.  Obst.  & Gynec. 
65:311  (Feb.)  1953. 


WILLIAM  H.  RORER,  INC. 
Fort  Washington,  Pa, 


Emetrol® 

phosphorated  carbohydrate 
solution 

emesis  control 
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MEDICAL  SCHOOL  NEWS  AND  VIEWS 


Rhetoric  Versus  Research  in  Medical  Education* *!* 

Richard  N.  Watkins* 


IN  the  May  issue  of  The  Journal  the  major  indict- 
ment of  current  medical  education  which  we 
voiced  was  that  it  must  produce  many  different 
types  of  physicians  for  today’s  world,  from  the  social 
engineer  to  the  generalist  to  the  plastic  surgeon;  and 
yet  it  remains  a uniform  and  lockstep  program  which 
attempts  to  give  students  close  familiarity  with  all 
specialties  in  the  futile  hope  of  producing  the 
“rounded,”  undifferentiated  physician,  capable  in  any 
of  the  myriad  medical  areas. 

As  a result  of  this  philosophy,  students  are  force- 
fed  detail  relevant  to  the  specialist  only,  to  the 
detriment  of  the  student’s  liberal  development  in  the 
judgmental  skills  which  should  be  the  goal  of  his 
education  prior  to  his  specialization  in  medical 
school.  Thus,  we  have  the  examinations  at  which 
physicians  and  students  alike  chuckle — physicians 
because  they  know  that  they  could  never  pass  the 
examinations  again  and  students  because  they  know 
that  they  will  never  have  to  pass  them  again. 
Neither  student  nor  physician  is  troubled  by  the  im- 
plied loss  of  knowledge  because  they  know  that  it  is 
irrelevant  to  medicine  as  it  is  practiced.  As  we  ob- 
served in  the  May  issue,  this  inefficiency  in  medical 
education  becomes,  in  the  light  of  social  needs,  seri- 
ous. 

In  the  cold  light  of  logic,  what  can  we  say  of  a 
system  which  requires  that  the  novice  in  medicine 
pass  examinations  which  the  expert  cannot?  Why  does 
such  a policy  persist? 

Certainly,  there  is  a complex  of  reasons  for  this 
persistence  varying  somewhat  from  school  to  school; 
but  some  generalizations  may  be  made.  In  the  May 
issue  we  made  analogy  between  the  current  resistance 
to  change  in  medical  education  and  the  inertia  which 
kept  the  classical  languages  in  public  education  for 
so  long:  the  apathy  of  the  student  who  limits  his 
consideration  to  what  stands  between  himself  and 
his  degree,  and  who  solaces  himself  that  it  has  been 
done  this  way  for  years;  the  teachers’  lack  of  interest 
in  devoting  energy  to  innovation  when  he  believes 
the  present  system  is,  in  the  main,  adequate  for  the 
future;  the  lack  of  scope  which  binds  the  teacher 
whose  broadest  view  is  to  the  limits  of  his  own  field, 
making  judgment  upon  objects  within  that  field,  but 


tT/ie  first  part  of  a two-part  article  which  explores 
the  necessity  of  research  as  the  basis  for  modifica- 
tion of  medical  education,  and  the  role  of  the  stu- 
dent, teacher  and  practitioner  in  this  research 

*Junior  medical  student.  University  of  Kentucky 
College  of  Medicine,  Lexington 


never  upon  the  relevance  and  position  of  the  field 
itself;  and  finally,  that  natural  resistance  to  change 
which  occurs  when  the  individual  teacher  misinter- 
prets the  re-evaluation  of  the  course  which  he 
teaches  as  the  devaluation  of  his  role. 

These  mechanisms  of  inertia  are  hypothetic  and 
yet  certainly  they  are  close  enough  to  truth  to  allow 
us  to  recognize  a common  substratum:  the  lack  of 
hard,  researched  information,  delineating  both  the 
types  of  health  personnel  we  need  and  the  efficacy 
of  our  methods  of  producing  them.  This  information 
should  be  truly  public  to  all  members  of  the  medi- 
cal community,  sufficient  to  reveal  the  necessity  for 
adaptation  in  medical  education,  sufficient  to  en- 
large the  scope  of  both  educator  and  student  until 
each  exercises  judgement  not  only  within  the  sphere 
of  his  daily  activity,  but  upon  the  purpose  and 
design  of  that  activity  within  the  larger  sphere  of 
society.  | 

At  present,  such  information  is  hardly  available,  ' 
although  there  is  at  least  one  journal  devoted  to 
medical  education.  Certainly,  such  information  is  not  j 
truly  public,  truly  disseminated.  Of  all  the  statistics 
delivered  in  medical  school,  never  do  we  find  a 
time-analysis  of  the  Kentucky  general  practitioner’s 
work,  the  problems,  the  decisions  and  the  levels  of  j 
knowledge  which  he  employs  in  those  decisions.  For 
all  the  rhetoric  on  what  should  be  included  in  the 
upperclassman’s  clinical  clerkship,  never  a mention  j 
of  Dale  Schumacher’s  article  in  the  March  issue  of  | 
the  Journal  of  Medical  Education  which  presents  an 
analysis  of  the  percentage  of  time  spent  in  various 
tasks  in  a clerkship.  For  all  the  curriculum  com-  ^ 

mittee’s  discussion  on  whether  parasitology  should  be  i 
included  as  a separate  course,  never  an  analysis  of 
the  frequency  with  which  various  types  of  Kentucky 
practitioners  encounter  parasites,  and  the  level  of 
knowledge  necessary  for  intelligent  diagnosis  and  ' 
treatment.  Finally,  for  all  the  student  complaints 
about  neuroanatomy,  never  a study  to  determine  the 
level  of  neuroanatomical  knowledge  used  and  usable 
in  the  practice  of  the  family  physician,  the  neurosur- 
geon or  the  epidemiologist.  As  a result,  the  student 
continues  to  spend  only  13  percent  of  his  clerkship 
time  in  contact  with  the  patient;  an  examination  in 
parasitology  still  requires  the  student  to  distinguish 
filaria  by  the  spots  of  nucleic  acid  in  the  tail;  and  the 
student,  whether  destined  to  become  a neurosurgeon 
or  an  epidemiologist,  still  memorizes  the  olfactory 
fibers  running  in  the  septum  pellucidum. 

{To  be  concluded  next  month) 
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Effectiveness:  ACHROMYCIN  Tetra- 
cycline is  a crystalline  broad-spectrum 
antibiotic  which  provides  effective 
therapeutic  activity  against  suscep- 
tible microorganisms. 

Contraindication:  History  of  hyper- 
sensitivity to  tetracycline. 

Warning:  In  renal  impairment,  usual 
doses  may  lead  to  excessive  accumula- 
tion and  liver  toxicity.  Under  such 
conditions,  lower  than  usual  doses  are 
indicated  and,  if  therapy  is  prolonged, 
serum  level  determinations  may  be  ad- 
visable. Some  patients  may  develop  a 
photodynamic  reaction  to  natural  or 
artificial  sunlight.  Those  with  a his- 
tory of  photosensitivity  reactions 
should  avoid  direct  exposure  to  sun- 
light while  under  treatment.  Discon- 
tinue drug  at  first  evidence  of  skin 
discomfort. 

Precautions:  Use  may  result  in  over- 
growth of  nonsusceptible  organisms. 
Constant  observation  is  essential.  If 
new  infections  appear,  take  appropri- 
ate measures.  Use  of  tetracycline 
during  teeth  development  may  cause 
discoloration  of  teeth. 

Side  Effects:  Gastrointestinal  system 
—anorexia,  nausea,  vomiting,  diar- 
rhea, stomatitis,  glossitis,  enterocolitis, 
pruritus  ani.  Skin— maculopapular 
and  erythematous  rashes  (a  case  of 
exfoliative  dermatitis  has  been  re- 


ported); photosensitivity  reaction, 
onycholysis  and  discoloration  of  nails 
(rare).  Kidney— rise  in  BUN,  appar- 
ently dose-related.  Hypersensitivity  re- 
actions—urticaria,  angioneurotic 
edema,  anaphylaxis.  In  young  infants, 
bulging  fontanels  have  been  reported 
following  full  therapeutic  dosage. 
This  symptom  has  disappeared  rapid- 
ly when  drug  is  discontinued.  Teeth— 
dental  staining  (yellow-brown)  in 
children  of  mothers  given  tetracycline 
during  the  latter  half  of  pregnancy, 
and  in  children  given  the  drug  during 
the  neonatal  period,  infancy  and  early 
childhood.  Enamel  hypoplasia  has 
been  seen  in  a few  children.  Blood- 
anemia,  thrombocytopenic  purpura, 
neutropenia,  eosinophilia.  Liver- 
cholestasis  (rare),  usually  at  high  dos- 
age. Tetracycline  may  form  a stable 
calcium  complex  in  bone-forming  tis- 
sue. If  adverse  reaction  or  idiosyn- 
crasy occurs,  discontinue  medication 
and  institute  appropriate  therapy. 

Average  Adult  Daily  Dosage:  One  Gm. 
per  day,  in  4 divided  doses  of  250  mg. 
each.  Should  be  given  1 hour  before 
or  2 hours  after  meals,  since  absorp- 
tion is  impaired  by  the  concomitant 
administration  of  high  calcium  con- 
tent drugs,  foods  and  some  dairy  prod- 
ucts. Treatment  of  streptococcal  infec- 
tions should  continue  for  10  days, 
even  though  symptoms  have  subsided. 


ACHROMYCIN*  WORKS  HERE 

TETRACYCLINE 


Actually  ACHROMYCIN  works  wherever  the 
infection  is  due  to  an  organism  your  lab  cultures  have 
shown  to  be  tetracycline-sensitive.  No  other 
tetracycline-or  analogue-can  assure  you  of  quicker  or 
more  effective  antibiotic  action.  After  all,  isn’t  that 
what  you  want  for  your  patient? 

ACHROMYCIN  was  a pioneer  in  tetracycline 
therapy.  Seventeen  years  of  experience  have  shown 
that  when  the  respiratory  system,  the  genitourinary 
system,  or  the  skin  and  soft  tissue  require  treatment 
for  infection  probably  caused  by  any  of  a number  of 
sensitive  strains,  ACHROMYCIN  is  a wise  choice 
for  therapy  while  awaiting  test  results. 

Available  in  31  useful  forms  to  meet  your  situational 
needs. 


ACHROMYCIN*  V The  cost  differential— inconsequential 

TETRACYCLINE  capsules 


LEDERLE  LABORATORIES 
A Division  of 

American  Cyanamid  Company 
Pearl  River,  New  York  10965 
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each  tablet,  capsule  or  eachDonnatal  each 

5 cc.  of  elixir  (23%  alcohol)  No.  2 Extentab® 


/amine  sulfate  0.1037  mg. 
ne  sulfate  0.0194  mg. 

ue  hydrobromide  0.0066  mg. 
barbital  {14  gr.)  16.2  mg. 
ing:  may  be  habit  forming) 


0.1037  mg.  0.31 

0.0194  mg.  0.05 

0.0065  mg.  0.01 

(Vb  gr.)  32.4  mg.  (%  gr.)  4i 


the  spasm 
reactors 
your  practice 
deserve 


ft 


Briei  summary.  Blurring  of  vision,  dry  mouth,  difficult 
urination,  and  flushing  or  dryness  of  the  skin  may 
occur  on  higher  dosage  levels,  rarely  on  usual  dosage. 
Administer  with  caution  to  patients  with  incipient 
glaucoma  or  urinary  bladder  neck  obstruction.  Contra- 
indicated in  acute  glaucoma,  advanced  renal  or  hepatic 
disease  or  a hypersensitivity  to  any  of  the  ingredients. 
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A.  H.  ROBINS  COMPANY,  RICHMOND.  VIRGINIA  23220 


0. 


TWO  WAYS 
TO  GIVE 

YOUR  PATIENTS 
A MONTH’S 
SUPPLY  OF 
THERAPEUTIC 
VITAMIN  C: 

45  CABBAGES  OR 
30  ALLBEE  WITH  C 


Your  patient  would  have  to  eat  45  cabbages  a month 
(1-1/2  a day)  to  get  as  much  vitamin  C as  is  contained  in 
just  one  bottle  of  30  Allbee  with  C capsules  (taken  one 
capsule  daily).  In  addition,  each  capsule  provides  full 
therapeutic  amounts  of  the  B-complex  vitamins.  For 
example,  as  much  niacin  as  2 pounds  of  sirloin  steak. 
Write  30  for  B and  C deficiencies.  This  handy  bottle  of 
30  Allbee  with  C capsules  gives  your  patient  a month  s 
supply  at  a very  reasonable  cost.  Also  the  economy  size 
of  100  Available  at  pharmacies  on  your  prescription  or 
recommendation. 

A H.  Robins  Company,  Richmond,  Va  23220. 
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Comprehensive  Health  Planningt 

Russell  E.  Teague,  M.D.,  M.P.H. 

Commissioner  of  Health 
Commonivealth  of  Kentucky 


From  time  to  time,  for  unknown  reasons,  an 
old  word  comes  into  such  frequent  use  one 
would  think  it  is  a new  discovery.  Such  a cur- 
rently popular  word  is  “comprehensive.”  We  are 
used  to  thinking  of  comprehensive  insurance  coverage, 
we  are  not  so  used  to  comprehensive  vacations.  Many 
of  us  are  not  at  all  sure  what  is  entailed  in  compre- 
hensive health  planning.  Is  it  something  new  or  is  it 
merely  something  old  with  a new  name?  Is  it  some- 
thing good  or  is  it  bad?  Is  it  a threat  or  a promise? 
At  worst,  is  it  the  materialization  of  a bureaucratic 
nightmare? 

For  either  the  health  professional  or  the  layman, 
the  first  attempt  at  trying  to  conceptualize  compre- 
hensive health  planning  is  likely  to  resemble  the  five 
blind  men’s  efforts  to  describe  the  elephant.  By  the 
same  token,  many  people  have  used  less  flattering 
terms  in  describing  the  present  state  of  confusion, 
multiplicity,  duplications  and  gaps  in  our  health  pro- 
grams. In  recent  years  our  expenditures  for  health 
services  have  risen  sharply  while  our  relative  health 
status  among  nations  of  the  world  probably  has  fal- 
len. These  facts  and  others  have  caused  knowled- 
geable people  in  and  out  of  government  to  wonder 
if  there  might  not  be  a better  way  of  doing  things. 
It  was  agreed  that  any  effective  health  system  must 
properly  relate  the  private,  public  and  voluntary 
components.  Sophisticated  task  forces  and  study 
groups  were  created  to  determine  how  this  might  best 
be  accomplished.  The  work  of  these  groups,  made 
up  of  both  professional  and  lay  members,  led  to 
extensive  hearings  before  congressional  subcommittees 
and  resulted  in  many  of  the  working  groups’  recom- 
mendations being  incorporated  into  P.L.  89-749.  It 
is  an  attempt  on  the  part  of  the  federal  government 
to  return  larger  shares  of  control  over  their  own 
health  destiny  to  state  and  local  areas. 

The  law  has  five  major  sections.  Briefly,  they  are 
as  follows: 

Section  314(a)  provides  for  state  level  planning 
for  health  services,  health  manpower,  and  health 
facilities.  It  requires  that  a single  state  agency  be 


fThis  article  was  prepared  by  Victor  B.  Fuqua, 
M.P.H. , formerly  a Health  Planner  with  the  Ken- 
tucky Department  of  Health,  now  Deputy  Director, 
Office  of  Comprehensive  Health  Planning,  275  East 
Main  Street,  Frankfort,  Kentucky  40601 


created  for  guidance  and/or  administration  and  co- 
ordination of  programs.  It  requires  that  a high  level 
council  be  created  to  advise  that  agency  in  carrying 
out  its  function. 

Section  314(b)  requires  that  health  planning  coun- 
cils be  established  for  the  several  areas  within  a state. 
It  is  envisioned  that  this  group  will  be  the  major 
force  for  selecting  priorities  and  causing  programs  to 
be  initiated,  expanded  or  perhaps  curtailed. 

Section  314(c)  makes  provision  for  badly  needed 
training  in  health  planning  for  persons  already  in  the 
field  or  those  to  come  into  it. 

Section  314(d)  frees  major  state  health  agencies 
from  the  old  system  of  categorical  grants  thus  allow- 
ing greater  discretion  at  the  state  level  regarding  ex- 
penditure of  funds. 

Section  314(e)  makes  possible  the  starting  of  new 
programs  or  innovative  methods  to  use  against  old 
problems.  In  other  words,  it  provides  for  a testing 
ground  at  the  local  level. 

Just  how  all  this  is  to  be  accomplished  has  been 
left  largely  up  to  the  states,  but  must  be  done  in 
accordance  with  broad  guidelines  laid  down  by  the 
U.  S.  Public  Health  Service.  Kentucky  has  moved 
ahead  toward  implementing  this  new  concept  with  all 
the  speed  prudence  would  dictate  in  a matter  of  such 
importance  and  far  reaching  implications.  The 
Governor  has  designated  a Health  Planning  Com- 
mission to  serve  as  the  single  state  agency  for  health 
planning  as  required  by  law.  The  Commission  is 
composed  of  the  Governor  as  chairman,  the  Com- 
missioner of  Health  as  vice-chairman,  the  Commis- 
sioner of  Mental  Health,  the  Commissioner  of 
Finance,  and  the  Director  of  the  Office  of  Program 
Development.  This  Commission  formulates  broad 
policies  with  the  help  and  advice  of  a State  Health 
Planning  Council.  The  Council  consists  of  25  voting 
members  plus  the  Commissioner  of  Health,  the  Com- 
missioner of  Mental  Health,  the  Commissioner  of 
Economic  Security,  the  Commissioner  of  Labor,  the 
Superintendent  of  Public  Instruction,  the  Executive 
Director  of  the  Tuberculosis  Hospital  Commission, 
and  the  Medical  Director  of  the  Commission  for 
Handicapped  Children  as  ex-officio  members.  The 
chairman  of  the  Council  and  a majority  of  the  mem- 
bers must  be  consumers  of  health  services  rather 
than  providers  as  defined  by  law.  To  insure  relistic 
representation  for  local  areas,  a maximum  of  15 
(Continued  on  Page  845) 
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Tofranil®,  imipramine  hydrochloride 

/nd/caf/orrs;  Tofranil  is  recommended 
for  the  treatment  of  depressive  states 
of  diverse  psychopathology. 
Contraindications:  The  concomitant 
use  of  this  agent  and  monoamine  oxi- 
dase inhibiting  (M.A.O.I.)  compounds 
is  contraindicated.  Hyperpyretic  crises 
or  severe  convulsive  seizures  may 
occur.  Potentiation  of  adverse  effects 
can  be  serious  or  even  fatal.  An  inter- 
val of  at  least  7 days  after  M.A.O.I. 
therapy  has  been  discontinued  should 
be  allo\wed  before  this  drug  may  be 
substituted.  Initial  dosage  should 
be  low,  increases  should  be  gradual, 
and  the  patient’s  progress  should  be 
carefully  observed. 

Warning:  Clinical  reports  have  sug- 
gested that  there  may  be  a risk  of 
teratogenesis  associated  with  the  use 
of  this  compound  during  the  first  tri- 
mester of  pregnancy.  Unless,  in  the 
opinion  of  the  prescribing  physician, 


the  potential  benefits  outweigh  the 
possible  risks,  it  should  not  be  used 
during  the  first  trimester  of  pregnancy. 
Cardiovascular  complications,  includ- 
ing myocardial  infarction  and  arrhyth- 
mias, have  occasionally  occurred  in 
susceptible  individuals.  Patients  with 
cardiovascular  disease  should  be 
given  the  drug  only  under  careful  ob- 
servation and  in  low  dosage. 
Precautions:  Since  suicide  is  always  a 
possibility  in  severely  depressed  pa- 
tients and  one  which  may  persist  until 
significant  remission  occurs,  such 
patients  should  be  carefully  super- 
vised during  early  treatment.  Some 
severely  depressed  patients  may  also 
require  hospitalization  and/or  con- 
comitant electroconvulsive  therapy. 
Because  of  its  anticholinergic  effect, 
caution  should  be  observed  in  pre- 
scribing the  drug  for  patients  with 
increased  intraocular  pressure. 

In  rare  instances,  transient  cardiac 
arrhythmias  have  occurred  in  hyper- 


thyroid patients  and  in  patient;!- 
ceiving  thyroid  medication  wh< 
this  compound  was  added  to  tl 
regimen. 

Imipramine  may  block  the  pha  ^ 
cologic  activity  of  guanethidin'  n 
other  related  adrenergic  neurci 
blocking  agents. 

The  drug  is  not  recommended  tt 
present  time  in  patients  under  y 
of  age. 

Adverse  Reactions:  Dryness  oiw 
mouth,  tachycardia,  constipati  - ■ 
turbances  of  accommodation, 
ing,  dizziness,  weight  gain,  un,T 
frequency  or  retention,  nausea  li 
vomiting,  peripheral  neuritis,  r I 
parkinson-like  syndrome,  trem 
rare  cases  of  falling  in  elderly  • 
tients,  confusional  states  (with 
symptoms  as  hallucinations  ar  Is  . 
orientation),  activation  of  psyctp' 
schizophrenics  and  agitation  ( 
ing  hypomanic  and  manic  epi;  ** 
which  may  require  dosage  red 


For  him,  commencement. 


For  his  mother,  the  beginning 
of  his  career  may  seem  the  end 
of  hers.  The  end  of  feeling 
needed  and  useful.  The  begin- 
ning, perhaps,  of  a pathological 
depression. 

Tofranil  can  often  relieve  the 
symptoms  of  her  depression.  If 
it  can  relieve  her  mental  anguish, 
you  may  be  able  to  help  her 
graduate  into  a new  and  fruitful 
life  of  her  own. 


Magna 

cum 

lepression 


\ 

\ , 


Wj  )r  addition  of  a tranquilizer  or 
ei!  Drary  discontinuation  of  the  drug, 
JP  Dtiform  seizures,  orthostatic 
lyi  ension  and  substantial  blood 
Df'iure  fall  in  hypertensive  patients, 
'U  ra,  transient  jaundice,  bone  mar- 
o’iepression  including  agranulocy- 
sensitization  and  skin  rash 


ling  photosensitization,  eosino 
'h  and  mild  withdrawal  symptom 
1 Jden  discontinuation  after  pro- 
J treatment  with  high  doses, 
ional  hormonal  effects  (im- 
■0*1  :e,  decreased  libido,  and  estrc 
*1'  effects)  may  be  observed. 

^ ne-like  effects  may  be  more 
Jnced  (e.g.  paralytic  ileus)  in 
Dtible  patients  and  in  those 
*1  anticholinergic  agents  (includ 


tiparkinsonism  drugs). 
ient  Adult  Dosage:  Initially, 
daily,  increased,  if  necessar 
or  200  mg.  Maintenance  dos< 
! lower,  50  to  150  mg.  daily,  il 


ut 

S 

)1 

m 

N le; 


Geriatric  and  Adolescent  Dosage: 
Initially,  30  or  40  mg.  daily,  which  may 
be  increased  according  to  response 
and  tolerance.  It  is  usually  unneces- 
sary to  exceed  100  mg.  daily. 

A lag  in  therapeutic  response,  lasting 
from  a few  days  to  a few  weeks, 
should  be  expected.  When  dosage 
recommendations  are  already  being 
followed,  increasing  the  dosage  does 
not  normally  shorten  this  latency 
period  and  may  increase  the  inci- 
dence of  adverse  reactions. 
Availability:  Round  tablets  of  25  and 
50  mg.;  triangular  tablets  of  10  mg. 
for  geriatric  and  adolescent  use;  and 
ampuls,  each  containing  25  mg.  in 
2 cc.  for  I.M.  administration. 
(B)R-46-850-C 


For  complete  details,  please  refer  to 
the  full  Prescribing  Information. 


Tofranil  could  be  her  commence- 
ment, too. 

Tofranir  Geigy 

imipramine 

hydrochloride 

in  depression 


The  use  of  Tofranil  in  patients  receiving 
M.A.O.I.’s  is  contraindicated. 

In  patients  with  cardiovascular  disease, 
hyperthyroidism  or  increased  intraocular 
pressure;  in  those  receiving  anticholinergics 
(including  antiparkinsonism  agents),  thyroid 
medication  or  adrenergic  neuron-blocking 
antihypertensive  agents;  and  in  those  in  the 
first  trimester  of  pregnancy,  the  precautions 
discussed  in  the  Prescribing  Information 
should  be  carefully  observed.  Although  toxic 
reactions  severe  enough  to  require  discontinua* 
tion  of  Tofranil  are  uncommon,  please  refer 
to  the  Prescribing  Information  for  a description 
of  such  instances  when  discontinuation  may 
be  necessary. 
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Report  of  a Family  with  Hereditary 
Hemorrhagic  Telangiectasia  in 
Western  Kentucky  t 

Timothy  G.  Fleming,  M.D.*  and  Sally  J.  Fleming,  M.D.** 

Madison,  Wisconsin 


The  history,  pathophysiology  and  clinical 
symtomatology  of  hereditary  hemor- 
rhagic telangiectasia  (Osler-Rendu-Web- 
er  disease)  are  reviewed.  A pedigree  of  a 
large  Western  Kentucky  family  in  which 
45  cases  have  been  identified  is  presented. 
Only  three  members  of  the  family  are 
known  to  have  been  previously  diagnosed 
as  having  the  disorder. 

A large  family  with  hereditary  hemorrhagic 
telangiectasia  (Osler-Rendu-Weber  di- 
sease) has  been  found  in  Western  Ken- 
tucky. This  disease  is  an  inherited  vascular 
anomaly  characterized  by  multiple  dilations 
of  capillaries  and  venules  of  the  skin  and 
mucous  membranes. 

Historically,  Babington^  in  1865  was  the 
first  to  describe  familial  epistaxis.  In  1896 
Rendu^'  associated  telangiectasia  with  familial 
epistaxis  and  distinguished  the  disease  from 


iThis  study  was  conducted  by  the  authors  as  senior 
medical  students  at  the  University  of  Kentucky  Col- 
lege of  Medicine  during  their  six-week  clerkship 
with  the  department  of  community  medicine  this  year. 

* **  Interns,  University  of  Wisconsin  Hospitals, 
Madison,  Wisconsin 
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hereditary  hemophilias  on  clinical  grounds.  Five 
years  later  Osler^®  gave  the  first  complete  clin- 
ical description  based  on  three  families,  one  of 
them  from  Eastern  Kentucky.  Weber-^  in  1907 
emphasized  that  this  was  a “congenital-devel- 
opmental” disease  manifesting  itself  in  later 
life.  In  1909  Hanes^'^  presented  the  first  histo- 
pathological  description  of  the  lesions  complete 
with  color  plates. 

Telangiectases  are  present  but  usually  asymp- 
tomatic during  childhood.  They  increase  in 
number  and  size  with  age.  Symptoms  usually 
appear  during  puberty  and  sometimes  increase 
in  severity  with  age,  although  10  percent  of  af- 
fected adults  are  asymptomatic.  By  far  the 
most  common  symptom  is  epistaxis  which  oc- 
curs in  about  90  percent  of  cases.  Other  com- 
mon sites  of  hemorrhage  and  their  approximate 
frequency  include;  lips  and  mouth,  20  percent; 
gastrointestinal  tract,  15  to  20  percent;  urinary 
tract,  five  to  10  percent;  respiratory  system, 
less  than  five  percent.  However,  bleeding  has 
been  reported  from  virtually  every  site  imagin- 
able.®*^®-^ In  the  majority  of  cases  hemorrhages 
are  only  a persistant  annoyance  to  both  patient 
and  physician  and  not  a threat  to  life;  two  to 
four  percent  of  cases  do  eventually  die  of  hem- 
orrhage. 

The  lesions  consist  of  endothelial-lined  lakes 
served  by  an  arteriole  and  a venule  and  covered 
by  an  unusually  thin  layer  of  epithelium.  They 
are  relatively  incapable  of  hemostatic  con- 
traction following  injury.i2  Therefore  cessation 
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of  bleeding  is  more  dependent  upon  plasma 
clotting  factors  which  were  considered  to  be 
present  in  normal  concentrations  and  capable 
of  normal  hemostatic  function  until  Muckle^^ 
in  1964  reported  relatively  low  in  vivo  platelet 
adhesiveness  in  18  out  of  19  symptomatic 
cases.  Three  asymptomatic  cases  had  normal 
platelet  adhesiveness.  (The  author  unfortunately 
did  not  say  whether  his  cases  were  related.) 
Bleeding  is  provoked  by  mild  and  usually  un- 
recognized trauma  to  the  thin  walled  lesions  or 
by  an  increase  in  blood  pressure  at  the  level  of 
the  lesions  as  is  produced  by  stooping  or  strain- 
ing. 

Telangiectases  occur  most  often  on  the  skin 
of  the  face  and  on  the  mucous  membranes  of 
the  nose  and  mouth.  However,  they  may  be 
present  anywhere  on  the  body  or  underlying 
the  epithelium  of  any  hollow  viscus.  In  addi- 
tion, vascular  malformations  of  various  sizes 
have  been  found  in  many  solid  organs.  During 
the  past  20  years  there  has  been  increasing  re- 
cognition of  pulmonary  vascular  anomalies  var- 
iously described  as  hemangiomas,  fistulas,  or 
aneurysms.  Hodgson®  estimates  that  about  50 
percent  of  pulmonary  arteriovenous  fistulas  are 
associated  with  hereditary  hemorrhagic  telan- 
giectasia. Among  individuals  known  to  have 
hereditary  hemorrhagic  telangiectasia,  six  to  10 
percent  have  pulmonary  arteriovenous  fis- 
tulas.®'-^ Complications  include  polycythemia, 
heart  failure,  brain  abscess  and  hemothorax.  Of 
all  the  lesions  associated  with  this  disease, 
pulmonary  arteriovenous  fistulas  are  the  most 
amenable  to  successful  surgical  correction. 

During  the  past  five  years  there  have  been 
several  reports  of  systemic  arteriovenous  fis- 
tulas involving  the  hepatic,  cerebral  and  retinal 
vessels.^  How  often  such  lesions  occur  has 
yet  to  be  determined.  Aneurysms  of  the  hepatic 
artery,-  splenic  artery,^®  and  aortic  arch 
have  been  reported  in  cases  of  hereditary  hem- 
orrhagic telangiectasia,  but  the  rarity  of  such 
reports  suggests  that  there  is  no  more  than  a 
chance  relationship.  Idiopathic  cirrhosis  of  the 
liver  in  conjunction  with  hepatic  vascular 
malformations  has  been  reported  frequently  by 
European  authors.'®  -® 

Methods  of  treatment  include  surgery,  hor- 
mones, radiotherapy,  and  general  medical  sup- 
port. With  the  exception  of  excision  of  pulmon- 
ary arteriovenous  fistulas,  surgical  treatment 
of  the  hemorrhagic  lesions  has  been  generally 
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unsuccessful.  Resection  of  segments  of  bowel 
is  usually  followed  by  the  development  of  hem- 
orrhagic lesions  in  previously  unaffected  seg- 
ments. Likewise,  plastic  procedures  of  the  nasal 
mucosa  have  yielded  temporary  relief  until  the 
appearance  of  new  hemorrhagic  areas.  Elec- 
trocautery of  the  nasal  lesions  has  given  short 
term  relief  (one  to  three  months)  of  symptoms 
in  50  percent  of  cases.  External  irradiation  and 
radium  implants  are  of  no  proven  value.  Es- 
trogens have  given  long  term  relief  (greater  than 
three  months)  in  about  65  percent  of  cases.®’ 
Anemia  is  treated  with  iron  and  transfusions 
when  needed.  Pressure  to  the  site  of  bleeding  is 
the  best  means  of  achieving  hemostasis. 

The  trait  is  transmitted  as  an  autosomal 
dominant.  Reports  of  large  numbers  of  cases 
show  an  approximately  equal  distribution  be- 
tween the  sexes,  and  very  rarely  are  genera- 
tions skipped.  It  has  been  suggested  that  the 
homozygous  state  is  lethal  in  early  child- 
hood, although  only  one  such  case  has  been 
reported.®"  Tunte®®  in  1964  gave  an  estimated 
gene  frequency  of  one  or  two  in  100,000;  his 
estimate  of  the  mutation  rate  was  2 x 10  " to 
3 X 10".  In  Stecker’s®’  review  of  102  cases 
which  were  treated  at  the  Mayo  Clinic,  10  per- 
cent did  not  give  a family  history  of  the  dis- 
order. Numerous  large  families  with  this  dis- 
ease have  been  reported  from  many  parts  of 
the  world. 

Materials  and  Methods 

The  index  case  was  diagnosed  incidently 
during  a physical  examination  for  disability 
pension.  He  was  unavailable  at  the  time  of 
this  investigation,  but  his  family  provided  a 
wealth  of  information  about  relatives.  All 
family  members  living  reasonably  close  to  the 
center  of  the  study  (Madisonville)  who  could 
be  found  were  visited.  Personal  and  family  his- 
tories were  taken,  and  persons  suspected  of 
having  the  disorder  were  examined  for  ob- 
jective evidence.  Thorough  examinations  for 
occult  manifestations  were,  unfortunately, 
not  feasible.  States  to  which  family  members 
have  migrated  include  Tennessee,  Indiana, 
Illinois,  North  Carolina,  Michigan  and  North 
Dakota.  Although  some  of  these  people  are 
considered  positive  cases,  no  attempt  was  made 
to  locate  them. 

Expanding  the  pedigree  to  learn  what  other 
family  names  might  be  involved  with  the  dis- 
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order  proved  difficult  due  to  the  fact  that 
births  and  deaths  were  not  recorded  in  the 
area  until  1911  and  marriage  licenses  date 
only  to  1830.  Reporting  of  this  data  was  in- 
consistent in  earlier  years.  Tombstones  in 
small  church  or  family  cemeteries  often  were 
the  most  reliable  sources  of  information. 

Cases  were  accepted  if  either  of  the  follow- 
ing two  criteria  were  met; 

1 ) multiple  telangiectases  on  examination 
of  the  face,  lips,  oral  mucosa,  or  tongue 

2)  positive  histories  from  at  least  two  re- 
liable family  members  who  knew  the  person 
well;  the  history  had  to  include  facial  telangiec- 
tases and  recurrent  spontaneous  epistaxis  be- 
ginning in  late  childhood  and  continuing 
throughout  the  person’s  life. 

Persons  in  the  first  generation  with  positive 
histories  but  without  descendants  having  the  di- 
sease were  not  counted  as  positives  on  the  basis 
of  insufficient  information.  Histories  of  the 
first  generation  were  obtained  from  elderly  per- 
sons who  were  relying  on  childhood  memories 
of  these  people. 

Results 

There  were  45  cases  of  hereditary  hemorr- 
hagic telangiectasia  identified  of  which  28  are 
living.  The  45  cases  represent  31.9  percent  of 
the  141  members  of  the  affected  sibships.  The 
pedigree  (Figure  I)  is  typical  of  autosomal 
dominant  inheritance.  As  Table  I shows,  the 
percent  of  affected  members  in  a sibship  var- 
ies in  the  five  generations.  Only  27  percent 
of  persons  in  the  first  generation,  a sibship  of 
11,  are  considered  positive.  Within  this  sibship 
several  people  died  too  early  to  be  remembered 
by  current  octogenarians  and  have  no  de- 
scendants in  recent  generations.  In  the  second 
generation,  50  percent  of  individuals  were 
found  to  have  the  disorder.  In  the  three  most 
recent  generations  the  percentage  declines, 
perhaps  because  people  have  moved  away  and 
are  not  known  well  while  others  are  too  young 
to  show  the  trait  if  they  do  have  it.  It  must 
also  be  remembered  that  there  is  considera- 
ble variation  in  the  expression  of  this  disor- 
der so  that  in  occasional  cases  epistaxis  and/or 
facial  telangiectases  may  be  absent.  In  this 
study  two  persons  were  found  who  were  un- 
aware of  their  involvement  but  who  had  num- 
erous asymptomatic  telangiectases  of  the  lips, 
oral  mucosa  and  tongue.  Both  of  these  people 

icky  Medical  Association  • September  1968 


FIGURE  I 


Y 


Pedigree  of  a family  with  hereditary  hemorrhagic 

telangiectasia  showing  five  affected  generations 

■Affected  male  ©Affected  female 

D Two  unaffected  males  in  the  sibship 
2 

had  only  occasional  and  mild  epistaxis. 

Thirty-four  and  seven-tenths  percent  of  the 
75  males  and  28.8  percent  of  the  66  females 
were  affected.  This  is  in  accordance  with  the 
fact  that  males  in  general  are  more  symptoma- 
tic. 

Symptoms  of  the  45  cases  included  epistaxis 
of  widely  varying  frequency  and  severity,  fa- 
cial markings,  bleeding  from  the  lips  while 
eating,  headaches  relieved  by  epistaxis,  dys- 
pnea and  gastrointestinal  bleeding.  Interesting- 
ly, the  history  of  headaches  relieved  by  epistax- 
is was  quite  common.  One  man  had  had  a 
pulmonary  arteriovenous  fistula  removed 
(without  the  diagnosis  of  hereditary  hemorr- 
hagic telangiectasia  being  made)  followed  by 
relief  of  dyspnea.  Two  others  were  found  to 
have  clubbing,  polycythemia  and  dyspnea. 
One  man  who  has  moved  from  Kentucky  is 
known  to  have  undergone  several  skin  grafting 
procedures  to  stop  epistaxis.  A woman  who 
died  while  the  study  was  in  progress  had  multi- 
ple hemorrhagic  arteriovenous  malformations 
of  the  gastrointestinal  tract.  Only  three  of  the 
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TABLE  I 


Generation 

Males 

Affected 

males 

Females 

Affected 

females 

Total 

Total  Affected 

% 

1 

8 

2 

3 

1 

1 1 

3 

27.3 

II 

1 1 

7 

7 

2 

18 

9 

50.0 

III 

1 7 

8 

24 

7 

41 

15 

36.6 

IV 

29 

8 

21 

6 

50 

14 

28.0 

V 

10 

1 

1 1 

3 

21 

4 

19.5 

Total 

75 

26 

(34.7%  ) 

66 

19 

(28.8%  ) 

141 

45 

31.9 

45  cases  are 
diagnosed  as 

known  to  have  been  previously 
having  hereditary  hemorrhagic 

lege  of  Medicine,  for 
cisms. 

his  constructive 

criti- 

telangiectasia. 

No  evidence  of  a homozygote  was  found. 
According  to  the  lone  report  of  a homozygote, 
such  evidence  would  consist  of  multiple 
hemangiomas  present  at  birth  and  progressive 
hemangiomatosis  leading  to  death  in  infancy 
or  early  childhood. 

The  origin  of  the  gene  in  Todd  County  was 
not  learned.  The  earliest  generation  in  which 
positive  cases  were  identified  was  a sibship 
born  around  the  1 850’s  in  which  three  of  1 1 
sibs  had  the  disease.  The  maiden  name  of  the 
mother  of  this  sibship  is  unknown.  Early  deeds, 
names  of  witnesses  on  marriage  records  and 
family  history  indicate  that  the  father  was  one 
of  four  brothers  whose  father  came  to  Todd 
County  in  the  early  1 800’s.  The  numerous 
descendants  of  the  other  three  brothers  do  not 
have  the  trait.  Therefore  we  suspect  the  mother 
of  this  sibship  of  1 1 as  being  the  carrier,  al- 
though we  cannot  count  her  as  a positive  case. 
As  the  years  and  generations  passed,  the  fami- 
lies gradually  migrated  from  the  farms  to  the 
mines  and  then  to  the  industrial  urban  areas. 
Of  the  28  living  cases,  none  are  now  living  in 
Todd  County. 
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Meningococcemia  and  Intravascular  Clotting: 
The  Use  of  Heparin  in  Managementt 

Phillip  Holland,  M.D.,*  Mary  Frances  Bobo,** 

AND  Ellen  Shackelford*** 

Lexington,  Kentucky 


Intravascular  coagulation  and  severe 
hemorrhagic  diathesis  secondary  to  men- 
ingococcal endotoxin  is  discussed.  The 
efficacy  of  heparin  therapy  in  this  clinical 
situation  is  documented. 

Generalized  intravascular  clotting 
may  lead  to  depletion  of  several  coagu- 
lation factors  and  result  in  transformation  of 
circulating  plasma  to  serum  with  an  accom- 
panying severe  hemorrhagic  diathesisd  This  dis- 
order has  been  termed  “defibrination  syn- 
drome” or  “consumption  coagulopathy”  and 
has  been  reported  to  occur  in  a variety  of 
clinical  conditions,-  one  of  which  is  septice- 
mia.^® 

Heparin  therapy,  although  its  use  appears 
paradoxical,  has  recently  been  suggested  as  a 
therapeutic  method  to  stop  further  intravascular 
coagulation  and  consumption  of  the  already 
depleted  clotting  factors.^  This  report  presents 
the  results  of  coagulation  studies  performed  in 
four  patients  with  meningococcemia  and  de- 
scribes the  dramatic  response  to  heparin  in  one 
patient  with  fulminant  meningococcemia  and 
consumption  coagulopathy. 

Patient  Material 
CASE  1 

G.  W.,  a seven  year  old  white  male,  was  first 
seen  at  the  University  of  Kentucky  Medical 
Center  (U.K.M.C.)  on  January  10,  1968.  Sore 
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tucky Division  of  American  Cancer  Society 
* Assistant  professor  of  pediatrics,  University  of  Ken- 
tucky College  of  Medicine 
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throat,  vomiting  and  chills  began  abruptly  18 
hours  prior  to  admission.  A purpuric  rash  was 
noted  12  hours  later,  at  which  time  he  was  seen 
by  his  local  physician,  given  one  gram  of  in- 
tramuscular polycillin  and  referred  to  the 
U.K.M.C.  On  admission  the  temperature  was 
105°F,  blood  pressure  was  unobtainable  and 
extensive  purpuric  eruptions  were  present  on 
the  extremities.  Fulminant  meningococcemia 
was  evident  and  therapy  for  shock  was  in- 
stituted with  intravenous  Ringers  lactate  and 
Dextran.  Penicillin  and  SoluCortef  were  given 
intravenously  following  cultures  of  the  naso- 
pharynx, purpuric  lesions  and  cerebral  spinal 
fluid.  The  initial  hemoglobin  was  13.2  Gm.% 
and  the  hematocrit  was  42%. 

Approximately  three  hours  after  starting  in- 
travenous fluids  a blood  pressure  of  90/56 
was  obtained.  Six  hours  after  admission  the 
patient  vomited  coffee  ground  material  and 
profuse  guaiac  positive  diarrhea  began.  A re- 
peat hemoglobin  was  8.8  Gm.%;  hematocrit, 
28%  and  the  patient  was  transfused  with  250 
ml.  of  whole  blood.  Gastrointestinal  hemorr- 
hage continued  and  bleeding  was  noted  around 
the  intravenous  site.  Coagulation  studies  were 
obtained  and  the  results  are  as  follows:  Clot- 
ting time,  30  minutes  (normal  six  - 12  minutes) ; 
platelet  count,  25,000/cu.  mm.  (normal  150,- 
000  - 400,000/cu.  mm.);  prothrombin  time, 
30  seconds  (normal  12-14  seconds);  partial 
thromboplastin  test,  215  seconds  (normal  35 
- 50  seconds)  and  fibrinogen,  145  mg.%  (nor- 
mal 150  - 350  mg.%).  Thrombocytopenia, 
hypofibrinogenemia,  prolonged  partial  throm- 
boplastin time  (PTT)  and  prothrombin  time 
documented  the  diffuse  intravascular  clotting 
and  intravenous  heparin  (100  units/kg.  every 
six  hours)  was  given. 

Significant  improvement  in  the  fibrinogen 
level  and  PTT  was  noted  within  36  hours  and 
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the  heparin  was  discontinued.  Results  of  serial 
coagulation  studies  are  shown  in  Figure  1 . 

The  initial  throat  culture  was  subsequently 
positive  for  Neisseria  meningitidis,  group  B. 
Fibrinoid  necrosis  of  arterioles,  vessel  fibrin 
thrombi  and  gram  negative  diplococci  in  en- 
dothelial cells  were  observed  in  a skin  biopsy 
taken  on  the  second  hospital  day. 

The  patient  was  subsequently  discharged  and 
no  skin  grafts  were  required  in  the  necrotic 
areas. 

CASE  2 

J.  W.,  a five  year  old  white  male,  was  ad- 
mitted to  the  U.K.M.C.  on  January  24,  1968 
because  of  fever,  vomiting  and  headache.  Symp- 
toms began  1 2 hours  prior  to  admission  and  en- 
route  to  the  hospital  petechiae  appeared  on  the 
trunk  and  lower  extremities. 

Initial  examination  revealed  an  acutely  ill 
child  with  nuchal  rigidity  and  a generalized 
petechial  rash.  Blood  pressure  was  normal  and 
rectal  temperature  was  100.4°F.  Lumbar  punc- 
ture was  performed  and  the  results  are  as  fol- 
lows: cell  count,  140  white  blood  cells/cu. 
mm.  with  87%  neutrophils;  sugar,  80  mg.% 
and  protein,  10  mg.%.  Gram  negative  diplo- 
cocci were  observed  in  the  spinal  fluid  smear 
and  subsequent  cultures  were  positive  for  Ne- 
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FIGURE  1.  Results  of  coagulation  studies  in  relation  to 
heparin  administration  (Case  1). 


isseria  meningitidis,  group  B.  The  child  was 
treated  with  intravenous  penicillin. 

Results  of  the  initial  coagulation  studies  in- 
clude the  following:  platelet  count,  180,000/cu. 
mm.;  fibrinogen,  295  mg.%;  prothrombin  time, 
16  seconds  and  PTT,  71  seconds.  Eight  hours 
later  the  coagulation  studies  were  repeated  and 
the  results  include  the  following:  platelet  count, 
180,000/cu.  mm.;  fibrinogen,  390  mg.%;  pro- 
thrombin time,  18  seconds  and  PTT,  95  sec- 
onds. An  increase  in  the  PTT  and  prothrombin 
time  in  the  eight  hours  following  hospitalization 
indicated  the  onset  of  intravascular  coagula- 
tion and  it  was  elected  to  treat  this  child  with 
heparin  in  order  to  prevent  further  consump- 
tion of  clotting  factors.  He  received  100  units/ 
kg  intravenously  every  six  hours.  Results  of 
the  coagulation  studies  24  hours  after  starting 
heparin  are  as  follows:  platelet  count,  157,000/ 
cu.  mm.;  fibrinogen,  550  mg.%;  prothrombin 
time,  12  seconds  and  PTT,  42  seconds.  Hep- 
arin therapy  was  discontinued  after  36  hours. 
Subsequent  coagulation  studies  were  also  with- 
in normal  limits.  The  hospital  course  was  un- 
eventful and  he  was  discharged  six  days  after 
admission. 

CASE  3 

P.  C.,  a 12  year  old  white  male,  was  admitted 
to  the  U.K.M.C.  on  February  11,  1968.  Com- 
plaints of  leg,  stomach  and  back  pain  began  36 
hours  prior  to  admission.  Projectile  vomiting 
was  noted  the  evening  after  onset  of  symptoms 
and  on  the  morning  of  admission  the  patient 
became  delirious  and  semi-eomatose. 

Initial  physical  examination  revealed  an 
acutely  ill,  combative  child  with  a rectal  tem- 
perature of  101  °F.  Blood  pressure  was  normal; 
pulse  was  160/minute;  and  respirations  were 
24/minute.  A fine  nonconfluent  petechial  rash 
was  present  on  the  trunk  and  lower  extremities. 
Results  of  initial  lumbar  puncture  are  as  fol- 
lows: cell  count,  29,000  white  blood  cells/cu. 
mm.  with  91%  neutrophils,  protein,  460  mg.% 
and  glucose,  10  mg.%.  Intracellular  and  ex- 
tracellular gram  negative  diplococci  were  ob- 
served in  the  cerebral  spinal  fluid  smear.  The 
child  was  treated  with  intravenous  penicillin 
and  the  subsequent  culture  of  the  cerebral 
spinal  fluid  was  positive  for  Neisseria  meningi- 
tidis, group  B. 

Results  of  the  initial  coagulation  studies  in- 
clude: platelet  count,  227,500/cu.  mm.;  fibri- 
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nogen,  690  mg.%;  prothrombin  time,  15  sec- 
onds and  PTT,  67  seconds.  The  coagulation 
studies  were  repeated  12  hours  later  and  the 
results  were  within  normal  limits.  No  evidence 
of  consumption  coagulopathy  was  demonstrated 
and  heparin  therapy  was  not  given.  Two  sub- 
sequent coagulation  studies  performed  during 
the  patient’s  hospitalization  were  also  within 
normal  limits.  The  patient  became  coherent 
and  afebrile  on  the  third  hospital  day  and  was 
discharged  on  the  seventh  hospital  day. 

CASE  4 

R.  B.,  a five  year  old  white  female,  was  ad- 
mitted to  the  U.K.M.C.  on  March  14,  1968. 
The  day  prior  to  admission  the  child  com- 
plained of  sore  throat  and  fever  and  became 
increasingly  irritable  in  the  evening.  On  the 
morning  of  admission  she  was  seen  by  her  local 
physician  at  which  time  her  temperature  was 
103  °F.  and  a generalized  petechial  rash  was 
noted.  She  was  treated  with  two  million  units 
of  intravenous  penicillin  and  referred  to  the 
U.K.M.C. 

Physical  examination  on  admission  revealed 
an  acutely  ill,  incoherent  child  with  a rectal 
temperature  of  102.6°F.  Initial  blood  pressure 
was  normal,  pulse  was  100/minute  and  respira- 
tion, 16/minute.  A lumbar  puncture  was  per- 
formed and  the  results  are  as  follows:  cell 
count,  32,250  white  blood  cells/cu.  mm.  with 
96%  neutrophils;  protein,  460  mg.%  and 
glucose,  10  mg.%.  Occasional  intracellular 
gram  negative  diplococci  were  noted  in  the 
cerebral  spinal  fluid  smear.  Intravenous  peni- 
cillin was  given. 

Initial  coagulation  studies  are  as  follows: 
platelet  count,  207,500/cu.  mm.;  fibrinogen, 
400  mg.%;  prothrombin  time,  17.3  seconds 
and  PTT,  67  seconds.  No  clinical  bleeding  was 
present.  Coagulation  studies  repeated  24  hours 
later  included  a platelet  count  of  195,000/cu. 
mm.;  fibrinogen,  530  mg.%  ; prothrombin  time, 
15  seconds  and  PTT,  65  seconds.  Heparin  ther- 
apy was  not  administered  in  this  child.  Results 
of  coagulation  studies  repeated  on  the  third 
hospital  day  were  within  normal  limits.  The 
patient’s  subsequent  hospital  course  was  un- 
eventful and  she  was  discharged  after  five  days 
of  penicillin  therapy. 

Discussion 

The  hemorrhagic  diathesis  observed  in  ful- 
minant meningococcemia,  as  illustrated  by  Case 
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1,  is  the  result  of  acute  activation  of  the  intra- 
vascular clotting  process.  Administration  of 
intravenous  endotoxin  in  dogs  is  followed  by 
a rapid  decrease  in  factor  I (fibrinogen),  factor 
II  (prothrombin),  factor  V,  (proaccelerin)  and 
factor  VIII  (antihemophilic  factor)  as  well  as 
a significant  depression  of  circulating  plate- 
lets.’" Identical  results,  indicative  of  consump- 
tion of  these  clotting  factors  during  intravascu- 
lar coagulation,  have  been  recorded  in  humans 
with  sepsis  due  to  Escherichia  coli,^  mening- 
ococcus,-'’  '’’  Pseudomonas,’’  and  in  patients  with 
Rocky  Mountain  Spotted  Fever.®  Confirmation 
of  the  suspicion  that  this  process  is  occurring 
in  a critically  ill  patient  may  be  obtained  by 
examining  the  peripheral  blood  smear  for 
platelets  or  obtaining  a platelet  count,  measur- 
ing the  fibrinogen  level  and  performing  a PTT 
and  routine  prothrombin  time.  Thrombocy- 
topenia, hypofibrinogenemia  and  a prolonged 
PTT  will  identify  a generalized  intravascular 
clotting  phenomenon.  No  single  coagulation 
test  can  document  this  complication. 

Of  the  four  patients  with  meningococcemia 
in  this  report,  one  had  clearcut  evidence  of  in- 
travascular coagulation,  one  was  equivocal, 
while  in  the  two  milder  cases  no  coagulopathy 
was  demonstrable.  In  the  patient  who  presented 
with  profound  shock  a severe  consumption 
coagulopathy  was  also  present.  All  of  the 
patients  with  shock  secondary  to  meningococcal 
endotoxin  in  the  series  of  McGehee  et  al.®  had 
extensive  intravascular  coagulopathy.  Thus,  a 
frequent  association  between  intravascular  co- 
agulation and  endotoxin  shock  appears  to  exist. 
The  coagulation  studies  (prolonged  PTT  and 
prothrombin  time)  in  Case  2 indicate  a mild 
consumption  of  clotting  factors  but  without 
severe  thrombocytopenia  or  significant  hypo- 
fibrinogenemia. Cases  3 and  4 illustrate  that 
meningococcemia  in  a milder  form  may  exist 
without  consumption  of  coagulation  factors. 
These  findings  suggest  that  appropriate  screen- 
ing studies  for  the  presence  of  intravascular 
clotting  should  be  obtained  in  all  cases  of  men- 
ingococcemia. 

When  intravascular  coagulation  has  been 
triggered  by  an  endotoxin  and  depletion  of 
clotting  factors  is  taking  place,  the  use  of  an 
anticoagulant  to  reverse  the  process  appears 
the  therapy  of  choice.  Favorable  results  follow- 
ing heparin  administration  have  been  previous- 
ly reported’  ® and  the  rapid  return  to  normal 
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of  coagulation  studies  in  Cases  1 and  2 in  this 
report  indicate  that  heparin  is  indicated  in  this 
clinical  situation  and  may  be  life  saving.  He- 
parin was  given  intravenously  in  a dose  of  100 
units/kg.  every  six  hours  for  36  hours  at  which 
time  it  was  discontinued.  Thus,  intensive  or 
prolonged  heparin  therapy  is  not  a requirement 
in  treating  the  intravascular  coagulation  associ- 
ated with  an  endotoxin  derived  from  an  organ- 
ism responsive  to  an  antibiotic. 

Summary 

The  clinical  severity  of  infection  due  to  men- 
ingococci is  quite  varied.  Fulminant  mening- 
ococcal endotoxemia  may  be  accompanied  by 
diffuse  intravascular  clotting  and  result  in  a 
severe  hemorrhagic  diathesis.  Thrombocy- 
topenia, hypofibrinogenemia  and  a prolonged 
PTT  or  prothrombin  time  indicate  the  presence 
of  active  intravascular  coagulation.  Heparin 
therapy  appears  beneficial  in  reversing  the  de- 


pletion of  consumable  clotting  factors  in  this 
clinical  situation. 
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Splenic  Artery  Aneurysm 
Brief  Review  with  Two  Case  Reports  t 

Eugene  Slusher,  M.D.* 

Lexington,  Kentucky 


Antemortem  diagnosis  of  aneurysm  of 
the  splenic  artery  is  uncommotd  but  im- 
portant because  surgical  removal  protects 
the  patient  from  the  grave  prognosis  of 
rupture.  The  following  illustrative  cases 
were  surgically  treated  at  the  University 
of  Kentucky  Medical  Center. 

Case  Reports 
CASE  1 

A33-year-old  mother  of  seven  entered  the 
hospital  for  diagnostic  screening  as  a po- 
tential kidney  donor.  Past  medical  history 
and  physical  examination  were  completely  neg- 
ative. An  abdominal  aortogram,  performed  to 
evaluate  the  renal  blood  supply,  demonstrated 
a calcified  splenic  artery  aneurysm  1 cm  in  di- 
ameter (Figure  1).  Two  months  later,  the 
splenic  artery  aneurysm  and  spleen  were  re- 
sected. The  pathologist  confirmed  the  preop- 
erative diagnosis  of  arteriosclerotic  aneurysm 
of  the  splenic  artery.  The  patient’s  postopera- 
tive course  was  benign. 

CASE  2 

A 53-year-old  white  female,  gravida  9,  para 
8,  was  admitted  with  a diagnosis  of  uterine 
prolapse  and  complaints  of  urinary  frequency, 
nocturia,  urgency,  dysuria  and  stress  incon- 
tinence. Past  history  was  not  significant  except 
for  multiple  pregnancies.  Physical  examination 
was  negative  except  for  prolapse  of  the  uterus 
and  a large  cystocele.  A roentgenogram  of 
the  abdomen  showed  a ring  of  calcific  density 
3 cm  in  diameter  in  the  left  upper  quadrant 
having  the  typical  signet  ring  appearance  of  a 
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splenic  artery  aneurysm  (Figure  2).  Surgical 
excision  of  the  aneurysm  and  spleen  was  per- 
formed. The  aneurysm  was  located  2.5  cm 
proximal  to  the  splenic  hilum  and  measured 
2.5  cm  in  diameter.  There  were  microscopic 
arteriosclerotic  changes  and  calcification  in  the 
wall  of  the  aneurysm.  The  postoperative 
course  was  benign. 

Comments 

HISTORY 

Splenic  artery  aneurysm  was  first  described 
by  Beoussier  in  1870-’,  from  injection  studies  of 
a 60-year-old  female  cadaver.  In  1881,  Presi- 
dent James  A.  Garfield  died  from  rupture  of  a 
splenic  artery  aneurysm  which  developed  sec- 
ondary to  trauma  inflicted  by  the  assassin’s 
bullet.  In  1903,  Winkler’  first  described  a 
splenic  aneurysm  in  a living  patient.  The  first 
preoperative  diagnosis  followed  by  surgical  re- 
moval was  reported  by  Hegler  in  1920’. 

INCIDENCE 

The  splenic  artery  is  second  only  to  the 
aorta  as  a site  of  abdominal  aneurysms^.  The 
reported  incidence  in  autopsy  material  varies 
from  0.038%^  to  10.4%^.  The  higher  figure 
was  found  in  a study  of  geriatric  patients^. 
Splenic  artery  aneurysms  are  reported  to  oc- 
cur four  times  more  frequently  in  females  than 
in  males”.  This  ratio  is  reversed  for  aneurysms 
in  general.  Most  cases  occur  between  the  ages 
of  50  and  80  years.  Twenty-one  percent  of 
these  patients  have  additional  aneurysms  else- 
where®. 

ETIOLOGY 

Owens  and  Coffey®  enumerate  the  follow- 
ing etiologies:  arteriosclerosis,  embolus,  con- 
genital defects,  trauma,  infection,  portal  hyper- 
tension and  pregnancy.  The  vast  majority  of 
cases  are  secondary  to  arteriosclerotic  de- 
generation of  the  splenic  arterial  wall.  The  fre- 
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FIGURE  1.  Late  phase  arteriogram  shows  filled  splenic  artery  FIGURE  2.  Note  calcific  ring  of  splenic  artery  aneurysm  in 

aneurysm.  left  upper  quadrant. 


quent  relationship  between  pregnancy  and  rup- 
ture of  a splenic  artery  aneurysm  is  not  well 
understood  but  it  is  thought  that  the  increased 
intra-abdominal  pressure  puts  additional  ten- 
sion on  the  weakened  arterial  wall  precipitat- 
ing rupture**. 

PATHOLOGY 

In  most  cases,  the  aneurysm  is  located  in 
the  main  trunk  of  the  splenic  artery  although 
approximately  one-third  occurs  in  the  second 
division  of  the  artery.  The  microscopic  find- 
ings reflect  the  underlying  etiology.  In  most 
cases,  the  changes  are  arteriosclerotic  and  de- 
generative in  nature**. 

CLINICAL  MANIFESTATIONS 

Although  splenic  artery  aneurysms  may  pro- 
duce mild  distress  in  the  upper  abdomen,  they 
are  usually  asymptomatic  prior  to  rupture. 
After  rupture,  the  pain  usually  is  severe  and 
may  be  either  diffuse  or  localized  to  the  epi- 
gastrium or  left  upper  quadrant**.  There  may 
be  associated  nausea  or  vomiting.  Weakness, 
dyspnea  and  shock  follow  rupture. 

The  rupture  may  occur  in  two  stages,  being 
seen  in  approximately  21  percent  of  cases 
with  this  complication**.  In  this  sequence  of 
events,  the  initial  rupture  occurs  into  the  lesser 


peritoneal  sac,  producing  either  pain  in  the 
upper  abdomen,  shock,  or  both,  and  signs  of 
peritoneal  irritation.  Clotting  occurs  rapidly 
in  the  limited  space  temporarily  delaying  fur- 
ther hemorrhage  and  leading  to  transient  im- 
provement in  the  patient’s  general  condition. 
During  this  period,  diagnosis  and  surgical 
treatment  is  lifesaving.  A second,  often  fatal, 
hemorrhage  usually  follows.  The  second  rup- 
ture generally  extends  into  the  greater  perito- 
neal cavity,  although  occasionally  the  stomach 
or  colonic  wall  is  breached.  Secondary  hemor- 
hage  usually  develops  within  48  hours  after 
the  initial  rupture**,  although  the  latent  period 
has  varied  from  six  hours  to  55  days^. 

Splenic  artery  aneurysm  should  be  consid- 
ered very  carefully  during  pregnancy  if  vague 
symptoms  are  present  in  the  upper  abdomen. 
Schug  and  Rankin®  report  that  a splenic  ar- 
tery aneurysm  in  gravid  females  is  usually 
found  in  multiparous  women  during  the  third 
trimester  of  an  otherwise  uneventful  pregnan- 
cy. They  report  seven  ruptures  during  labor. 
Owens  and  Coffey**  found  that  3 1 patients, 
or  24  percent  of  their  female  patients  with 
splenic  artery  aneurysms,  were  pregnant  at  the  i 
time  of  diagnosis.  The  diagnosis  was  made  in  j 
every  instance  following  rupture  of  the  aneu-  ' 
rysm.  Rupture  usually  occurred  during  the 
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third  trimester.  The  conditions  most  likely  to 
be  mistaken  for  splenic  artery  aneurysm  dur- 
ing pregnancy  are  abruptio  placenta,  ruptured 
uterus,  or  hemorrhage  from  an  abdominal 
pregnancy.  Recurrence  of  a second  episode 
of  shock  after  a period  of  improvement,  in- 
creasing abdominal  distension  with  signs  of 
free  fluid  or  formation  of  palpable  tumor  in 
the  epigastrium  are  particularly  suggestive  of 
a ruptured  splenic  artery  aneurysm.  Rupture 
during  the  last  trimester  frequently  necessitates 
a rapid  caesarean  section  to  permit  visualiza- 
tion and  excision  of  the  aneurysm®.  When 
rupture  occurs  in  pregnancy,  the  maternal  mor- 
tality is  reported  to  be  80  percent  with  a some- 
what higher  fetal  mortality®. 

DIAGNOSIS 

Although  a splenic  artery  aneurysm  may  be 
suspected  when  there  is  pain  in  the  upper 
abdomen,  a palpable  and  occasionally  pulsa- 
tile tumor  in  the  left  upper  quadrant,  and  a 
systolic  bruit,  in  most  instances  the  diagnosis 
is  first  considered  following  discovery  of  a char- 
acteristic ring  of  calcification  in  the  region 
of  the  splenic  artery  on  a roentgen  examina- 
tion. The  roentgen  abnormality  was  the  only 
finding  suggesting  the  diagnosis  in  14  of  19 
cases  reported  from  the  Mayo  Clinic®.  In  only 
two  of  these  cases  was  the  aneurysm  not  calci- 
fied. Calcification  of  this  nature  is  often  dis- 
covered incidentally  on  roentgenograms  of  the 
abdomen.  Rather  extensive  calcification  of  the 
splenic  artery  without  an  area  of  local 
aneurysmal  formation  is  extremely  common 
and  of  no  consequence.  The  calcification  of 
an  aneurysm  characteristically  shows  a small 
area  of  discontinuity  where  the  aneurysm  com- 
municates with  the  arterial  wall.  In  some  cases, 
this  lack  of  continuity  may  not  be  seen  due  to 
the  incidence  of  x-ray  beam  relative  to  loca- 
tion of  the  aneurysm  on  the  arterial  wall. 
Laminagraphy  is  helpful  in  showing  the  loss  of 
continuity  of  the  calcification  in  these  cases^®. 
Although  aneurysm  of  the  splenic  artery  can 
be  strongly  suspected  from  the  characteristic 
calcification,  especially  if  it  inscribes  an  area 
larger  than  a normal  splenic  artery,  a posi- 
tive preoperative  diagnosis  may  require  veri- 
fication by  aortography.  Selective  angi- 
ography of  the  splenic  artery  is  not  recommend- 
ed as  a sole  procedure  because  other  coexistent 
aneurysms  may  be  overlooked  unless  the  entire 
abdominal  arterial  distribution  is  visualized®. 
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Aortography  localizes  the  lesion  and  differen- 
tiates it  from  calcification  in  the  wall  of  a 
tortuous  splenic  artery  without  aneurysm, 
aneurysm  of  the  renal  artery,  and  calcified 
cysts  of  the  spleen,  kidney  or  adrenal  gland. 
Fluoroscopy  may  show  a pulsatile  filling  defect 
in  the  posterior  wall  of  the  stomach^. 


TREATMENT 

If  there  are  no  contraindications,  surgical 
removal  is  indicated  prior  to  rupture  since  mor- 
tality after  rupture  exceeds  75  percent-.  Since 
these  lesions  are  often  discovered  in  elderly 
individuals,  the  implications  of  the  surgical 
procedure  must  be  considered  in  relationship  to 
the  general  condition  of  the  patient,  his  symp- 
tomatology and  the  likelihood  of  rupture^^. 
Von  Ronnen^®  does  not  recommend  surgery 
if  the  aneurysm  is  small  (size  of  a cherry  or 
smaller),  asymptomatic,  shows  a completely 
calcified  wall  except  for  the  loss  of  continuity 
where  it  communicates  with  the  artery,  is  not 
associated  with  severe  hypertension  and  is  not 
present  in  a female  of  the  childbearing  age^®. 


Summary 

Two  cases  of  aneurysm  of  the  splenic  artery 
are  reported.  Both  occurred  in  females  and 
were  surgically  excised.  The  literature  on  this 
subject  is  briefly  reviewed.  The  lesion  usually 
presents  characteristic  roentgen  findings  of  a 
calcific  ring  density  in  the  left  upper  quadrant 
of  the  abdomen.  Because  of  the  high  mortality 
associated  with  rupture  of  these  aneurysms, 
surgical  excision  should  be  seriously  consid- 
ered. 
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Border  Physicians  May  Be  Subject 
To  Fair  Labor  Standards  Acf|* 


Local  field  agents  for  the  Department 
of  Labor  are  contending  that  employees 
of  physicians,  a substantial  number  of 
whose  patients  come  from  a neighboring  state, 
may  be  engaged  in  interstate  commerce  to  such 
a degree  as  to  entitle  them  to  be  paid  the 
federal  minimum  wage  for  40  hours  and  time- 
and-a-half  for  any  excess. 

The  Act  applies  only  to  enterprises  having 
an  annual  gross  volume  of  at  least  $500,000 
($250,000  beginning  February  1,  1969)  with 
at  least  two  employees  engaged  in  commerce, 
the  production  of  goods  for  commerce  or  the 
handling,  selling  or  otherwise  working  on 
goods  which  have  already  moved  in  or  been 
produced  for  interstate  commerce.  Certain 
kinds  of  businesses  are  exempt,  one  of  which 
is  the  “retail  service  establishment.” 

The  agents  apparently  base  their  contention 
upon  an  Opinion-Letter  of  the  Federal  Wage- 
Hour  Administrator  dated  January  11,  1968, 
in  which  he  took  the  position  that  a physican’s 
office  is  not  exempt  as  a “retail  service  estab- 
lishment” because,  he  said,  “there  has  never 
been  any  concept  of  retail  selling  or  servicing 
in  the  practice  by  doctors  of  their  profession.” 
Our  attorney  is  of  the  opinion  ( 1 ) that  phy- 
sicians’ offices  are  exempt  as  “retail  service  es- 
tablishments” and  (2)  that  even  if  they  were 
not,  the  activities  of  their  employees  would 
have  to  have  a closer  connection  with  inter- 
state commerce  than  the  mere  incidental  “han- 
dling” of  goods  which  have  moved  in  inter- 
state commerce,  before  their  employment 
would  be  covered  by  the  Act. 

The  Law  Department  of  the  AMA  has  re- 
searched the  problem  and  finds  no  judicial 
support  for  the  Wage-Hour  Administrator’s 
opinion  that  physicians’  offices  are  not  retail 


fThis  article  was  prepared  for  The  Journal  by  E. 
Gaines  Davis,  KMA  Legal  Counsel,  at  the  request 
of  the  Board  of  Trustees 


service  establishments.  The  courts  have  held 
that  race  tracks,  “investigative  agencies,”  and 
rubbish  collection  services  do  not  lack  the  re- 
tail service  concept  and  the  Department  has 
administratively  conceded  that  barber  shops, 
beauty  salons,  masseur  establishments,  public 
baths,  reducing  establishments,  shoeshine  par- 
lors and  valet  shops  are  retail  service  estab- 
lishments. The  AMA  concludes  that  no  distinc- 
tion in  principle  can  be  drawn  between  these 
retail  services  and  the  professional  services  of 
the  physician. 

The  Wage-Hour  Administrator  also  inter- 
prets the  Act  as  covering  employees  who  reg- 
ularly use  channels  of  interstate  communica- 
tion (such  as  mail,  telephone,  teletype,  tele- 
graph) as  a part  of  their  duties.  The  AMA 
finds  no  judicial  support  for  this  interpretation 
except  where  ( 1 ) the  employer  is  engaged  in 
his  primary  business  activity  in  several  states; 
(2)  the  employer  makes  direct  out-of-state 
purchases  of  goods  which  are  delivered  to  him 
directly  for  resale  to  his  local  customers;  (3) 
the  employer,  as  a part  of  his  primary  business 
activity,  regularly  does  business  with  persons 
in  other  states;  (4)  the  employer  is  in  the 
finance  industry,  the  insurance  industry,  or  his 
primary  business  activity  is  providing  essen- 
tial business  services  to  companies  engaged 
in  interstate  commerce  or  the  manufacture  of  a 
substantial  volume  of  products  for  interstate 
commerce. 

Conversely,  the  courts  have  held  that  the 
use  of  channels  of  interstate  communication 
as  an  incident  to  what  is  essentially  a local 
business  does  not  constitute  interstate  com- 
merce. 

Of  course,  some  physicians,  in  addition  to 
seeing  substantial  numbers  of  out-of-state  pa- 
tients, may  make  direct  out-of-state  purchases 
of  drugs,  and  this  could  be  troublesome,  but 
only  if  physicians’  offices  are  not  exempt  as 
(Continued  on  Page  845) 
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Ijt’s  be  specific  about  Campbell’s  Soups... 
, and 


There  are  more  than  30  million  people  in  America  who  are  overweight. 
During  the  next  year,  you  probably  will  see  more  than  1,000  of  them  in 
your  own  practice. 

One  good  way  to  help  these  patients  is  to  give  them  a reducing  diet 
based  on  ordinary  eating  patterns. 

Campbell  has  prepared  a sensible  plan  for  weight  control  based  on 
ordinary  eating  patterns.  The  plan  consists  of  a patient  in- 
struction booklet  and  a set  of  menus  which  provide  approxi- 
mately 1,200  calories  daily.  The  menus  are  balanced  to 
provide  the  minimum  daily  requirements  of  nutrients. 

To  obtain  a supply  for  your  office  write  to: 

Campbell  Soup  Company,  Box  265,  Camden,  N.J.  08101 


THE  RESTLESS  DUODENUM... 


DUODENUM— (Conventional  X-ray)  The  restless  duo-  i 

denum  makes  radiographic  diagnosis  difficult,  uncer- 
tain and  often  unproductive.  Is  this  duodenum  normal? 

I 

Pro-Banthine* 

brand  of  i I I ' I 'I  ^ 

propantheline  bromide 

duced  above,  the  gastrointestinal  trf 
was  relaxed  with  Pro-Banthine.  The  dw 
denum  was  intubated.  Pro-Banthinei 
a dose  of  60  mg.  intramuscularly  ^ii 
used  to  assure  prompt  aperistalsis,  :li 
double-contrast  visualization 
achieved  with  ordinary  barium  and  r. 

The  same  pharmacologic  efficie:3| 
has  proved  of  pronounced  value  in  si  I 
conditions  as:  peptic  ulcer,  pylorospa 
biliary  dyskinesia,  functional  hyper 
tility  and  irritable  colon. 


For  fifteen  years  Pro-Banthine  has  been 
the  most  widely  used  anticholinergic 
agent  in  disorders  of  gastrointestinal 
motility  and  gastric  hypersecretion.  More 
recently  Pro-Banthine  has  reestablished 
its  pharmacologic  effectiveness  in  fa- 
cilitating diagnostic  procedures  using 
intragastric  fibroscopy  and  hypotonic 
roentgenography. 

How  the  X-rays  were  taken 

In  the  hypotonic  duodenograph^’^  repro- 


I 


...AT  REST 
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SAME  DUODENUM— (Hypotonic  X-ray)  Pro-Banthlne- 
induced  duodenal  calm  permits  full  anatomic  appraisal 
in  the  same  patient.  Duodenal  normality  is  now  evident. 


calms  the  gastrointestinal  tract 


^ itraindications : Glaucoma ; severecardiac  disease. 
^ cautions:  Since  varying  degrees  of  urinary  hesi- 
4cy  may  occur  in  elderly  males  with  prostatic 
X)er trophy,  this  should  be  watched  for  in  such 
^ients  until  they  have  gained  some  experience 
£h  the  drug.  Although  never  reported,  theoreti- 
5ly  a curare-like  action  may  occur  with  possible 
Jji  of  voluntary  muscle  control.  Such  patients 
^ uld  receive  prompt  and  continuing  artificial  res- 
ifiition  until  the  drug  effect  has  been  exhausted. 

Effects:  The  more  common  side  effects,  in  or- 
of  incidence,  are  xerostomia,  mydriasis,  hesi- 
tjCy  of  urination  and  gastric  fullness. 

I age:  The  maximal  tolerated  dosage  is  usually 
t most  effective.  For  most  adult  patients  this  will 
bj’our  to  six  15-mg.  tablets  daily  in  divided  doses. 
1 severe  conditions  as  many  as  two  tablets  four  to 
s times  daily  may  be  required.  Pro-Ban  thine  (brand 

I 


of  propantheline  bromide)  is  supplied  as  tablets  of 
15  mg.,  as  prolonged-acting  tablets  of  30  mg.  and, 
for  parenteral  use,  as  serum-type  vials  of  30  mg.  The 
parenteral  dose  should  be  adjusted  to  the  patient’s 
requirement  and  may  be  up  to  30  mg.  or  more  every 
six  hours,  intramuscularly  or  intravenously. 

(1)  Bilbao,  M.  K.;  Frische,  L.  H.;  Rosch,  J.,  and  Dot- 
ter,  C.  T.:  Hypotonic  Duodenography,  Scientific 
Exhibit,  Radiological  Society  of  North  America, 
Chicago,  Nov.  27— Dec.  2,  1966. 

(2)  Bilbao,  M.  K.;  Frische,  L.  H.;  Dotter,  C.  T.,  and 
Rosch,  J.:  Hypotonic  Duodenography,  Radiology 
89:438-443  (Sept.)  1967. 

See  also:  Liotta,  D. : Pour  le  diagnostic  des  tumeurs 
du  pancreas:  La  duodenographiehypotonique,Lyon 
chir.  50:445-460  (May-June)  1955. 


SEARLE 


Research  in  the  Service  of  Medicine 


BENADRYLin’BS 


When  it’s  more  than  a bad  cold 


your  patient  can  feel  better 
while  she’s  getting  better 


Achrocidiri 

Tetracycline  HCl— Antihistamine— Analgesic  Compound 

Each  tablet  contains;  ACHROMYCIN®  Tetracycline  HCl  125  mg.;  Phenacetin  120  mg.; 
Caffeine  30  mg.;  Salicylamide  150  mg.;  Chlorothen  citrate  25  mg. 


In  tetracycline-sensitive  bacterial  infection  complicating  respiratory  allergy,  ACHROCIDIN 
brings  the  treatment  together  in  a single  prescription— prompt  relief  of  headache  and  conges- 
tion together  with  effective  control  of  the  organisms  frequently  responsible  for  complications 
leading  to  prolonged  disability  in  the  susceptible  patient. 

For  children  and  elderly  patients  you  may  prefer  caffeine-free  ACHROCIDIN  Syrup.  Each 
5 cc  contains:  ACHROMYCIN  (Tetracycline)  equivalent  to  Tetracycline  HCl  125  mg.;  Phen- 
acetin 120  mg.;  Salicylamide  150  mg.;  Ascorbic  Acid  (C)  25  mg.;  Pyrilamine  Maleate  15  mg. 


Contraindications:  Hypersensitivity  to  any  compo- 
nent. 

Warning:  In  renal  impairment,  since  liver  toxicity  is 
possible,  lower  doses  are  indicated;  during  prolonged 
therapy  consider  serum  level  determinations.  Photo- 
dynamic reaction  to  sunlight  may  occur  in  hyper- 
sensitive persons.  Photosensitive  individuals  should 
avoid  exposure;  discontinue  treatment  if  skin  dis- 
comfort occurs. 

Precautions:  Drowsiness,  anorexia,  slight  gastric  dis- 
tress can  occur.  In  excessive  drowsiness,  consider 
longer  dosage  intervals.  Persons  on  full  dosage 
should  not  operate  vehicles.  Nonsusceptible  organ- 
isms may  overgrow;  treat  superinfection  appropri- 
ately. Treat  beta-hemolytic  streptococcal  infections 
at  least  10  days  to  help  prevent  rheumatic  fever  or 
acute  glomerulonephritis.  Tetracycline  may  form  a 
stable  calcium  complex  in  bone-forming  tissue  and 


may  cause  dental  staining  during  tooth  development 
(last  half  of  pregnancy,  neonatal  period,  infancy, 
early  childhood). 

Adverse  Reactions:  Gastrointestinal— anorexia,  nau- 
sea, vomiting,  diarrhea,  stomatitis,  glossitis,  entero- 
colitis, pruritus  ani.  — maculopapular  and 
erythematous  rashes;  exfoliative  dermatitis;  photo- 
sensitivity; onycholysis,  nail  discoloration.  Kidney 
-dose-related  rise  in  BUN.  Hypersensitivity  reac- 
tions—urticaria,  angioneurotic  edema,  anaphylaxis. 
Intracranial— hniging  fontanels  in  young  infants. 
7ee?/i— yellow-brown  staining;  enamel  hypoplasia. 
Blood— anemia,  thrombocytopenic  purpura,  neutro- 
penia, eosinophilia.  L/vc’r— cholestasis  at  high  dosage. 

Upon  adverse  reaction,  stop  medication  and  treat 
appropriately. 
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Come  to  the  Meeting 


Each  September  brings  a number  of 
pleasant  events  to  Kentucky.  It  marks  the 
beginning  of  fall  which  is  a beautiful  sea- 
son for  this  state.  There  is  the  parade  of  col- 
lege students  back  to  the  campuses;  the  begin- 
ning of  football  season — and  there  is  many  an 
avid  football  fan  in  this  basketball  state.  A 
pleasant  occasion  for  the  physicians  is  the  An- 
nual Meeting  of  the  Kentucky  Medical  Associa- 
tion. It  is  pleasant  because  it  is  an  opportunity 
to  see  old  friends  and  to  relax  a few  days  in 
Louisville. 

Of  course,  it  is  more  than  just  a pleasant 
social  occasion;  it  is  an  excellent  meeting  from 
the  standpoint  of  medical  education.  The  cali- 
ber of  the  Annual  Meeting  of  KMA  is  such  that 
all  Kentucky  physicians  may  take  pride  in  it. 

In  recent  years,  a very  good  percentage  of  the 
state’s  physicians  attend  all  or  part  of  this 
meeting. 

Again  this  year  the  program  is  an  excellent 
one  and  the  editors  of  The  Journal  welcome 

Progress 

The  members  of  the  class  of  ’23  will  find 
changes  in  education  and  in  medical 
care  greater,  perhaps,  than  they  antici- 
pated when  they  come  to  Kentucky  for  re- 
union in  September.  In  1919  when  the  last 
victim  for  the  freshman  class  had  been  cor- 
ralled there  were  42  nondescript  souls  re- 
cruited from  Idaho  to  West  ’Virginia  and  from 
Cleveland  to  Texas,  and  no  one  had  been  re- 
fused admission  who  presented  even  a mini- 
mum of  qualifications.  This  year  there  are  100 
carefully  chosen  from  more  than  twice  that 
number  who  had  passable  credentials,  and  80 
in  the  freshman  class  at  the  University  of  Ken- 
tucky College  of  Medicine  in  Lexington  who 
have  been  just  as  carefully  selected.  In  two 


the  state’s  physicians  to  the  annual  event.  We 
also  welcome  the  wives,  medical  students, 
nurses  and  all  other  visitors.  We  hope  it  will 
be  a pleasant  occasion  for  them  as  well  as  the 
physicians.  We  appreciate  the  cooperation  and 
the  help  that  the  Program  Committee  receives 
from  the  faculties  of  the  University  of  Louisville 
and  the  University  of  Kentucky.  Faculty  mem- 
bers give  time  and  effort  to  the  success  of  the 
Annual  Meeting  and  we  are  grateful  for  it. 

The  exhibits  always  add  to  the  meeting  and 
we  express  our  thanks  to  all  of  the  many  dif- 
ferent companies  active  in  the  health  field  who 
are  having  exhibits  this  year.  There  are  a num- 
ber of  good  scientific  exhibits  this  year  and  all 
in  all  it  promises  to  be  a good  meeting.  A 
record  breaking  attendance  at  the  Annual 
Meeting  would  be  a good  statistic  to  add  to  a 
pleasant  Kentucky  fall. 

Walter  S.  Coe,  M.D. 

Report 

more  years,  with  the  completion  of  our  new 
teaching  facilities,  the  class  will  be  increased 
to  128  and  the  class  at  Lexington  perhaps  to 
100.  Thus  Kentucky  now  and  in  the  future 
stands  well  toward  the  top  among  the  50  states 
in  opportunities  for  medical  education  in  ra- 
tio to  its  population  of  three  million. 

There  will  be  opportunity  to  visit 
Louisville’s  rapidly  expanding  medical  center. 
In  the  midst,  rising  well  above  the  ground 
now,  are  the  $25  million  medical  and  dental 
instruction  units  and  the  library  adjacent  to 
the  medical-dental  research  building  complet- 
ed and  in  operation  for  the  past  four  years. 
The  eye  research  building  is  nearing  comple- 
tion as  is  also  the  city  health  department’s 
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beautiful  new  facility.  The  Mental  Health, 
Radiation,  and  Rehabilitation  Centers  have 
been  in  operation  for  several  years  as  has  an 
apartment  building  for  medical  and  dental 
residents,  internes,  and  students.  The  relative- 
ly new  Jewish  and  Methodist  Evangelical  Hos- 
pitals are  now  in  preparation  for  extensive  en- 
largements. Norton  Memorial  Infirmary  and 
Children’s  Hospital  are  almost  ready  to  begin 
construction  of  their  new  combined  complex. 
Plans  for  rebuilding  General  Hospital  are  be- 
ing made  and  there  is  prospect  of  a new  teach- 
ing hospital.  Two  professional  buildings,  now 


fully  occupied,  bring  together  the  largest  num- 
ber of  physicians  and  dentists  at  any  one  loca- 
tion in  the  city.  Plans  are  being  projected  for 
a variety  of  other  facilities  in  the  Center. 

We  are  glad  to  report  that  during  your 
long  absence  in  far-away  places,  the  medical 
situation  at  home  has  not  been  static.  You 
are  welcome  home.  We  hope  you  will  enjoy 
what  you  see.  Mayhap  you  will  get  a ride 
upstream  on  the  Belle  of  Louisville.  It’s  a fine 
ship  and  may  even  get  back  to  port  without  a 
breakdown. 

Sam  a.  Overstreet,  M.D. 


Challenge 


IN  a search  for  values  of  medicine,  an  assay 
of  a cross  section  of  the  Medical  Center  to- 
day may  not  be  completely  meaningful; 
perspective  seems  essential.  From  a review  of 
past  performance  together  with  an  evaluation 
of  present  status  may  be  gleaned  true  and 
potential  values  of  medicine  to  mankind. 

Medicine  is  entering  a new  phase.  One  is  be- 
ginning to  see  a new  challenge  in  metabolic 
disease,  hereditary  and  the  aging  process  of 
which  the  Heart  disease.  Cancer,  and  Stroke 
program  is  a part.  There  is  new  basic  knowl- 
edge involved  in  meeting  the  challenge;  this 
new  knowledge  consists  of  a series  of  break- 
throughs in  the  last  two  decades  consisting  of 
(1)  Avery’s  establishment,  in  1945,  of  the 
nucleic  acids  as  the  carriers  of  hereditary 
material,  (2)  Watson’s  and  Crick’s  establish- 
ment, in  1953,  of  the  shape,  structure  and 
mechanism  of  transmission  of  hereditary  mate- 
rial of  DNA,  (3)  Nirenberg’s  breaking  the 
genetic  code,  in  1962,  spelling  out  how  man 
begets  man  and  mice  beget  mice — the  language 
of  life,  and  (4)  Lederberg’s  creation,  in  1967, 
of  life  in  the  test  tube.  This  new  knowledge 
gives  a better  understanding  of  the  phenomena 
of  life  and  of  disease. 

Medicine  today  is  at  about  that  stage  in 
the  development  of  the  new  phase  that  it  was 
at  the  turn  of  the  century  in  meeting  the  chal- 
lenges of  the  microbial  diseases.  At  that  time 
there  were  breakthroughs  in  basic  knowledge; 
there  were  specific  microbes  for  a specific 
disease;  there  were  antitoxin  and  preventive 
vaccines;  later  came  understanding  of  epi- 
demics, mass  immunizations,  antibiotics,  speci- 
fic drugs  and  organized  effort.  Surgery  was 


relieved  of  the  menace  of  infection.  The  chal- 
lenge of  microbial  disease  was  met  with  marked 
success.  In  the  lifetime  of  men  living  today,  the 
life  span  has  lengthened  by  nearly  30  years; 
infant  mortality  has  declined  from  a probable 
300  plus  in  the  1880’s;  doctors  living  in  Lex- 
ington today  have  seen  infant  mortality  decline 
since  1923  from  116  to  the  20’s.  Freshmen 
men  students  entering  the  University  of  Ken- 
tucky during  a 23  year  span,  1930  to  1953, 
are  one-half  year  younger,  3.9  inches  taller, 
and  23.2  pounds  heavier;  women  are  .7  years 
younger,  2.6  inches  taller,  and  10.1  pounds 
heavier.  For  the  same  period  positive  tuber- 
culin tests  of  all  freshmen  have  declined  from 
35  percent  to  8 percent.  These  gains  in  life 
values  have  come  largely  through  control  of 
microbial  diseases  and  better  nutrition. 

The  new  phase  of  medicine  has  potential 
comparable  to  the  microbial  phase  at  the  turn 
of  the  century.  Then  the  basic  discipline  in- 
volved was  microbiology;  now  the  new  phase 
involves  the  basic  disciplines  of  biochemistry, 
biophysics  and  cell  biology;  this  new  phase  is 
more  complex;  it  touches  the  phenomena  of 
life  itself;  it  has  strong  public  support  and  or- 
ganized effort;  it  has  attracted  real  talent.  The 
results  may  not  be  as  spectacular;  there  may 
not  be  room  this  side  of  the  natural  limits  of 
life  for  a gain  of  another  30  years  of  longevity 
predicted  by  Paul  White.  But  there  is  potential 
for  a longer  life  and  improvement  in  the  quality 
of  life. 

The  recent  breakthroughs  in  basic  knowledge 
are  sure  to  have  an  impact  on  the  medicine  of 
the  future;  the  challenge  of  the  future  must  be 
met.  J.  S.  Chambers,  M.D. 
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When  it’s  time  for  Thorazine"cH.^romazme 


...can  you  depend  on  less.^ 


For  profound  calming  effect  in  moderate  to  severe  mental  and 
emotional  disturbances  of  everyday  practice. 

Before  prescribing,  see  complete  information,  including  adverse 
effects  reported  with  phenothiazines  and  symptoms  and  treatment 
of  overdosage,  in  SK&F  literature  or  PDR.  The  following  is  a 
brief  precautionary  statement. 

Contraindications:  Comatose  states  or  the  presence  of  large 
amounts  of  C.N.S.  depressants. 

Precautions:  Potentiation  of  C.N.S.  depressants  may  occur 
(reduce  dosage  of  such  agents  when  used  concomitantly).  Use 
with  caution  in  patients  with  chronic  respiratory  disorders. 
Antiemetic  effect  may  mask  overdosage  of  toxic  drugs  or  obscure 
other  conditions.  Administer  in  pregnancy  only  when  necessary. 
Because  of  possible  drowsiness  use  cautiously  and  warn  patients 
who  operate  vehicles  or  machinery. 

Adverse  Reactions:  Drowsiness;  dry  mouth;  nasal  congestion; 


constipation;  amenorrhea;  miosis;  mild  fever;  weight  gain; 
hypotensive  effects,  sometimes  severe  with  I.M.  administration; 
epinephrine  effects  may  be  reversed;  dermatological  reactions; 
parkinsonism-like  symptoms  on  high  dosages  (in  rare  instances, 
may  persist);  lactation  and  moderate  breast  engorgement 
(in  females  on  high  dosages);  and  less  frequently,  cholestatic 
jaundice  (use  cautiously  in  patients  with  liver  disease).  Adverse 
reactions  occurring  rarely,  include:  mydriasis;  agranulocytosis: 
skin  pigmentation;  epithelial  keratopathy;  lenticular  and 
corneal  deposits  (after  prolonged  substantial  doses). 

Available:  Tablets,  10  mg.,  25  mg.,  50  mg.,  100  mg.  and  200  mg.; 
Spansule®  capsules,  30  mg.,  75  mg.,  150  mg.,  200  mg.  and  300  mg. 
Injection,  25  mg./cc.;  Syrup,  10  mg,/5  cc.;  Suppositories,  25  mg. 
and  100  mg. 


©1967,  1968  Smith  Kline  4 French  Laboratories 

Smith  Kline  & French  Laboratories,  Philadelphia 
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G^G^Tablets  Elixir 
^dpor  ^ron  ^^J^eficiency  Q/^nemia 


BREON  LABORATORIES  INC. 

Subsidiary  of  Sterling  Drug  Inc. 

90  Park  Avenue,  New  York,  N.Y.  10016 


K 


FAMOUS 


brand  of  FERROUS 


GLUCONATE 


HIGHLAND  HOSPITAL 

Asheville,  North  Carolina 
Founded  1904 

A DIVISION  OF  THE  DEPARTMENT  OF  PSYCHIATRY 
OF  DUKE  UNIVERSITY 

Accredited  by  the  Joint  Commission  on  Accreditation  and  Certified  for  Medicare 

Complete  facilities  for  evaluation  of  and  intensive  treatment  of  psychiatric  patients,  in- 
cluding individual  psychotherapy,  group  therapy,  psychodrama,  electro-convulsive 
therapy,  Indoklon  convulsive  therapy,  drugs,  social  service  work  with  families,  family 
therapy  and  an  extensive  and  well  organized  activities  program,  including  occupational 
therapy,  art  therapy,  athletic  activities  and  games,  recreational  activities  and  outings. 
The  treatment  program  of  each  patient  is  carefully  superposed  in  order  that  the  thera- 
peutic needs  of  each  patient  may  be  realized. 

Complete  modern  facilities  with  85  acres  of  landscaped  and  wooded  grounds  in  the 
City  of  Asheville. 

Brochures  and  information  on  financial  arrangements  available 
Contact:  Mrs.  Elizabeth  Harkins,  ACSW,  Coordinator  of  Admissions 

or 

Charles  W.  Neville,  Jr.,  M.D. 

Assistant  Professor  of  Psychiatry  and  Medical  Director 
Area  Code  704  - 253-2761 
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Results  on  skin  are  final  proof  of  any  topical  antibiotic’s  effectiveness 

No  in  vitro  test  can  duplicate  a clinical  situation  on  living  skin.  ‘Neosporin’  (polymyxin  B 
— bacitracin  — neomycin)  Ointment  has  consistently  proven  its  effectiveness  in  thousands  of 
cases  of  bacterial  skin  infection.  The  spectra  of  the  three  antibiotics  overlap  in  such  a \way 
as  to  provide  bactericidal  action  against  most  pathogenic  bacteria  likely  to  be  found  topically. 
Diffusion  of  the  antibiotics  from  the  special  petrolatum  base  is  rapid  since  they  are  insoluble 
in  the  petrolatum,  but  readily  soluble  in  tissue  fluids.  The  Ointment  is  bland  and  nonirritating. 

Caution:  As  with  other  antibiotic  preparations,  prolonged  use  may  result  in  overgrowth  of  nonsuscep- 
tible  organisms  and/or  fungi. -Appropriate  measures  should  be  taken  if  this  occurs.  Articles  in  the 
current  medical  literature  indicate  an  increase  in  the  prevalence  of  persons  allergic  to  neomycin. 
The  possibility  of  such  a reaction  should  be  borne  in  mind. 

Contraindications:  This  product  is  contraindicated  in  those  individuals  who  have  shown  hyper- 
sensitivity to  any  of  its  components. 

Supplied:  Tubes  of  1 oz.,  Vz  oz.  with  applicator  tip,  and  Ve  oz.  with  ophthalmic  tip. 

Complete  literature  available  on  request  from  Professional  Services  Dept.  PML 


'NEOSPORIIf' 


brand 


POLYiYXi 


BACITRACII-NEOiYCIN 

OINTMENT 


BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,  Tuckahoe,  N.Y. 


Muscle  in  Spasi 


and  Valium  (diazepam) 


The  ability  of  Valium  to  help  relieve  skeletal  muscle  spasm— 
as  well  as  psychic  tension— demonstrates  its  clinical  value  and 
versatility. 

The  muscle-relaxant  effect  obtained  with  Valium,  used  ad- 
junctively  with  other  drugs  or  physiotherapy,  favorably 
affects  the  entire  cluster  of  spasm-related  symptoms  . . . helps 
accelerate  return  to  normal  activity. 

When  skeletal  muscle  spasm  and  psychic  tension  coexist,  the 
calming  effect  of  Valium  is  an  added  therapeutic  benefit  that 
contributes  to  the  total  management  of  the  patient. 

Before  prescribing,  please  consult  complete  product  information,  a summary  of 
which  follows: 

Indications:  Tension  and  anxiety  states;  somatic  complaints  which  are  concomi- 
tants of  emotional  factors;  psychoneurotic  states  manifested  by  tension,  anxiety, 
apprehension,  fatigue,  depressive  symptoms  or  agitation;  acute  agitation,  tremor, 
delirium  tremens  and  hallucinosis  due  to  acute  alcohol  withdrawal;  adjunctively  in 
skeletal  muscle  spasm  due  to  reflex  spasm  to  local  pathology,  spasticity  caused  by 
upper  motor  neuron  disorders,  athetosis,  stiflF-man  syndrome,  convulsive  disorders 
(not  for  sole  therapy). 

Contraindicated:  Known  hypersensitivity  to  the  drug.  Children  under  6 months 
of  age.  Acute  narrow  angle  glaucoma. 

Warnings:  Not  of  value  in  psychotic  patients.  Caution  against  hazardous  occupa- 
tions requiring  complete  mental  alertness.  When  used  adjunctively  in  convulsive 
disorders,  possibility  of  increase  in  frequency  and/or  severity  of  grand  mal  seizures 
may  require  increased  dosage  of  standard  anticonvulsant  medication;  abrupt  with- 
drawal may  be  associated  with  temporary  increase  in  frequency  and/or  severity  of 
seizures.  Advise  against  simultaneous  ingestion  of  alcohol  and  other  CNS  depres- 
sants. Withdrawal  symptoms  have  occurred  following  abrupt  discontinuance.  Keep 
addiction-prone  individuals  under  careful  surveillance  because  of  their  predisposi- 
tion to  habituation  and  dependence.  In  pregnancy,  lactation  or  women  of  child- 
bearing age,  weigh  potential  benefit  against  possible  hazard. 

Precautions:  If  combined  with  other  psychotropics  or  anticonvulsants,  consider 
carefully  pharmacology  of  agents  employed.  Usual  precautions  indicated  in  patients 
severely  depressed,  or  with  latent  depression,  or  with  suicidal  tendencies.  Observe 
usual  precautions  in  impaired  renal  or  hepatic  function.  Limit  dosage  to  smallest 
effective  amount  in  elderly  and  debilitated  to  preclude  ataxia  or  oversedation. 

Side  Effects:  Drowsiness,  confusion,  diplopia,  hypotension,  changes  in  libido, 

nausea,  fatigue,  depression,  dysarthria,  jaundice,  skin  rash,  ataxia,  constipation, 
headache,  incontinence,  changes  in  salivation,  slurred  speech,  tremor,  vertigo,  uri- 
nary retention,  blurred  vision.  Paradoxical  reactions  such  as  acute  hyperexcited 
states,  anxiety,  hallucinations,  increased  muscle  spasticity,  insomnia,  rage,  sleep 
disturbances,  stimulation,  have  been  reported;  should  these  occur,  discontinue  drug. 
Isolated  reports  of  neutropenia,  jaundice;  periodic  blood  counts  and  liver  function 
tests  advisable  during  long-term  therapy. 


Valium  (diazepam) 

2-mg,  5-mg,  10-mg  tablets 


Roche® 

LABORATORIES 


Division  of  Hoffmann-La  Roche  Inc. 
Nutley.  New  Jersey  07110 


Luuiy  luai  weeKy  wiin 

a painful  shoulder.  That’s  a lot  of  fish. 

It  might  have  been  different  with  Butazolidin* 


100  mg.  phenylbutazone 

100  mg.  dried  aluminum  hydroxide  gel 

150  mg.  magnesium  trisilicate 

1.25  mg.  homatropine  methylbromide 


If  it  doesn’t  work  in  a week,  forgT 


t please  don’t  forget  this: 

ntraindications:  Edema;  danger  of  cardiac 
compensation ; history  or  symptoms  of  peptic 
;er;  renal,  hepatic  or  cardiac  damage; 
tory  of  drug  allergy;  history  of  blood  dys- 
isia.  The  drug  should  not  be  given  when  the 
tient  is  senile  or  when  other  potent  drugs  are 
en  concurrently.  Large  doses  of  the  alka 
mulation  are  contraindicated  in  glaucoma. 

irning:  If  coumarin-type  anticoagulants  are 
en  simultaneously,  watch  for  excessive 
rease  in  prothrombin  time.  Instances  of 
ere  bleeding  have  occurred.  Persistent  or 
ere  dyspepsia  may  indicate  peptic  ulcer; 
form  upper  gastrointestinal  x-ray  diagnostic 
ts  if  drug  is  continued.  Pyrazole  compounds 
y potentiate  the  pharmacologic  action  of 
fonylurea,  sulfonamide-type  agents  and 
ulin.  Carefully  observe  patients  receiving 
:h  therapy.  Use  with  caution  in  the  first  tri- 
ster  of  pregnancy  and  in  patients  with 
roid  disease. 

cautions:  Before  prescribing,  carefully 
;ct  patients,  avoiding  those  responsive  to 
tine  measures  as  well  as  contraindicated 
ents.  Obtain  a detailed  history  and  a com- 
e physical  and  laboratory  examination, 
uding  a blood  count.  The  patient  should  not 
eed  recommended  dosage,  should  be 
>ely  supervised  and  should  be  warned  to 
continue  the  drug  and  report  immediately 
ver,  sore  throat,  or  mouth  lesions  (symp- 

is  of  blood  dyscrasia);  sudden  weight  gain 
ter  retention);  skin  reactions;  black  or  tarry 
)ls  or  other  evidence  of  intestinal  hemor- 
ge  occur.  Make  complete  blood  counts  at 
ikiy  intervals  during  early  therapy  and  at 
eek  intervals  thereafter.  Discontinue  the 
g immediately  and  institute  counter- 
psures  if  the  white  count  changes  signifi- 
jtly,  granulocytes  decrease,  or  immature 
,is  appear.  Use  greater  care  in  the  elderly 
in  hypertensives. 

erse  Reactions:  The  more  common  are 
pea  and  edema.  Swelling  of  the  ankles  or 
may  be  minimized  by  withholding  dietary 
reduction  in  dosage  or  use  of  diuretics.  In 
riy  patients  and  in  those  with  hypertension 
hrug  should  be  discontinued  with  the 
Uarance  of  edema.  The  drug  has  been 
I'Ciated  with  peptic  ulcer  and  may  reac- 
‘ e a latent  peptic  ulcer.  The  patient  should 


be  instructed  to  take  doses  immediately  before 
or  after  meals  or  with  milk  to  minimize  gastric 
upset.  Drug  rash  occasionally  occurs.  If  it 
does,  promptly  discontinue  the  drug.  Agranu- 
locytosis, exfoliative  dermatitis,  Stevens- 
Johnson  syndrome,  Lyell’s  syndrome  (toxic 
necrotizing  epidermolysis),  or  a generalized 
allergic  reaction  similar  to  serum  sickness  may 
occur  and  require  permanent  withdrawal  of 
medication.  Agranulocytosis  can  occur  sud- 
denly in  spite  of  regular,  repeated  normal  white 
counts.  Stomatitis,  salivary  gland  enlarge- 
ment, vomiting,  vertigo  and  languor  may  occur. 
Leukemia  and  leukemoid  reactions  have  been 
reported.  While  not  definitely  attributable  to 
the  drug,  a causal  relationship  cannot  be 
excluded.  Thrombocytopenic  purpura  and 
aplastic  anemia  may  occur.  Confusional  states, 
agitation,  headache,  blurred  vision,  optic 
neuritis  and  transient  hearing  loss  have  been 
reported,  as  have  hyperglycemia,  hepatitis, 
jaundice,  hypersensitivity  angiitis,  pericarditis 
and  several  cases  of  anuria  and  hematuria. 
With  long-term  use,  reversible  thyroid  hyper- 
plasia may  occur  infrequently.  Moderate 
lowering  of  the  red  cell  count  due  to  hemo- 
dilution  may  occur. 


In  selecting  the  appropriate  dosage  in  any  spe- 
cific case, consideration  should  be  given  to  the 
patient’s  weight,  general  health,  age  and  any 
other  factors  influencing  drug  response.  <b).„070.. 

For  complete  details, 

please  see  full  prescribing  information. 


Geigy  Pharmaceuticals 

Division  of  Geigy  Chemical  Corporation 

Ardsley,  New  York  10502 


Dosage  in  Painful  Shoulder:  Initial:  3 to  6 
capsules  daily  in  3 or  4 equal  doses.  Trial 
period:  1 week.  Maintenance  dosage  should 
not  exceed  4 capsules  daily;  response  is  often 
achieved  with  1 or  2 capsules  daily. 


Butazolidin^  alka  Geigy 

Capsules 

100  mg.  phenylbutazone 

100  mg.  dried  aluminum  hydroxide  gel 

150  mg.  magnesium  trisilicate 

1.25  mg.  homatropine  methylbromide 


ORGANIZATION  SECTION 


Color  TV,  President’s  Luncheon 
To  Highlight  Annual  Meeting 

Four  color  TV  panel  discussions  and  an  address 
by  the  lieutenant  governor  of  Oklahoma  at  the 
President’s  Luncheon  will  highlight  the  program 
planned  for  the  KMA  Annual  Meeting  September  24- 
26  in  Louisville. 

Each  of  the  four  sessions  of  the  scientific  pro- 
gram at  Convention  Center  will  feature  a color  TV 
presentation  followed  by  a panel  discussion  in 
which  guest  speakers  and  KMA  members  will  par- 
ticipate. The  themes  for  these  sessions  will  be 
“Respiratory  Diseases,”  “Emergency  Medical  Care,” 
“Office  Examinations”  and  “Human  Sexuality.” 

Oklahoma’s  Lt.  Governor  George  Nigh  will  enter- 
tain physicians  and  their  wives  with  a talk  en- 
titled “It’s  a East,  Fast  World”  at  the  President’s 
Luncheon  September  25  in  the  Flag  Room  of  the 
Kentucky  Hotel.  KMA’s  three  top  awards  will  also 
be  presented  at  that  time. 

During  the  three-day  session  at  Convention  Cen- 
ter, a number  of  guest  speakers  and  KMA  members 
will  participate  in  the  scientific  program  to  discuss  a 
variety  of  medical  topics.  Seventy-six  technical  ex- 
hibits and  21  scientific  exhibits  will  be  on  display  in 
the  Technical  Exhibit  Hall  for  the  benefit  of  mem- 
bers and  guests. 

Other  special  features  will  include  meetings  of  16 
specialty  groups,  two  sessions  of  the  KMA  House  of 
Delegates,  an  Orientation  Program  for  new  KMA 
members,  the  annual  convention  of  the  Woman’s 
Auxiliary,  the  KEMPAC  Seminar  and  University  of 
Louisville  Alumni  Reunions. 

All  Kentucky  physicians  are  urged  by  KMA  Presi- 
dent George  E.  Brockman,  M.D.  to  take  advantage 
of  this  outstanding  opportunity  to  acquire  the  most 
up-to-date  information  on  medical  progress  by  par- 
ticipating in  the  1968  Annual  Meeting. 

AMPAC  Board  Member  To  Appear 
On  KEMPAC  Seminar  Program 

A feature  of  the  annual  KEMPAC  Seminar 
September  23  will  be  a talk  by  Mrs.  Frank  Gasti- 
neau,  Indianapolis,  Ind.,  a member  of  the  AMPAC 
Board.  Beginning  at  6 p.m.  in  the  Flag  Room  of  the 
Kentucky  Hotel,  the  evening’s  program  will  include 
a reception  and  banquet  followed  by  the  seminar,  ac- 
cording to  John  C.  Quertermous,  M.D.,  Murray, 
KEMPAC  Board  chairman. 

Mrs.  Gastineau,  who  served  as  president  of  the 
Woman’s  Auxiliary  to  the  American  Medical  Associ- 


ation in  1959-60,  will  discuss  some  of  the  ways  in 
which  members  of  KEMPAC  may  support  their  candi- 
dates in  the  coming  election.  She  will  place  special 
emphasis  on  the  woman’s  role  in  these  activities. 

Sharing  the  program  with  Mrs.  Gastineau  will  be 
Kentucky’s  U.S.  senatorial  candidates.  Miss  Katherine 
Peden  (D),  Hopkinsville,  and  Judge  Marlow  Cook 
(R),  Louisville.  The  two  candidates  have  been  asked 
to  discuss  the  means  through  which  members  of 
the  medical  profession  can  most  effectively  partici- 
pate in  political  action. 


KMA,  Auxiliary  Plan  Reception 
During  Annual  Meeting 

The  Kentucky  Medical  Association  and  the 
Woman’s  Auxiliary  to  KMA  extend  a most  cordial 
invitation  to  you  to  attend  a reception  from  5:30 
to  7:15  p.m.,  Tuesday,  September  24,  in  the  Mirror 
Room  (just  off  the  lobby)  of  the  Kentucky  Hotel. 

While  other  meetings  are  scheduled  later  during 
the  evening,  the  Auxiliary  and  KMA  hope  you  will 
find  this  an  opportune  time,  as  your  first  function 
of  the  evening,  to  be  present. 

You  will  have  an  opportunity  at  the  reception  to 
greet  the  president-elect  of  KMA,  Henry  B.  Asman, 
M.D.,  Louisville,  and  the  president-elect  of  the 
Auxiliary,  Mrs.  William  H.  McBeath,  Lexington,  and 
to  meet  some  of  our  distinguished  guests  and  your 
friends  from  throughout  the  state. 


Annual  AMA  Clinical  Convention 
To  Be  Dec.  1-4  in  Miami  Beach 

The  22nd  Annual  Clinical  Convention  of  the 
American  Medical  Association,  featuring  medical  mo- 
tion pictures,  color  telecasts,  postgraduate  courses, 
breakfast  roundtables  and  clinical  workshops,  will 
be  in  Miami  Beach,  Fla.,  December  1-4,  according  to 
a recent  release  from  the  AMA  Headquarters  Of- 
fice. 

Among  the  motion  pictures  scheduled  to  be 
shown  at  the  convention,  two  of  the  five  premiere 
films  will  be  “Shock  and  Recognition  and  Manage- 
ment” and  “Granulomatous  and  Ulcerative  Colitis.” 
A film  symposium  is  planned  on  “Problems  of  Chest 
Pain.” 

Two  one-hour  sessions  of  postgraduate  courses 
daily  will  concern  diabetes,  fluid  and  electrolyte 
balance  and  thyroid  disease.  Clinical  workshops  will 


830 


September  1968  • The  Journ  o> 


include  the  topics  of  eye  problems,  cardiovascular 
disease,  diabetes  and  office  urology. 

The  color  television  programs  will  cover  obstetrics- 
gynecology,  cerebral  vascular  disease  and  amputee 
and  stroke  rehabilitation.  Four  breakfast  round- 
1 tables  will  include  discussions  of  many  facets  of 

medicine. 

' All  physicians  are  invited  by  Dwight  L.  Wilbur, 

M.D.,  AMA  president,  to  attend  any  of  the  sessions 
of  the  Clinical  Convention  and  to  view  the  125 
scientific  exhibits  on  display  during  the  meeting. 

KPA  Names  Louisville  Pharmacist 
President-Elect  at  July  Mtg. 

The  Kentucky  Pharmaceutical  Association  chose 
Joseph  T.  Elmes,  Sr.,  R.Ph.,  Louisville,  as  its  new 

president-elect  and  in- 
stalled Vernon  B.  Hager, 
R.  Ph.,  Nicholasville, 
president  at  its  91st  An- 
nual Convention  July 
21-25  in  Lexington. 

Other  KPA  officers 
for  1968-69  include  J.  B. 
Hitt  II,  R.  Ph.,  Lexing- 
ton, second  vice-presi- 
dent; David  D.  Dubrock, 
R.  Ph.,  Arlington,  third 
vice-president;  Leo  J. 
Wagner,  R.  Ph.,  secretary;  and  Maxwell  H.  Schulten, 
R.  Ph.,  treasurer.  Wagner  and  Schulten  are  also  from 
Louisville. 

Elmes  graduated  from  the  University  of  Kentucky 
College  of  Pharmacy  in  1950.  He  is  a past  president 
and  chairman  of  the  board  of  directors  of  the  Jeffer- 
son County  Academy  of  Pharmacy,  a former  mem- 
ber of  the  board  of  the  Jefferson  County  Academy  of 
Pharmacy,  a former  member  of  the  board  of  the 
Jefferson  County  Pharmaceutical  Society,  a member 
of  the  American  Pharmaceutical  Association  and 
was  a member  of  the  KPA  board  from  1966-68. 


Home  Care  Conference  Scheduled 


October  16-17  in  Louisville 


A two-day  Home  Care  Conference,  featuring  a 
keynote  address  by  Sidney  Chapin,  M.D.,  Home 
Care  Medical  Director  of  the  Detroit  Visiting  Nurse 
Association  has  been  planned  for  October  16  and 
17  in  Louisville. 

Jointly  sponsored  by  the  Health  Facilities  Council, 
Inc.,  the  Kentucky  Department  of  Health  and  the 
Visiting  Nurse  Association,  the  program  will  also 
include  panel  discussions  and  group  workshops  in 
which  physicians  and  members  of  allied  medical 
groups  will  participate. 

All  Kentucky  physicians  are  invited  to  attend  the 
Conference  and  will  receive  a brochure  of  program 
details,  including  the  location  of  the  meeting,  in 
September. 
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Twenty-One  Scientific  Exhibits  Set 
For  Display  at  Annual  Meeting 

Twenty-one  scientific  exhibits  depicting  the  latest  ad- 
vances in  medical  progress  and  research  have  been 
selected  for  display  at  Convention  Center  during  the 
KMA  Annual  Meeting,  September  24-26  in  Louisville. 
The  exhibits  will  be  located  between  the  Technical 
Exhibit  Hall  and  the  Scientific  Assembly  Hall  dur- 
ing the  three-day  session. 

The  prize-winning  exhibitor  will  receive  a plaque 
from  KMA  and  the  Aesculapius  Award  and  a $200 
check  from  Mead  Johnson  Laboratories.  Each  par- 
ticipating exhibitor  will  be  awarded  a certificate  by 
KMA. 

A complete  list  of  the  exhibits,  supplied  by  Scien- 
tific Exhibits  Committee  Chairman  Thomas  R.  Mar- 
shall, M.D.,  Louisville,  follows. 


“Pacemakers” 

W.  Porter  Mayo,  Jr.,  M.D. 

Richard  B.  McElvein,  M.D. 

Graydon  A.  Long,  M.D. 

‘‘I.U.D.  for  Fertility  Control” 

Ralph  R.  Robinson,  M.D. 

“Use  of  the  Pectoralis  Minor  Muscle  in  Augmentation 
Mammoplasty” 

George  B.  Sanders,  M.D. 

“Food  and  Gastrointestinal  Disorders” 

Mary  Jane  Kibler 

“Fracture  of  the  Face  and  Mandibles” 

Robert  C.  Kratz,  M.D. 

Alvin  C.  Poweleit,  M.D. 

William  Townsend,  D.M.D. 

“Modern  Examination  of  the  Gastrointestinal  Tract 
by  Television  Fluoroscopy  and  Magnetic  Tape  Re- 
cording” 

T.  R.  Marshall,  M.D. 

“The  Management  of  Ocular  Emergencies” 

Dan  M.  Gordon,  M.D. 

“Surgical  Correction  of  Cicatrical  Alopecias” 

D.  B.  Stough,  M.D. 

“The  Valne  of  Gastrocamera  Endorcopy” 

David  H.  Johnston,  M.D. 

Ben  Watson,  M.D. 

“Familial  Multiple  Polyposis” 

Henry  B.  Asman,  M.D. 

“Oral  Cancer  Diagnosis” 

Condict  Moore,  M.D. 

“Eye  Findings  in  Developmental  Disorders” 

William  C.  Edwards,  M.D. 
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“Multiple  Monitored  Exectroconvulsive  Therapy” 
Roger  K.  White,  M.D. 

“Patient’s  Progress  as  Reflected  in  Art” 

Roger  K.  White,  M.D. 

“Renal  Homotransplantation” 

Donald  G.  Vidt,  M.D. 

Bruce  H.  Steward,  M.D. 

Satoru  Nakamoto,  M.D. 

“Recognition  and  Treatment  of  Ocular  Trauma” 

Jonathan  D.  Wirtschafter,  M.D. 

“Evaluation  of  the  Multihandicapped  Child” 
Bernard  Weisskopf,  M.D. 

“Thrombelastography” 

Giovanni  Raccuglia,  M.D. 

“Asymptomatic  Recto-Sigmoidal  Polyps” 

William  T.  Rumage,  Jr.,  M.D. 

John  Eckerle,  M.D. 

Herman  D.  Pocock,  M.D. 

Mr.  Robert  Merrill 

“School  of  Allied  Health  Professions” 

Joseph  Hamburg,  M.D. 

“Current  Management  of  the  RH  Negative  Gravida” 
Joseph  M.  Mahan,  M.D. 

Walter  Wolfe,  M.D. 


TofightTB- 
find  it  first! 


Make  tuberculin  testing  routine 
with  every  physical  examination. 


TUBERCULIN, TINE  TEST 

' {Roseothal) 

Side  effects  are  possible  but  rare:  vesiculation,  ulceration,  or  necrosis 
at  test  site.  Contraindications:  none,  but  use  with  caution  in  active 
tuberculosis.  Available  in  5's  and  25's. 


330-8/6135 


Medical  Groups  Plan  Meetings 
To  Complement  KMA  Session 

A variety  of  miscellaneous  meetings  of  medical 
groups  have  been  planned  in  conjunction  with  the 
KMA  Annual  Meeting  in  September.  The  time,  date 
and  place  of  all  meetings  scheduled  at  press  time 
are  listed  below. 


Saturday,  September  21 

6:30  p.m.  Board  of  Directors,  Kentucky  Physicians 
Mutual,  Dinner,  Pendennis  Club 


Sunday,  September  22 

12:30  p.m.  KMA  Board  of  Trustees,  Luncheon 
meeting.  Parlor  A,  Kentucky  Hotel 

5:00  p.m.  Social  Hour,  University  of  Kentucky 
College  of  Medicine,  Parlors  B and  C, 
Kentucky  Hotel 


Monday,  September  23 

8:00  a.m.  KMA  Awards  Committee,  Breakfast, 
Room  201,  Kentucky  Hotel 

8:30  a.m.  Orientation  Program,  New  KMA  Mem- 
bers, Mirror  Room,  Kentucky  Hotel 

9:00  a.m.  KMA  House  of  Delegates  Meeting, 
Terrace  Room,  Kentucky  Hotel 

12:00  NoonKMA  Maternal  Mortality  Study  Com- 
mittee, Luncheon  meeting.  Room  205, 
Kentucky  Hotel 

12:30  p.m.  Reference  Committee  Chairmen,  Lunch- 
eon, Room  317,  Kentucky  Hotel 

2:00  p.m.  Six  Reference  Committee  meetings.  Par- 
lors A,  B,  C,  and  D and  Rooms  203, 
204,  Kentucky  Hotel 

6:00  p.m.  KEMPAC  Reception,  Banquet  and  Semi- 
nar, Flag  Room,  Kentucky  Hotel 


Tuesday,  September  24 

7:30  a.m.  Panel  on  Respiratory  Diseases,  Break- 
fast meeting.  Room  201,  Kentucky  Hotel 

8:00  a.m.  Cancer  Clinic  Directors,  Breakfast  Meet- 
ing, Room  203,  Kentucky  Hotel 

12:00  Noon  Kentucky  Obstetrical  and  Gynecological 
Society,  Luncheon,  Howard  Johnson’s 

12:00  Noon  Kentucky  Society  of  Pathologists,  Lunch- 
eon, Parlor  C,  Kentucky  Hotel 

12:00  Noon  Board  of  Directors,  University  of  Louis- 
ville Medical  Alumni  Association,  Lunch- 
eon meeting.  The  Old  House 

12:30  p.m.  Kentucky  Flying  Physicians,  Luncheon 
Meeting,  Kentucky  Hotel 

5:30-  KMA-  Woman’s  Auxiliary  Reception, 

7:15  p.m.  Mirror  Room,  Kentucky  Hotel 


(Continued  on  Page  838) 
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(Abbott 
iAntihypertensive 
Buildirja  Bloo^ 


A simplified  approach  ^ 
to  the  practice  management 
of  hypertension 


1 


Enduron:  (methyclothiazide)  A basic 
building  block  for  mild  hypertensives 


Once  a day,  every  day 


ENDURON 

METHyCLOTHIAZIDt 


Excellent  day-long  Na""  output, 
yet  easy  on  the 

Enduron  provides  an  excellent  starting  therapy.  Your  patie: 
sodium  excretion  is  greatly  enhanced.  Yet  potassium  loss  is  E' 
The  therapeutic  action  is  smooth,  and  persists  for  a full  24  ho  '■ 
With  Enduron  you  can  prescribe  convenient  once-a-day  dosg 
without  skimping  your  patients  on  day-long  thiazide  effectiven 
Of  course,  as  with  all  thiazides,  supplemental  dietary  potass  r 
should  also  be  considered. 

Use  Enduron  as  a basic  therapy  in  patients  with  mild  to  n't 
erate  hypertension.  A single  5-mg.  tablet  each  day  is  ampl  : 
most  cases. 


MILD  TO  MODERATE  TO  SE\  j 


I 


See  Brief  Summary  on  final  page  of  advertisement 


Enduronyl:  Its  deserpidine  component 
adds  response  in  moderate  hypertension 


Less  frequent  rauwolfia  side 
effects  than  with  reserpine 

When  you  wish  to  build  further  response,  consider  shifting  to 
Enduronyl. 

Enduronyl  adds  a building  block  of  deserpidine.  This  is  a puri- 
fied rauwolfia  alkaloid  available  only  from  Abbott.  It  adds  good 
antihypertensive  and  tranquilizing  activity.  Yet  its  incidence  of 
untoward  effects,  particularly  lethargy  and  depression,  is  lower 
than  with  reserpine. 

Enduronyl  is  available  plain  or  Forte.  The  latter  provides  its 
variation  where  most  helpful,  by  doubling  the  deserpidine. 

Use  Enduronyl  for  patients  throughout  the  broad  range  of  mild 
to  moderately  severe  hypertension. 


)nce  a day,  every  day 

iNDURONYL* 


EmClOIHIAZIDE5rig.«iltli 

;»IOIN[0.25mg.or(FilE)0.5mg, 


MILD  TO  MODERATE  TO  SEVERE 


See  Brief  Summary  on  final  page  of  advertisement 
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Eutron:  A unique  combination  for  handlinc 
moderate  to  severe  cases 


EUTRON" 


PttOlin# 

H|dcoctiloiide 
MethKtolh)a/xl« 
CMtioo  F(^«|iUSA 
U«  p(of>i^tsdnpeflv<i 
pinaiplico 


NKCramtA  K9.n4i 
NM* 


Affords  almost  uniform  diastolic 
reduction  in  all  body  positions 

Eutron  lowers  diastolic  pressures  nearly  equally,  whether  ycr 
patient  is  standing  up  or  lying  down. 

Thus,  in  clinical  trials,  average  standing  diastolic  readings  wte 
reduced  from  112  pre-treatment  to  90  post-treatment;  sitting  frd 
115  to  95;  and  recumbent  from  1 12  to  94. 

Note  that  following  Eutron,  the  diastolic  reductions  were  nea  y 
alike  in  all  three  body  positions. 

Use  Eutron  for  managing  your  moderate  to  severe  cases,  s 
building  blocks  enhance  each  other;  hence  lesser  doses  often  suffi 


Once  a day,  every  day 

EUTRON 


PmiN[HyDROCHL01E25nig. 

wittiimyClOlWOESnig, 


MILD  TO  MODERATE  TO  SEVEE 


See  Brief  Summary  on  final  page  of  advertisement 


ENDURON 

MEIUyClOIHIAZIDE 


ENDURONYi: 

Each  tablet  contains 
Methyclothiazide  5 mg.  with 
Deserpidine  0.25  mg.  or  0.5  mg. 


Indications:  Edema  and  mild  to  moderate  hypertension 
(Enduron),  and  mild  to  moderately  severe  hypertension 
(Enduronyl).  More  potent  agents,  if  added,  can  be  given 
at  reduced  dosage. 

Contraindications:  Sensitivity  to  thiazides;  severe  renal 
disease  (except  nephrosis)  or  shutdown;  severe  hepatic 
disease  or  impending  hepatic  coma  (hepatic  coma  due  to 
hypokalemia  has  been  reported  in  patients  on  thiazides). 
Do  not  use  Enduronyl  in  severe  mental  depression,  sui- 
cidal tendencies,  active  peptic  ulcer,  or  ulcerative  colitis. 
Warnings:  Consider  possible  sensitivity  where  there  is 
history  of  allergy  or  asthma.  If  added  potassium  is  indi- 
cated, dietary  supplementation  is  recommended.  Reserve 
enteric-coated  potassium  tablets  for  cautious  use  only 
when  necessary,  as  they  may  induce  serious  or  fatal 
small  bowel  lesions  (stenosis  with  or  without  ulceration), 
cause  obstruction,  hemorrhage,  and  perforation  often 
requiring  surgery:  discontinue  them  immediately  if  ab- 
dominal pain,  distention,  nausea,  vomiting,  or  g.i.  bleed- 
ing occurs.  Neither  Enduron  nor  Enduronyl  contains 
added  potassium. 

Precautions:  Use  thiazides  cautiously  in  severe  renal 
dysfunction,  impaired  hepatic  function  or  progressive 
liver  disease;  also  in  pregnancy  (bone  marrow  depres- 
sion, thrombocytopenia,  and  altered  carbohydrate  me- 
tabolism have  been  reported  in  certain  newborn).  In 
surgery,  thiazides  may  reduce  response  to  vasopressors, 
and  increase  response  to  tubocurarine.  Antihypertensive 
response  may  be  enhanced  following  sympathectomy. 
Watch  for  electrolyte  imbalance  (e.g.,  hyponatremia)  in 
all  patients.  In  hypokalemia  (especially  in  digitalized  pa- 
tients) give  supplemental  potassium.  In  hypochloremic 
alkalosis,  give  supplemental  chloride. 

Use  rauwolfias  with  caution  in  patients  with  history  of 
peptic  ulcer.  Rauwolfias  with  anesthetics  may  produce 
hypotension  and  bradycardia.  Discontinue  Enduronyl  two 
weeks  before  elective  surgery.  Consider  vagal  blocking 
agents  during  emergency  surgery.  In  epilepsy,  adjust 
anticonvulsant  dosage.  In  electroshock,  shorten  stimulus 
strength  and  duration.  In  occasional  patients  with  de- 
pressive tendencies,  rauwolfias  may  precipitate  severe 
mental  depression  that  usually  disappears  when  drug  is 
stopped. 

Adverse  Reactions:  Thiazide  reaction  include  blood  dys- 
crasias  (thrombocytopenia  with  purpura,  agranulocytosis, 
aplastic  anemia):  elevation  of  BUN,  serum  uric  acid  or 
blood  sugar;  anorexia,  nausea,  vomiting,  diarrhea,  head- 
ache, dizziness,  paresthesia,  weakness,  skin  rash,  photo- 
sensitivity, jaundice,  symtomatic  gout,  and  pancreatitis. 
Cutaneous  vasculitis  in  the  elderly  has  been  reported 
with  other  thiazides.  Adverse  effects  with  deserpidine  are 
qualitatively  similar  to  those  with  reserpine,  but  their  in- 
cidence is  lower.  These  include  nasal  stuffiness,  ab- 
dominal cramps  or  diarrhea,  nausea,  headache,  weight 
gain,  reduced  libido  and  potency,  peptic  ulcer  aggrava- 
tion, epistaxis,  skin  eruption,  asthma  in  susceptible  pa- 
tients, electrolyte  imbalance,  excessive  salivation,  and  a 
reversible  Parkinson’s  syndrome.  Excessive  drowsiness, 
fatigue,  weakness,  and  nightmares  may  signal  mental  de- 
pression. Thrombocytopenia,  purpura,  and  a symptom 
manifested  by  dull  sensorium,  deafness,  uveitis,  glaucoma, 
and  optic  atrophy  are  rare  allergic  reactions  to  other 
rauwolfias.  Hypotension  from  antihypertensive  agents 
may  precipitate  angina  attacks  in  susceptible  individuals. 
Usually  adverse  reactions  disappear  when  drug  is  with- 
drawn. 


EUTRON™ 


Each  tablet  contains 
Pargyline  Hydrochloride  25  mg. 
with  Methyclothiazide  5 mg. 


Indications— Moderate  to  severe  hypertension. 
Confra/nd/caf/ons— Pheochromocytoma,  paranoid  schizo- 
phrenia, hyperthyroidism  and  advanced  renal  failure.  Not 
recommended  in  malignant  hypertension,  children  under 
12,  pregnant  patients. 

Do  not  use  with:  centrally  or  peripherally  acting  sym- 
pathomimetic drugs;  foods  high  in  tyramine  (e.g.,  aged 
and  natural  cheeses):  parenteral  reserpine  or  guanethi- 
dine;  imipramine,  amitriptyline,  desipramine,  nortripty- 
line or  their  analogues;  other  monoamine  oxidase  inhlb- 

TM-TRADEMARK 


itors;  methyidopa  or  dopamine;  separate  Eutron  and 
these  agents  by  two  weeks. 

Sensitivity  to  thiazides;  severe  renal  disease  (except 
nephrosis)  or  shutdown;  severe  hepatic  disease;  impend- 
ing hepatic  coma  from  thiazide-induced  hypokalemia. 

Warnmgs— Patients:  1.  No  other  drugs  (particularly  “cold 
preparations”  and  antihistamines),  cheese  or  alcohol 
without  physician’s  consent.  2.  Promptly  report  ortho- 
static symptoms,  severe  headache,  other  unusual  symp- 
toms. 3.  Angina  pectoris  or  coronary  artery  disease 
patients  must  not  increase  physical  activity  with  improved 
anginal  symptoms  or  well-being. 

Physicians:  1.  Use  antihistamines,  hypnotics,  sedatives, 
tranquilizers  and  narcotics  (meperidine  contraindicated) 
cautiously  in  reduced  doses.  2.  Stop  Eutron  two  or  more 
weeks  before  elective  surgery;  in  emergency  surgery  re- 
duce premedication  (narcotics,  sedatives,  analgesics, 
etc.)  to  1/4  to  1/5;  carefully  adjust  anesthetic  dosage  to 
patient  response.  3.  Use  cautiously  in  advanced  renal 
failure.  4.  Pargyline  may  induce  hypoglycemia.  5.  Con- 
sider possible  sensitivity  reactions  when  a history  of 
allergy  or  asthma  is  present.  6.  If  potassium  is  indicated, 
dietary  supplement  is  recommended;  enteric-coated  po- 
tassium tablets  may  induce  serious  or  fatal  small  bowel 
lesions  (stenosis  with  or  without  ulceration),  cause  ob- 
struction, hemorrhage,  and  perforation  frequently  re- 
quiring surgery;  discontinue  medication  immediately  If 
abdominal  pain,  distention,  nausea,  vomiting  or  gastro- 
intestinal bleeding  occurs;  Eutron  does  not  contain 
added  potassium.  7.  Possible  systemic  lupus  erythema- 
tosus has  been  reported  for  thiazides. 

Precauf/ons— Pargyline:  Use  cautiously  at  reduced  dosage: 
caffeine,  alcohol,  antihistamines,  barbiturates,  chloral 
hydrate,  other  hypnotics,  sedatives,  tranquilizers,  nar- 
cotics. Periodically  do  urinalyses,  blood  counts,  liver 
function  tests,  etc.  Use  with  caution  in  liver  disease. 
Watch  for  orthostatic  hypotension,  especially  in  impaired 
circulation  (e.g.,  angina  pectoris,  coronary  artery  dis- 
ease, cerebral  arteriosclerosis);  also,  augmented  hypo- 
tension in  concomitant  febrile  illnesses.  Reduce  or  dis- 
continue if  hypotension  is  severe.  In  impaired  renal 
function  watch  for  cumulative  drug  effects,  elevated  BUN 
and  other  evidence  of  progressive  renal  failure;  withdraw 
drug  if  these  persist.  In  surgery  increased  central  de- 
pressant response  (hypotension  and  increased  sedative 
effect)  can  be  controlled  by  (1)  discontinuing  at  least  two 
weeks  prior;  (2)  in  emergency  surgery  lowering  dose  of 
premedication;  (3)  when  necessary,  administering  a vaso- 
pressor. Do  not  use  in  hyperactive  and  hyperexcitable 
patients.  Pargyline  may  unmask  severe  psychotic  symp- 
toms where  emotional  problems  pre-exist.  Use  cautiously 
in  Parkinsonism,  especially  with  antiparkinsonian  agents. 
In  prolonged  therapy,  examine  for  change  in  color  per- 
ception, visual  fields,  fundi  and  visual  acuity.  Also,  pro- 
longed therapy  has  made  certain  patients  refractory  to 
nerve  blocking  effects  of  local  anesthetics. 

Methyclothiazide:  Use  cautiously  in  severe  renal  dys- 
function, impaired  hepatic  function  or  progressive  liver 
disease;  also  in  pregnancy  (bone  marrow  depression, 
thrombocytopenia,  and  altered  carbohydrate  metabolism 
have  been  reported  in  certain  newborn).  In  surgery  thia- 
zide may  reduce  vasopressor  response  and  increase  tu- 
bocurarine response.  Antihypertensive  response  may  be 
enhanced  following  sympathectomy.  Watch  for  electro- 
lyte imbalance  (e.g.,  hyponatremia).  Give  supplemental 
chloride  if  hypochloremic  alkalosis  occurs  and  supple- 
mental potassium  if  hypokalemia  occurs  (especially  in 
digitalized  patients).  Thiazides  may  decrease  serum 
P.B.I.  without  signs  of  thyroid  disturbance. 

Adverse  Reactions  — PargyWne:  Orthostatic  hypotension 
and  associated  symptoms,  mild  constipation,  fluid  reten- 
tion, edema,  dry  mouth,  sweating,  increased  appetite, 
arthralgia,  nausea,  vomiting,  headache,  insomnia,  diffi- 
cult in  micturition,  nightmares,  impotence,  delayed  ejac- 
ulation, rash,  purpura,  weight  gain,  hyperexcitability, 
increased  neuromuscular  activity  and  other  extrapy- 
ramidal  symptoms.  Drug  fever  is  extremely  rare.  Reduc- 
tion in  blood  sugar  and  hypoglycemic  effects  are  pos- 
sible. Congestive  heart  failure  has  been  reported  in  a 
few  patients  with  reduced  cardiac  reserve. 

Methyclothiazide:  Blood  dyscrasias  (thrombocytopenia 
with  purpura,  agranulocytosis,  aplastic  anemia);  eleva- 
tion of  BUN,  blood  sugar  or  serum  uric  acid  (gout  may 
be  induced);  anorexia,  nausea,  vomiting,  diarrhea,  head- 
ache, dizziness,  paresthesia,  weakness,  skin  rash,  photo- 
sensitivity, jaundice  and  pancreatitis.  Cu- 
taneous vasculitis  in  elderly  patients  has 
been  reported  with  other  thiazides. 

If  side  effects  are  severe  or  persist,  re- 
duce dosage  or  withdraw  drug.  804438R 
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(Continued  from  Page  832) 


5:30  p.m.  Kentucky  Society  of  Anesthesiologists, 
Social  Hour  and  Dinner,  The  Old  House 
6:00  p.m.  Kentucky  Orthopaedic  Society,  Social 
Hour,  Pendennis  Club 

6:00  p.m.  Kentucky  Urological  Society,  Social 
Hour  and  Dinner,  Oak  Room,  Sheraton 
Hotel 


6:30  p.m.  Kentucky  Chapter,  American  College  of 
Chest  Physicians,  Social  Hour  and  Din- 
ner, Ship  Room,  Kentucky  Hotel 
6:30  p.m.  Kentucky  Dermatological  Society,  Social 
Hour  and  Dinner,  Pendennis  Club 
6:30  p.m.  Kentucky  Chapter,  American  Academy 
of  Pediatrics,  Social  Hour  and  Dinner, 
Executive  Inn 


Wednesday,  September  25 


9:00  a.m. 
11:50  a.m. 
5:00  p.m. 
6:00  p.m. 
6:00  p.m. 
7:00  p.m. 


State  Board  of  Health  Meeting,  Room 
317,  Kentucky  Hotel 
President’s  Luncheon,  Flag  Room,  Ken- 
tucky Hotel 

Board  of  Trustees  Meeting,  Parlor  B, 
Kentucky  Hotel 

Board  of  Trustees,  Dinner,  Parlor  A, 
Kentucky  Hotel 

House  of  Delegates  Subscription  Dinner, 
Terrace  Room,  Kentucky  Hotel 
House  of  Delegates,  Terrace  Room, 
Kentucky  Hotel 


Thursday,  September  26 

7:00  a.m.  MEA  Liaison  Committee,  Breakfast, 
Room  203,  Kentucky  Hotel 

10:00  a.m.  Kentucky  Diabetes  Association,  Meeting, 
Mirror  Room,  Kentucky  Hotel 

11:00  a.m.  Kentucky  Chapter,  American  College  of 
Surgeons,  Council  Meeting,  Room  317, 
Kentucky  Hotel 

12:00  Noon  KMA  Board  of  Trustees,  Lnucheon,) 
Parlor  A,  Kentucky  Hotel 

12:00  Noon  Kentucky  EEN&T  Society,  Luncheon, i 
The  Old  House 

12:00  Noon  Kentucky  Chapter,  American  College  of, 
Surgeons,  Subscription  Luncheon,  Room 
317,  Kentucky  Hotel.  Remarks  by  the 
President. 

12:30  p.m.  Kentucky  Diabetes  Association,  Lunch-| 
eon.  Mirror  Room,  Kentucky  Hotel 

5:00  p.m.  Kentucky  Psychiatric  Association,  Social 
Hour  and  Dinner,  Mirror  Room,  Ken- 
tucky Hotel 

6:30  p.m.  Kentucky  EEN&T  Society,  Dinner. 
Executive  Inn 


Riot  Problems  Topic  of  KHA  Mtg. 

Problems  hospitals  encounter  during  civil  disor 
ders  was  the  topic  of  a session  of  the  Kentuckj 
Hospital  Association's  summer  quarterly  meetinj 
July  31  at  the  Kentucky  Hotel,  Louisville.  The  ses 
sion  was  jointly  sponsored  by  the  KHA  and  the  Ken 
tucky  Medical  Association. 

Participants  in  the  discussion,  which  outlined  sug 
gestions  for  hospital  emergency  planning  in  prepara 
tion  for  riot  problems,  included  William  A.  Rumage 
M.D.,  Louisville,  chairman  of  the  KMA  and  AMi^ 
Disaster  Medical  Care  Committees,  and  Wendell  A 
Butcher,  M.D,.  Columbus,  Ohio,  a member  of  th' 
AMA  committee. 
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From  the  First  Family 
of  Tetracycline- 

One  of  the  31  useful  dosage  forms 
in  the  ACHRO  Family 
ACHROSTATIN"  V Capsules 

Tetracycline  HCl  250  mg  /Nystatin  250,000  units 


The  lowest  priced 

tetracycline-nystatin 

combination 


329-8/6094 


ACHROSTATIN*  V 

HtRACYtUNf-  HO 

HTSfATIN  I- 

f;Ars» 

U* 
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Tuberculosis?  Influenza? 
Pneumonia?  Leukemia? 
Hodgkin’s  Disease?  Syphilis? 
Systemic  Fungal  Diseases? 
Chronic  Chest  Diseases? 
or 

HISTO? 

(Histoplasmosis  — “The  Masquerader”) 


A new  aid  in  differential  diagnosis 

HISTOPLASMINJINE  TEST 

(Rosenthal) 

The  LEDERTINE™  Applicator  with  the  Blue  Handle 

Precautions— Nonspecific  reactions  are  rare,  but 
may  occur.  Vesiculation,  ulceration  or  necrosis 
may  occur  at  test  site  in  highly  sensitive  persons. 
The  test  should  be  used  with  caution  in  patients 
known  to  be  allergic  to  acacia,  or  to  thimerosal 
(or  other  mercurial  compounds). 


Ask  your  representative  for  detal  Is  or  write  Medical  Advisory  Dept.. 

Lederle  Laboratories.  Pearl  River,  New  York  10965.  406-8 


Full  speed  ahead, 
Fred.  These  solid 
Cough  Calmers 
can  control  that 
cough  for  6 to 
8 hours. 


Cotta  make  a 
pit  stop  to  take 
my  cough  syrup. 


! V jghCalmeis 

! rz. 


Each  Cough  Calmer^*^  contains  the  same  active  ingredients 
as  a haH-teaspoonful  of  Robitussin-DM*:  Glyceryl  guaiaco- 
late,  50  mg.;  Dextromethorphan  hydrobromide,  7 5 mg 
A H.  Robins  Company,  Richmond,  Virginia  23220 


3n  iWemoriam 


JULIAN  B.  ADAAAS,  M.O. 

Formerly  of  Louisville 
1916-1968 

Julian  B.  Adams,  M.D.,  52,  a Chattanooga,  Tenn. 
general  practitioner,  died  July  7 at  a Lookout  Moun- 
tain hospital.  Doctor  Adams  attended  the  University 
of  Kentucky  and  graduated  from  the  University  of 
Louisville  School  of  Medicine  in  1954.  He  had  prac- 
ticed in  Chattanooga  since  1955. 


RALPH  E.  CARDWELL,  M.D. 
Providence 
1891-1968 

Ralph  E.  Cardwell,  M.D.,  77,  a retired  Providence 
physician,  died  July  16  at  his  home.  A 1932  graduate 
of  Creighton  University  School  of  Medicine,  Oma- 
ha, Neb.,  Doctor  Cardwell  practiced  in  Providence 
from  1932  until  his  retirement  in  1963.  He  founded 
and  operated  the  Cardwell  Clinic  and  he  served 
three  terms  as  mayor  of  Providence. 

JOSEPH  D.  HEITGER,  M.D. 

Louisville 

1882-1968 

Joseph  D.  Heitger,  M.D.,  86,  a retired  eye,  ear, 
nose  and  throat  specialist  who  practiced  40  years  in 
Louisville,  died  August  5 at  a Louisville  nursing 
home.  Doctor  Heitger  graduated  from  the  University 
of  Michigan  Medical  School  in  1908  and  for  53 
years  studied  at  the  Mayo  Clinic  during  his  vaca- 
tions. He  was  the  author  of  numerous  scientific 
publications. 


J.  ALLEN  KIRK,  M.D. 

Louisville 

1887-1968 

J.  Allen  Kirk,  M.D.,  81,  a Louisville  surgeon  for  58 
years,  died  August  12  at  St.  Anthony  Hospital.  Doc- 
tor Kirk  graduated  from  the  University  of  Louisville 
School  of  Medicine  in  1910  and  taught  there  between 
1913  and  1920.  He  was  a member  of  the  Inter- 
national College  of  Surgeons. 

HARRY  N.  RIHER,  M.D. 

Louisville 

1885-1968 

Harry  N.  Ritter,  M.D.,  83,  an  eye,  ear,  nose  and 
throat  specialist,  died  August  11  at  a Louisville 
Nursing  Home.  A 1910  graduate  of  the  University 
of  Louisville  School  of  Medicine,  Doctor  Ritter  prac- 
ticed in  Louisville  from  1913  until  his  retirement.  He 
served  with  the  Public  Health  Service  during  World 
War  I and  was  a member  of  the  Louisville  Eye  and 
Ear  Society  and  the  American  College  of  Surgeons. 
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He’s  had  enough 


excitement 
for  one  day. 


For  the  patient  who  has  been  through  an  accident,  the  worry  and 
anxiety  following  the  experience  may  actually  heighten  the  per- 
ception of  pain.  This  is  why  there’s  a classic  V4  grain  sedative 
dose  of  phenobarbital  in  Phenaphen  with  Codeine -to  take  the 
nervous  "edge”  off,  so  the  rest  of  the  formula  can  control  the 
1 pain  more  effectively. 

Phenaphen’with  Codeine 

Phenaphen®  with  Codeine  No.  2,  No.  3,  or  No.  4 contains:  Phenobarbital  {'U  gr.),  16.2  mg. 
(Warning:  may  be  habit  forming);  Aspirin  {2'/,  gr.),  162.0  mg.;  Phenacetin  (3  gr.),  194.0  mg.; 
Hyoscyamine  sulfate,  0.031  mg.;  Codeine  Phosphate,  ’A  gr.  (No.  2),  'h  gr.  (No.  3),  or  1 gr. 
(No.  4).  (Warning:  may  be  habit  forming). 


Indications:  Phenaphen  with  Codeine  provides  re- 
lief in  severer  grades  of  pain,  on  low  codeine  dos- 
age, with  minimal  possibility  of  side  effects.  Its  use 
frequently  makes  unnecessary  the  use  of  addicting 
narcotics.  Contraindications:  Hypersensitivity  to  any 
of  the  components.  Precautions:  As  with  all  phen- 
acetin-containing  products  excessive  or  prolonged 
use  should  be  avoided.  Side  effects:  Side  effects 
are  uncommon,  although  nausea,  constipation  and 
drowsiness  may  occur.  Dosage:  1 or  2 capsules  at 
2 to  4 hour  intervals,  or  as  directed  by  physician. 
For  further  details  see  product  literature. 

A H.  ROBINS  COMPANY  A IJ  PtODIKIC 
RICHMOND,  VA.  23220  xl'TI'l /LID  I IM  J 


THE  COMPOUND  ANALGESIC  THAT  CALMS  INSTEAD  OF  CAFFEINATES 


Description:  Each  Pulvule®  contains — 

Special  Liver-Stomach  Concentrate.  Lilly 

(containing  Intrinsic  Factor) 150  mg. 

Cobalamin  Concentrate,  N.F.,  equivalent  to  Cobalamin  7.5  meg. 
(The  total  vitamin  Bu  activity  In  the  Special  Liver-Stomach 
Concentrate,  Lilly,  and  the  Cobalamin  Concentrate,  N.F.,  is 


15  micrograms.) 

Iron,  Elemental  (as  Ferrous  Fumarate) 110  mg. 

Ascorbic  Acid  (Vitamin  C) 75  mg. 

Folic  Acid 1 mg. 


Indications:  Trinsicon*  (hematinic  concentrate  with  intrinsic  fac- 
tor, Lilly)  is  a multifactor  preparation  effective  in  the  treatment 
of  anemias  that  respond  to  oral  hematinics.  Including  pernicious 
anemia  and  other  megaloblastic  anemias  and  also  iron-deficiency 
anemia. 


Contraindications:  Hemochromatosis  and  hemosiderosis. 


Precautions:  Anemia  is  a manifestation  that  requires  appre 
investigation  to  determine  its  cause  or  causes. 

In  pernicious  anemia,  the  use  of  folic  acid  without  adi 
vitamin  B12  therapy  may  result  in  hematologic  remission  bi 
rological  progression.  Adequate  doses  of  vitamin  B12  (pare 
or  oral  with  potent  intrinsic  factor  as  in  Trinsicon*  [her 
concentrate  with  intrinsic  factor,  Lilly])  usually  prevent,  h 
improve  the  neurological  changes. 

As  with  all  preparations  containing  intrinsic  factor,  resi 
may  develop  in  some  cases  of  pernicious  anemia  to  the  po 
tion  of  absorption  of  physiological  doses  of  vitamin  812.  If 
ance  occurs,  parenteral  therapy,  or  oral  therapy  with  so 
massive  doses  of  vitamin  B12,  may  be  necessary.  No  singl 
men  fits  all  cases,  and  the  status  of  the  patient  obser 
follow-up  is  the  final  criterion  for  adequacy  of  therapy.  P' 
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cl  cal  and  laboratory  studies  are  considered  essential  and  are 
rqjmmended. 

A erse  Reactions:  In  rare  instances,  iron  in  therapeutic  doses 
Dtiuces  gastro-intestinal  reactions,  such  as  diarrhea  or  consti- 
"lan.  Reducing  the  dose  and  administering  it  with  meals  will 
^ mize  these  effects. 

I extremely  rare  instances,  skin  rash  suggesting  allergy  has 
towed  oral  administration  of  liver-stomach  material.  Instances 
31  pparent  allergic  sensitization  have  also  been  reported  after 
administration  of  folic  acid. 

0 age:  One  Pulvule  twice  a day.  (Two  Pulvules  daily  produce  a 
5tidard  response  in  the  average  uncomplicated  case  of  perni- 
ci;s  anemia.) 

Supplied:  Pulvules  Trinsicon®  (hematinic  concentrate  with 
innsic  factor,  Lilly),  in  bottles  of  60  and  500.  [032S6e] 


Trinsicon 

— the  multifactor  hematinic 


Vitamin  B12  plus  intrinsic  factor  (15  meg. 
Bi2  activity) — helps  provide  adequate 
levels  of  this  important  vitamin. 


Folic  acid  (1  mg.) — treats  nutritional 
macrocytic  anemias  and/or  malabsorp- 
tion syndromes. 


Ascorbic  acid  (75  mg.) — augments  the 
conversion  of  folic  acid  to  its  active  form 
and  helps  iron  absorption. 


Iron  (110 
anemia. 


mg.) — treats  hypochromic 


Additional  information 
available  to  physicians 
upon  request. 
Eli  Lilly  and  Company, 
Indianapolis,  Indiana  46206. 

801668 
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solved  by 

Mylanta 

aluminum  and  ^ magnesium  hydroxides  p/os  simethicone 


"will  it  ease  the  pain?" 

Mylanta  helps  relieve  ulcer  pain  with  the  two  most  widely 
prescribed  antacids:  aluminum  and  magnesium  hydroxides. 

will  it  help  "my  gassy  stomach"? 

Mylanta  also  contains  simethicone:  for  concomitant  relief 
of  G.l.  gas  distress. 

"will  this  one  taste  O.  K.?" 


peptic 
II  1C?  ulcer: 

antacid 

puzzle 


The  prolonged  acceptance  of  Mylanta  was  recently 
confirmed  in  87.5%  of  104  patients  — after  a total  of  20,459 
documented  days  of  therapy.*  *Danhof,  i.  e.:  Report  on  tiie. 


Composition:  Each  Mylanta  chewable  tablet  or  teaspoonful 

(5  ml.)  contains:  magnesium  hydroxide,  200  mg.;  aluminum  hydroxide, 

dried  gel,  200  mg.;  simethicone,  20  mg.  Dosage:  One  or  two  tablets  (well 

chewed  or  allowed  to  dissolve  in  the  mouth)  or  one 

or  two  teaspoonfuls  to  be  taken  between  meals  and  at  bedtime. 


Division/Pasadena,  Calif. 
ATLAS  CHEMICAL  INDUSTRIES,  INC. 
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Special  Article 

(Continued  from  Page  814) 

retail  service  establishments.  And  our  best  ad- 
vice is  that  they  are. 

This  leaves  only  the  “handling,  selling  or 
otherwise  working  on  goods  that  have  already 
moved  in  interstate  commerce”  as  the  area 
of  real  uncertainty  in  this  entire  matter,  and 
then  only  with  respect  to  physicians  who  dis- 
pense drugs  or  appliances  and  whose  gross 
receipts  now  exceed  $500,000  ($250,000  after 
February  1,  1969). 

If  any  member  whose  office  falls  within  that 
category  wishes  further  information  on  his  po- 
tential liability  under  the  Fair  Labor  Standards 
Act,  the  Association  will  be  pleased  to  open 
its  files  to  him. 

Public  Health  Page 

(Continued  from  Page  799) 

Regional  Health  Planning  Councils  will  be  estab- 
lished which,  like  their  state  counterpart,  will  have  a 
majority  of  consumers  as  members. 

It  is  reasonable  to  expect  that  such  a sharing  rela- 
tionship between  health  professional  and  enlightened 
lay  persons  will  point  the  way  toward  the  type  of 
health  system  that  the  people  need  and  want  with- 
out wasting  scarce  fiscal,  material  and  human  re- 
sources. It  is  not  envisioned  that  state  and  regional 
planning  bodies  will  usurp  the  operational  planning 


of  established  official  and  voluntary  agencies,  estab- 
lished planning  groups,  and  most  certainly  will  not 
interfere  with  the  private  practice  of  medicine.  It  is  to 
be  hoped,  however,  that  the  seven  hundred  million 
dollar  health  industry  can  be  planned  for  and  planned 
into  our  overall  development  process.  We  have  at 
hand  the  mechanism  for  a true  partnership  for  health. 

In  The  Books 

(Continued  from  Page  778) 

The  sections  on  head  and  neck  cancer  are  the  most 
detailed  in  the  book,  probably  because  more  integrat- 
ed therapy  has  been  accomplished  in  this  field  than 
in  the  others.  The  presentations  on  lung  carcinoma 
are  also  quite  good,  but  the  chapter  on  esophageal 
cancer  is  treated  somewhat  superficially.  The  chap- 
ter on  breast  cancer  offers  encouragement  for  better 
survival  with  the  use  of  radiation  before  mastectomy. 
However,  a few  more  paragraphs  might  have  been 
written  to  review  the  many  therapeutic  problems 
related  to  breast  cancer  and  the  need  for  a more 
logical  approach  to  treatment. 

The  two  chapters  on  carcinoma  of  the  cervix  are 
subject  to  reinterpretation.  Integrated  therapy  should 
have  more  potential  benefit  in  the  advanced  stages 
of  this  disease  where  surgery  alone  is  seldom  em- 
ployed and  radiotherapy  has  only  limited  success. 
Both  papers  derive  most  of  their  conclusions  from 
the  relatively  localized  stage  I and  II  lesions  where 
modern  radiation  treatment  alone  accomplishes  bet- 
ter results  with  less  morbidity  than  are  made  appar- 
ent in  these  articles. 

Herbert  E.  Brizel,  M.D. 
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"Now  that  your  acne  is  clearing  up  nicely, 
it  might  be  a good  idea  if  you  started  losing  some  weight." 
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Get  them  while 
they’re  easily  reversible 


Obesity  doesn’t  happen  suddenly.  This  insidious  process  has  its  beginning— and  the 
chances  of  reversing  it  are  better— during  the  first  10  to  15  pounds  of  weight  iain. 
When  a new  dietary  pattern  must  be  established,  consider  the  adjunctive  use  of 
BAMADEX  SEQUELS.  Combining  the  proven  anorexigenic  action  of  d-ampheta- 
mine  with  the  tranquilizing  effect  of  meprobamate,  BAMADEX  SEQUELS  controls 
appetite  throughout  the  day,  usually  with  a single  capsule  daily. 


Contraindications:  Dextro-amphetamine  sulfate:  In 
hyperexcitability  and  in  agitated  prepsychotic 
states.  Previous  allergic  or  idiosyncratic  reactions 
to  meprobamate. 

Precautions:  Use  with  caution  in  patients  hyper- 
sensitive to  sympathomimetic  compounds,  who 
have  coronary  or  cardiovascular  disease,  or  are 
severely  hypertensive. 

Dextro-amphetamine  sulfate:  Excessive  use  by 
unstable  individuals  may  result  in  psychological 
dependence. 

Meprobamate:  Careful  supervision  of  dose  and 
amounts  prescribed  is  advised,  especially  for  pa- 
tients with  known  propensity  for  taking  excessive 
quantities  of  drugs.  Excessive  and  prolonged  use 
in  susceptible  persons,  e.g.  alcoholics,  former  ad- 
dicts, and  other  severe  psychoneurotics,  has  been 
reported  to  result  in  dependence  on  the  drug. 
Where  excessive  dosage  has  continued  for  weeks 
or  months,  reduce  dosage  gradually.  Sudden  with- 
drawal may  precipitate  recurrence  of  preexisting 
symptoms  such  as  anxiety,  anorexia,  or  insomnia; 
or  withdrawal  reactions  such  as  vomiting,  ataxia, 
tremors,  muscle  twitching  and,  rarely,  epileptiform 
seizures.  Should  meprobamate  cause  drowsiness 
or  visual  disturbances,  reduce  dosage  and  avoid 
operation  of  motor  vehicles,  machinery  or  other 
activity  requiring  alertness.  Effects  of  excessive  al- 
cohol consumption  may  be  increased  by  meproba- 
mate. Appropriate  caution  is  recommended  with 
patients  prone  to  excessive  drinking.  In  patients 
prone  to  both  petit  and  grand  mal  epilepsy  mepro- 
bamate may  precipitate  grand  mal  attacks.  Pre- 
scribe cautiously  and  in  small  quantities  to  patients 


with  suicidal  tendencies. 

S/de£ffects;  Overstimulation  of  the  central  nervous 
system,  jitteriness  and  insomnia  or  drowsiness. 
Dextro-amphetamine  sulfate:  Insomnia,  excitabil- 
ity, and  increased  motor  activity  are  common  and 
ordinarily  mild  side  effects.  Confusion,  anxiety, 
aggressiveness,  increased  libido,  and  hallucina- 
tions have  also  been  observed,  especially  in  men- 
tally ill  patients.  Rebound  fatigue  and  depression 
may  follow  central  stimulation.  Other  effects  may 
include  dry  mouth,  anorexia,  nausea,  vomiting, 
diarrhea,  and  increased  cardiovascular  reactivity. 

Meprobamate:  Drowsiness  may  occur  and  can 
be  associated  with  ataxia;  the  symptom  can  usu- 
ally be  controlled  by  decreasing  the  dose,  or  by 
concomitant  administration  of  central  stimulants. 
Allergic  or  idiosyncratic  reactions:  maculopapular 
rash,  acute  nonthrombocytopenic  purpura  with 
petechiae,  ecchymoses,  peripheral  edema  and 
fever,  transient  leukopenia.  A case  of  fatal  bullous 
dermatitis,  following  administration  of  meproba- 
mate and  prednisolone,  has  been  reported.  Hyper- 
sensitivity has  produced  fever,  fainting  spells, 
angioneurotic  edema,  bronchial  spasms,  hypoten- 
sive crises  (1  fatal  case),  anuria,  stomatitis,  proc- 
titis (1  case),  anaphylaxis,  agranulocytosis  and 
thrombocytopenic  purpura,  and  a fatal  instance  of 
aplastic  anemia,  but  only  when  other  drugs  known 
to  elicit  these  conditions  were  given  concomitantly. 
Fast  EEC  activity,  usually  after  excessive  dosage. 
Impairment  of  visual  accommodation.  Massive 
overdosage  may  produce  drowsiness,  lethargy,  stu- 
por, ataxia,  coma,  shock,  vasomotor  and  respira- 
tory collapse. 


Bamadex  Sequels" 

Dextro-Amphetamine  Sulfate  (15  mg.)  Sustained  Release  Capsules 
with  Meprobamate  (300  mg.) 


LEDERLE  LABORATORIES 

A Division  of  American  Cyanamid  Company 

Pearl  River,  New  York  407-8 
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Abbott  Laboratories 


833-837  National  Drug  Company 


Breon  Laboratories  824 

Bristol  Laboratories  766 

Burroughs  Wellcome  825 

Campbell  Soup  815 

Coca-Cola  Company  845 


Geigy  Pharmaceuticals  782-783,  800-801,  828-829 

General  Leasing  Corporation  785 

Highland  Hospital  8'*4 

Hynson,  Westcott  & Dunning  767 


Lederle  Laboratories  769,  793-796,  820,  832,  839,  840, 

846-847,  849 

Lilly,  Eli  and  Company  802,  818,  842-843 

Medical  Protective  Company  839 

Merck  Sharp  & Dohme  . . .789 


Parke,  Davis  and  Company 
Pitmon-Moore  Company 
Poythress,  Wm.  P.  Company 

Riker  Laboratories  

Robins,  A.  H.  Company  ... 

Roche  Laboratories  

Roerig,  J.  B 

Rorer  Laboratories  

Sandor  

Seat’le,  G.  D.  and  Company 

Smith  Kline  S French  

Southern  Optical  Compcmy  . 
Strasenburgh  Laboratories 

Wyeth  Laboratories  


819 

779 

838 

781 

786-787,  797-798.  840,  841 

826-827,  850 

774-775 

785,  791 

776 

816-817 

823 

791 

773 

771-772  , 777 


anticostive* 

hematinic 


PERITINIC^ 

Hematinic  with  Vitamins  and  Fecal  Softener 


A tablet-a-day  provides: 

• Elemental  Iron  (as  Ferrous  Fumarate) . 100  mg 

• Dioctyl  Sodium  Sulfosuccinate  (to 

counteract  constipating  effect  of  iron)  100  mg 

Vitamin  Bi 7.5  mg 

Vitamin  B2 7.5  mg 

Vitamin  Be 7.5  mg 

Vitamin  B12 50  mcgm 

Vitamin  C 200  mg 

Niacinamide 30  mg 

Folic  Acid 0.05  mg 

Pantothenic  Acid 15  mg 

f Bottles  of  60 


anticostive,  adj.  (anti  opposed  to 
+ costive  causing  constipation.) 
Against  constipation.  Now  isn’t 
that  a good  idea  in  an  iron-contain- 
ing hematinic? 


LEDERLE  LABORATORIES 


A Division  of  American  Cyanamid  Company 
Pearl  River,  New  York  10965 
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Just  one  tablet  at  bedtime  • Prevents  pain- 
ful night  leg  cramps  • Permits  restful  sleep 

How  many  of  your  patients  stamp  their  feet  at  night 
and  lose  sleep  because  of  painful  leg  cramps?  Un- 
less prompted,  they  usually  fail  to  report  this  dis- 
tressing condition  and  suffer  needlessly. 

One  tablet  of  QUINAMM  at  bedtime  usually  con- 
trols distressing  night  cramps  and  permits  restful 
sleep  with  the  initial  dose. 

Prescribing  information— Composition:  Each  white,  beveled, 
compressed  tablet  contains:  Quinine  sulfate,  260  mg.,  Amino- 
phylline,  195  mg.  Indications:  For  the  prevention  and  treat- 
ment of  nocturnal  and  recumbency  leg  muscle  cramps,  in- 
cluding those  associated  with  arthritis,  diabetes,  varicose 
veins,  thrombophlebitis,  arteriosclerosis  and  static  foot  de- 
formities. Contraindications:  QUINAMM  is  contraindicated  in 
pregnancy  because  of  its  quinine  content.  Side  Effects/ 
Precautions:  Aminophylline  may  produce  intestinal  cramps 
in  some  instances,  and  quinine  may  produce  symptoms  of 
cinchonism,  such  as  tinnitus,  dizziness,  and  gastrointestinal 
disturbance.  Discontinue  use  if  ringing  in  the  ears,  deafness, 
skin  rash,  or  visual  disturbances  occur.  Dosage:  One  tablet 
upon  retiring.  Where  necessary,  dosage  may  be  increased  to 
one  tablet  following  the  evening  meal  and  one  tablet  upon 
retiring.  Supplied:  Bottles  of  100  and  500  tablets. 


THE  NATIONAL  DRUG  COMPANY 

DIVISION  OF  RICHARDSON-MERRELL  INC. 

PHILADELPHIA,  PENNSYLVANIA  19144 


THE  BETTMAN  ARCHIVE 


Whenever  anxiety  induces  or  intensifies  clinical  symptoms 


Ubrium 

(chlordiazepoxide  HCl) 

Quickly  relieves  anxiety -Helps  improve  response  in 
psychophysiologic  disorders -Seldom  impairs 
mental  acuity  or  physical  coordination,  on  proper  dosage - 
Has  wide  margin  of  safety 


Before  prescribing,  please  consult  complete 
produa  information,  a summary  of  which 
follows : 

Indications:  Indicated  when  anxiety,  tension 
and  apprehension  are  significant  components 
of  the  clinical  profile. 

Contraindications:  Patients  with  known 
hypersensitivity  to  the  drug. 

Warnings:  Caution  patients  about  possible 
combined  effects  with  alcohol  and  other  CNS 
depressants.  As  with  all  CNS-aning  drugs, 
caution  patients  against  hazardous  occupations 
requiring  complete  mental  alertness  {e.g., 
operating  machinery,  driving). Though  physi- 
cal and  psychological  dependence  have  rarely 
been  reported  on  recommended  doses,  use  cau- 
tion in  administering  to  addiction-prone  indi- 
viduals or  those  who  might  increase  dosage; 
withdrawal  symptoms  (including  convulsions), 
following  discontinuation  of  the  drug  and 
similar  to  those  seen  with  barbiturates,  have 
been  reported.  Use  of  any  drug  in  pregnancy, 
lactation,  or  in  women  of  childbearing  age 
requires  that  its  potential  benefits  be  weighed 
against  its  possible  hazards. 

Precautions:  In  the  elderly  and  debilitated, 
and  in  children  over  six,  limit  to  smallest  effec- 
tive dosage  (initially  10  mg  or  less  per  day)  to 
preclude  ataxia  or  oversedation,  increasing 


gradually  as  needed  and  tolerated.  Not  recom- 
mended in  children  under  six.  Though  gener- 
ally not  recommended,  if  combination  therapy 
with  other  psychotropics  seems  indicated, 
carefully  consider  individual  pharmacologic 
effects,  particularly  in  use  of  potentiating 
drugs  such  as  MAO  inhibitors  and  phenothia- 
zines.  Observe  usual  precautions  in  presence  of 
impaired  renal  or  hepatic  function.  Paradoxi- 
cal reactions  (e.g.,  excitement,  stimulation  and 
acute  rage)  have  been  reported  in  psychiatric 
patients  and  hyperactive  aggressive  children. 
Employ  usual  precautions  in  treatment  of  anxi- 
ety states  with  evidence  of  impending  depres- 
sion; suicidal  tendencies  may  be  present  and 
protective  measures  necessary.  Variable  effects 
on  blood  coagulation  have  been  reported  very 
rarely  in  patients  receiving  the  drug  and  oral 
anticoagulants;  causal  relationship  has  not 
been  established  clinically. 

Adverse  Reactions:  Drowsiness,  ataxia  and 
confusion  may  occur,  especially  in  the  elderly 


Roche 
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LABORATORIES 
Division  of  Hoffmann  - La  Roche  Inc. 
Nutley,  New  Jersey  07110 


and  debilitated.  These  are  reversible  in  ml 
instances  by  proper  dosage  adjustment,  bif 
also  occasionally  observed  at  the  lower  do 
ranges.  In  a few  instances  syncope  has  be 
reported.  Also  encountered  are  isolated  in 
stances  of  skin  eruptions,  edema,  minor  i 
strual  irregularities,  nausea  and  constipat| 
extrapyramidal  symptoms,  increased  and  f 
creased  libido— all  infrequent  and  genera| 
controlled  with  dosage  reduaion;  change 
EEG  patterns  (low-voltage  fast  activity) 
appear  during  and  after  treatment;  bloodj 
crasias  (including  agranulocytosis),  jauno 
and  hepatic  dysfunaion  have  been  repor 
occasionally,  making  periodic  blood  coun 
and  liver  function  tests  advisable  during  ]| 
tracted  therapy. 

Usual  Daily  Dosage:  Individualize  for  r| 
mum  beneficial  effects.  Or<?/— Adults:  Mil 
and  moderate  anxiety  and  tension,  5 or  l[ 
t.i.d.  or  q.i.d.;  severe  states,  20  or  25  mg  t| 
or  q.i.d.  Geriatric  patients:  5 mg  b.i.d.  to| 
q.i.d.  (See  Precautions.) 

Supplied:  Librium®  (chlordiazepoxide  ll 
Capsules,  5 mg,  10  mg  and  25  mg— bottl'l 
50.  Libritabs’*^'^'  (chlordiazepoxide)  TabI 
5 mg,  10  mg  and  25  mg— bottles  of  100.1 
respect  to  clinical  activity,  capsules  and  t:| 
are  indistinguishable. 


Also  available:  hibritaCs  (chlordiazepoxide)  3-mg,  10-mg,  25-mg  ta\ 
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William  R.  Jernigan,  M.D,,  William  C.  Gardner,  M.O.  and 
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Aneiirysms  of  the  Ascending  Aorta  with  Aortic  Valve 
Incompetence 
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Contre-Coup  Renal  Artery  Thrombosis:  A Hitherto 
Unreported  Entity 
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Just  one  tablet  at  bedtime  • Prevents  pain- 
ful night  leg  cramps  • Permits  restful  sleep 

How  many  of  your  patients  stamp  their  feet  at  night 
and  lose  sleep  because  of  painful  leg  cramps?  Un- 
less prompted,  they  usually  fail  to  report  this  dis- 
tressing condition  and  suffer  needlessly. 

One  tablet  of  QUINAMM  at  bedtime  usually  con- 
trols distressing  night  cramps  and  permits  restful 
sleep  with  the  initial  dose. 


Prescribing  information— Composition:  Each  white,  beveled, 
compressed  tablet  contains:  Quinine  sulfate,  260  mg.,  Amino- 
phylline,  195  mg.  Indications:  For  the  prevention  and  treat- 
ment of  nocturnal  and  recumbency  leg  muscle  cramps,  in- 
cluding those  associated  with  arthritis,  diabetes,  varicose 
veins,  thrombophlebitis,  arteriosclerosis  and  static  foot  de- 
formities. Contraindications:  QUINAMM  is  contraindicated  in 
pregnancy  because  of  its  quinine  content.  Side  Effects/ 
Precautions:  Aminophylline  may  produce  intestinal  cramps 
in  some  instances,  and  quinine  may  produce  symptoms  of 
cinchonism,  such  as  tinnitus,  dizziness,  and  gastrointestinal 
disturbance.  Discontinue  use  if  ringing  in  the  ears,  deafness, 
skin  rash,  or  visual  disturbances  occur.  Dosage:  One  tablet 
upon  retiring.  Where  necessary,  dosage  may  be  increased  to 
one  tablet  following  the  evening  meal  and  one  tablet  upon 
retiring.  Supplied:  Bottles  of  100  and  500  tablets. 


THE  NATIONAL  DRUG  COMPANY 

DIVISION  OF  RICHARDSON  MERRELL  INC. 

PHILADELPHIA,  PENNSYLVANIA  19144 
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You  are  "Special” 

AT 


GENERAL 
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Because  doctors  hove  the  highest 
credit  rating,  take  better  core  of 
their  cars,  and  are  our  best  custo- 
mers we  extend  to  you 


^ SPECIAL  RATES 
^ SPECIAL  TERMS 


LEASING 

LEASING 

ANY  MAKE 

MEDICAL  OR 

OR  MODEL 

SURGICAL 

NEW  '68  CAR 

EQUIPMENT 

leasing  is  often  better  than 
owning  a car.  You  have  no 
capital  investment  and  certain 
tax  advantages.  But  the  main 
thing  is  you  always  have  a 
dependable  car  at  your  com- 
mand— a brand  new  car  every 
two  years,  or  oftener,  if  you 
wish.  See  us  for  particulars  of 
our  special  plan  for  doctors. 


Young  doctors  just  beginning 
practice  who  need  complete  of- 
fice furnishings  and  medical  or 
surgical  equipment  will  find  our 
leasing  plan  is  speciolly  de- 
signed for  them.  Established 
doctors  planning  enlarged  facil- 
ities and  new  equipment  will 
also  find  our  leasing  plan  eco- 
nomical and  convenient.  Call  us 
for  details. 


PHONES:  897-1641-895-2451 


General  Leasing  Corporation 

A DIVISION  OF  KOSTER-SWOPE,  INC. 
3712  FRANKFORT  AVENUE, 
LOUISVILLE,  KY.  40207 
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■ to  help  restore  and  stabilize 
the  intestinal  flora 

■ for  fever  blisters  and  canker 
sores  of  herpetic  origin 


LACTINEX  contains  both  Lactobacillus  acid- 
ophilus and  L.  bulgaricus  in  a standardized  viable 
culture,  with  the  naturally  occurring  metabolic 
products  produced  by  these  organisms. 

First  introduced  to  help  restore  the  flora  of 
the  intestinal  tract  in  infants  and  adults, 
LACTINEX  has  also  been  shown  to  be  useful  in  the 
treatment  of  fever  blisters  and  canker  sores  of 
herpetic  origin.®’®’’^’® 

No  untoward  side  effects  have  been  reported  to 
date. 

Literature  on  indications  and  dosage  available  on 
request. 
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An  antibiotic 
should  work  well 
in  either  acid 
or  alkaline  urine. 


It  isn’t  always  necessary  to  adjust  urinary  pH 
in  treating  G.U.  infections. 

Not  when  the  causative  organism  is  a strain 
sensitive  to  DECLOMYCIN®  Demethylchlor- 
tetracycline,  as  is  often  the  case. 
DECLOMYCIN  remains  stable  and  active  in 
either  acid  or  alkaline  urine.  So  there’s  no  need 
to  acidify  the  urine  to  keep  the  antibiotic  at 
work. 

Why  match  the  urine  to  the  antibiotic. . .when 
you  can  match  the  antibiotic  to  the  urine. . .by 
prescribing  DECLOMYCIN.  A b.i.d.  dosage 
makes  therapy  convenient  for  your  patient. 

Effectiveness:  DECLOMYCIN  Demethylchlortetra- 
cycline  should  be  equally  or  more  effective  thera- 
peutically than  other  tetracyclines  in  infections 
caused  by  organisms  sensitive  to  the  tetracyclines. 

Contraindication:  History  of  hypersensitivity  to  de- 
methylchlortetracycline. 

Warning:  In  renal  impairment,  usual  doses  may  lead 
to  excessive  accumulation  and  liver  toxicity.  Under 
such  conditions,  lower  than  usual  doses  are  indi- 
cated, and,  if  therapy  is  prolonged,  serum  level  de- 
terminations may  be  advisable.  A photodynamic 
reaction  to  natural  or  artificial  sunlight  has  been 
observed.  Small  amounts  of  drug  and  short  exposure 
may  produce  an  exaggerated  sunburn  reaction  which 
may  range  from  erythema  to  severe  skin  manifesta- 
tions. In  a smaller  proportion,  photoallergic  reac- 
tions have  been  reported.  Patients  should  avoid 
direct  exposure  to  sunlight  and  discontinue  drug  at 
the  first  evidence  of  skin  discomfort.  Necessary  subse- 
quent courses  of  treatment  with  tetracyclines  should 
be  carefully  observed. 


Precautions:  Overgrowth  of  nonsusceptible  organ- 
isms may  occur.  Constant  observation  is  essential.  If 
new  infections  appear,  appropriate  measures  should 
be  taken.  In  infants,  increased  intracranial  pressure 
with  bulging  fontanels  has  been  observed.  All  signs 
and  symptoms  have  disappeared  rapidly  upon  cessa- 
tion of  treatment. 

Side  Effects:  Gastrointestinal  system  — anorexia, 
nausea,  vomiting,  diarrhea,  stomatitis,  glossitis,  en- 
terocolitis, pruritus  ani.  Skin  — maculopapular  and 
erythematous  rashes;  a rare  case  of  exfoliative  der- 
matitis has  been  reported.  Photosensitivity;  ony- 
cholysis and  discoloration  of  the  nails  (rare).  Kidney 
— rise  in  BUN,  apparently  dose-related.  Transient 
increase  in  urinary  output,  sometimes  accompanied 
by  thirst  (rare).  Hypersensitivity  reactions— urticaria, 
angioneurotic  edema,  anaphylaxis.  Teeth  — dental 
staining  (yellow-brown)  in  children  of  mothers  given 
this  drug  during  the  latter  half  of  pregnancy,  and  in 
children  given  the  drug  during  the  neonatal  period, 
infancy  and  early  childhood.  Enamel  hypoplasia  has 
been  seen  in  a few  children.  If  adverse  reaction  or 
idiosyncrasy  occurs,  discontinue  medication  and  in- 
stitute appropriate  therapy.  Demethylchlortetracy- 
cline  may  form  a stable  calcium  complex  in  any 
bone-forming  tissue  with  no  serious  harmful  effects 
reported  thus  far  in  humans. 

Average  Adult  Daily  Dosage:  150  mg  q.i.d.  or  300 
mg  b.i.d.  Should  be  given  1 hour  before  or  2 hours 
after  meals,  since  absorption  is  impaired  by  the  con- 
comitant administration  of  high  calcium  content 
drugs,  foods  and  some  dairy  products.  Treatment  of 
streptococcal  infections  should  continue  for  10  days, 
even  though  symptoms  have  subsided. 


Capsules:  150  mg;  Tablets:  film  coated  — 300  mg, 
150  mg  and  75  mg  of  demethylchlortetracyclineHCl. 

BECLOMYCIN  ’ 

DEMETHYlCHLOKrErRACVCUNE 

LEDERLE  LABORATORIES,  A Division  of  American  Cyanamid  Company,  Pearl  River,  New  York 


'ky  Medical  Association  • October  1968 


855 


MESSAGE 
EROM  THE 
PRESIDENT 


G RATITUDE.  Humility.  Awe. 

These  three  words,  I believe,  best  express  my  thoughts  and  my  feelings  when, 
on  September  25,  I accepted  the  gavel  symbolic  of  the  Presidency  of  the  Ken- 
tucky Medical  Association. 

Gratitude  for  the  honor  you  have  conferred  on  me  in  selecting  me  as  the 
constitutional  leader  of  organized  medicine  in  Kentucky — an  honor  which  comes 
but  once  in  a lifetime  and  one  that,  in  the  past,  has  been  conferred  on  many  of  the 
great  men  of  medicine  in  this  Commonwealth. 

Humility  because  of  a feeling  of  unworthiness  to  be  placed  in  the  company 
of  these  great  men,  and  the  realization  that  there  are  many  of  my  peers  who  are 
equally  deserving  of  the  honor  and  most  capable  of  filling  the  office. 

Awe  as  I reflect  upon  the  job  ahead — its  magnitude,  its  responsibilities  and  its 
rewards. 

With  gratitude  and  humility,  then,  I undertake  the  awesome  task  as  President 
of  KMA  with  the  realization  that  any  successes  which  may  come  to  our  Association 
during  the  coming  year  will  be  due  in  but  a small  measure  to  my  efforts  but  are 
totally  dependent  upon  the  continued  dedication,  cooperation  and  confidence  of 
all  of  the  members.  This  I most  earnestly  seek! 


The  muscle  relaxant 
that  works 

before  you  write  a prescription 

Relieve  painful  skeletal  muscle  spasm  in  your  office 
in  minutes  with  a single  2 cc.  injection  of  NORFLEX. 

Then,  for  sustained  relief,  write  a prescription 
for  NORFLEX  tablets,!  tablet  b.I.d. 

CONTRAINDICATIONS:  Due  to  its  anticholinergic 
action,  NORFLEX  should  not  be  used  in  patients 
with  glaucoma,  pyloric  or  duodenal  obstruction, 
stenosing  peptic  ulcer,  prostatic  hypertrophy  or 
obstruction  at  the  bladder  neck,  cardiospasm 
(megaesophagus)  and  myasthenia  gravis.  Use  with 
caution  in  patients  with  tachycardia.  Do  not  use 
propoxyphene  (Darvon®)  concurrently. 

WARNING:  Transient  lightheadedness  or  dizziness 
following  NORFLEX-INJECTABLE  may  occur. 

SIDE  EFFECTS:  Due  mainly  to  anticholinergic 
action  and  usually  at  high  dosage.  They  may 
include  dryness  of  the  mouth,  tachycardia, 
palpitation,  urinary  hesitancy  or  retention,  blurred 
vision,  dilatation  of  the  pupil,  increased  ocular 
tension,  weakness,  nausea,  vomiting,  headache, 
dizziness,  constipation,  and  drowsiness. 

Infrequently,  mental  confusion  in  the  elderly, 
urticaria  or  other  dermatoses.  Side  effects  are 
usually  eliminated  by  reduction  in  dosage.  Two 
cases  of  aplastic  anemia,  with  no  established 
causal  relationship,  have  been  reported. 

DOSAGE:  INJECTABLE  — Average  adult  dose: 
one  ampul,  2 cc.  (60  mg.  orphenadrine  citrate) 

I.M.  or  I.V.  May  be  repeated  every  12  hours. 

Relief  may  be  maintained  with  one 
NORFLEX  tablet  b.i.d.  TABLETS -Two 
tablets  per  day  for  adults,  one  in  the 
morning,  one  in  the  evening.  Each  tablet 
contains  100  mg.  orphenadrine  citrate. 

For  full  information,  see  Package  Insert 
or  P.D.R. 

Riker  Laboratories 
Northridge,  California  91324 


Norflex 

(orphenadrine  citrate) 
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IN  THE  BOOKS 


INTERNAL  MEDICINE  BASED  ON  MECHANISMS  OF  DIS- 
EASE: edited  by  Peter  J.  Talso,  M.D.  and  Alexander  P. 
Remenchik,  M.D.;  Published  by  The  C.  V.  Mosby  Com- 
pany, St.  Louis,  1968;  797  Pages;  Price  $17.50. 

The  editors  point  out  that  extensive  growth  of 
medical  knowledge  has  led  to  bulky  textbooks  which 
are  physically  inconvenient  and  limited  to  usefulness 
for  the  general  study  of  internal  medicine.  The 
standard  text  is  then  relegated  to  the  role  of  a refer- 
ence source. 

This  book  is  an  attempt  to  provide  the  student, 
generalist,  and  specialist  with  a “working  textbook” 
for  his  every-day  use.  It  is  somewhat  equally  divided 
into  seven  sections.  The  first  section  describes  the 
science  and  art  of  internal  medicine  and  the  second 
discusses  basic  mechanisms  of  disease.  The  last  five 
sections  deal  with  specific  systems  including  heart 
and  blood  vessels,  respiratory  system,  digestive  sys- 
tem, metabolism  and  other  fundamental  diseases. 

There  are  very  few  high  points  in  this  book.  Nota- 
ble exceptions  are  several  tables  included  in  the 
basic  mechanisms  section  dealing  with  genetic  prin- 
ciples and  adrenal  steroid  chemistry.  This  section  is 
concise,  well  written,  and  does  provide  useful  infor- 
mation for  thinking  in  general  physiologic  terms. 
The  sections  on  diseases  of  various  systems  are  lim- 
ited by  space  requirements.  Generally,  these  sec- 
tions mention  various  disease  states  and  problems 
without  concomitant  description  of  symptoms  and 
mechanisms. 

This  book  may  be  useful  for  purposes  of  broad 
review  and  stimulation  of  recall  in  the  field  of  in- 
ternal medicine.  It  does  not  seem  to  fill  the  answer 
for  a “working  textbook”.  There  is  relatively  little 
to  recommend  it  for  the  average  student  or  physi- 
cian’s shelf. 

Will  W.  Ward,  Jr.,  M.D. 


PEDIATRIC  THERAPY  (Third  Edition):  edited  by  Harry  C. 
Shirkey,  M.D.;  Published  by  the  C.  V.  Mosby  Company, 
St.  Louis,  1968;  1294  Pages;  Price  $25.00. 

Any  physician  who  treats  infants  and  children 
will  find  the  third  edition  of  Pediatric  Therapy  a 
useful  volume  for  reference  and  review.  The  author’s 
experience  in  pharmacy,  pharmacology,  private  prac- 
tice and  academic  pediatrics  is  reflected  in  both  a 
practical  and  authoritative  text.  Eighty-nine  contribu- 
tors are  well-selected. 

New  chapters  in  this  edition  include  the  subjects 
of  drugs  excreted  into  breast  milk,  special  care  of 
newborns,  systemic  antimicrobial  therapy,  mycoplas- 


ma infections,  special  genitourinary  disorders  and  the 
management  of  burns  in  children. 

The  section  on  adverse  reactions  to  drugs  should 
be  read  and  remembered  by  physicians,  nurses  and 
pharmaceutical  representatives. 

Of  the  35 1 illustrations  many  are  photographs  of 
patients  or  lesions  and  are  interesting  but  are  in  no 
way  instructive  as  to  therapy.  The  graphs  and  tables 
are  clearly  presented. 

A vast  amount  of  information  is  contained  in  the 
1294  pages  of  this  book  and  it  should  be  included 
in  the  “top  ten”  on  the  pediatrics  book  shelf. 

Walter  T.  Hughes,  M.D. 


PRACTICAL  AUTOMATION  FOR  THE  CLINICAL  LABORA- 
TORY: by  Wilma  L.  White,  et.al.;  Published  by  The  C. 
V.  Mosby  Company,  St.  Louis,  1968;  401  Pages;  Price 
$14.50. 

This  book  scarcely  commends  itself  to  the  general 
readership  of  The  Journal.  It  belongs  rather  to  a 
smaller  circulation  of  persons  concerned  specifically 
with  laboratory  work,  and  even  eliminates  many 
laboratories  which  are  not  in  a position  to  afford  the 
larger  automated  procedures. 

At  first  glance  of  the  somewhat  limited  group  of 
users  of  automated  equipment,  this  book  seems  to 
come  as  an  answer  to  a prayer — that  is,  these  ma- 
chines suffer  the  idiosyncrasies  of  machines,  and  one 
much  realize  that  one  should  not  be  the  first  to 
try  the  new  nor  the  last  to  lay  the  old  aside.  How- 
ever, when  such  efforts  are  undertaken,  there  are 
with  such  sophisticated  pieces  of  equipment  many 
problems,  and  automated  equipment  such  as  we  are 
now  dealing  with  in  the  laboratory  requires  expert 
wet  nursing. 

In  this  respect  there  are  areas  of  this  text  that  sup- 
ply much  needed  information  in  a useful  form.  How- 
ever, beyond  this  point  the  authors  close  their  eyes 
to  the  deficiencies  of  the  equipment  and  fail  to 
elaborate  some  of  these  deficiencies.  Actually,  the 
piece  of  equipment  that  occupies  much  of  the  con- 
tent of  this  book  needs  further  changes  in  order  to 
bring  it  out  of  the  field  of  a large-popalation-sam- 
pling-or-screening  piece  into  a more  beneficial  field 
committing  not  alone  screening,  but  definitive  results 
which  can  be  used  as  a basis  of  comparison  in  the 
patient’s  progress  and  maintenance  of  health  from 
year-to-year. 

Malcolm  L.  Barnes,  M.D. 
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*!411  Registered  Nurses  are  Alike  ’ 


It  stands  to  reason.  They  all  go  through  the  same 
training;  they  all  have  to  pass  the  same  tests:  they 
all  have  to  measure  up  to  the  same  standards. 
Therefore,  all  registered  nurses  are  alike. 

That’s  nonsense,  of  course.  But  it’s  no  more  non- 
sensical than  what  some  people  say  about  aspirin. 
Namely:  since  all  aspirin  is  at  least  supposed  to 
come  up  to  certain  required  standards,  then  all 
aspirin  tablets  must  be  alike. 

Bayer’s  standards  are  far  more  demanding.  In 
fact,  there  are  at  least  nine  specific  differences 
involving  purity,  potency  and  speed  of  tablet  dis- 


integration. These  Bayer®  standards  result  in  sig- 
nificant product  benefits  including  gentleness  to 
the  stomach,  and  product  stability  that  enables 
Bayer  tablets  to  stay  strong  and  gentle  until  they 
are  taken. 

So  next  time  you  hear  someone  say  that  all 
aspirin  tablets  are  alike,  you  can  say,  with  confi- 
dence. that  it  just  isn't  so. 

\ou  might  also  say  that  all  registered  nurses 
aren't  alike,  either. 
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‘‘Upper  respiratory  infection!  I thought  everything 
was  a ‘vims'  these  days?" 
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Some  U.R.I.  patients  are  more 
miserable  than  others. 

That's  why  we  make  Novahistine® 
in  two  different  tablet  formulations. 


And  let  you  control  the  dosage. 


I 


1 


With  Novahistine  LP  tablets  and  Novahistine  Singled” 
tablets  you  have  the  range  and  flexibility  of  decongestant 
dosage  that  lets  you  prescribe  for  the  needs  of  the 
individual  patient. 

Novahistine  LP  tablets  are  most  useful  for  relief  of 
nasal  congestion  in  patients  without  pain  or  fever. 
Novahistine  Singlet  tablets,  which  provide  analgesic- 
antipyretic  effect,  as  well  as  decongestant  action,  are 
indicated  for  upper  respiratory  infections  accompanied 
by  pain,  aches  and  fever. 

Whether  you  prescribe  Novahistine  LP  or  Novahistine 
Singlet,  a total  daily  dose  of  3 or  4 tablets  will  usually 
provide  effective,  continuous  relief. 

Use  cautiously  in  patients  with  severe  hypertension, 
diabetes  mellitus,  hyperthyroidism  or  urinary  retention. 
Caution  ambulatory  patients  that  drowsiness  may  result. 

Each  Novahistine  LP  tablet  contains  phenylephrine  hydrochloride.  25  mg.;  and 
chlorpheniramine  maleate,  4 mg. 

Each  Novahistine  Singlet  tablet  contains  phenylephrine  hydrochloride,  40  mg.; 
chlorpheniramine  maleate.  8 mg.;  and  acetaminophen.  500  mg. 

PITMAN-MOORE  DIVISION  OF  THE  DOW  CHEMICAL  COMPANY,  INDIANAPOLIS 
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THE  INSURANCE  PAGE 


Blue  Shield's  Role  in  Title  XIX  Is  Growing 


Blue  shield  plans  are  playing  an  in- 
creasingly important  role  in  the  Title  XIX 
federal-state  matching  programs  for  the 
indigent  and  medically  indigent.  Latest  reports 
show  Blue  Shield  plans  in  14  states  participat- 
ing in  these  Medicaid  programs.  Many  other 
Blue  Shield  plans  are  seeking  Title  XIX  roles. 

The  Texas  Plans  are  handling  the  program 
on  a modified  prepayment  basis,  while  the 
other  plans  have  been  retained  in  an  admini- 
strative capacity. 

In  a special  Title  XIX  conference  sponsored 
by  the  National  Association  of  Blue  Shield 
Plans  and  the  Blue  Cross  Association  in  No- 
vember, 1967,  NABSP  President  John  W. 
Castellucci  and  BCA  President  Walter  Mc- 
Nerney  issued  a joint  statement  urging  the  ap- 
propriate state  agencies  to  contract  with  Blue 
Shield  and  Blue  Cross  for  the  underwriting  of 
Medicaid  benefits  on  a prepaid  basis. 

“We  believe  that  Blue  Shield  and  Blue  Cross 
Plans  provide  the  logical  mechanisms  for  mak- 
ing Medicaid  work  the  way  the  law  intended,” 
the  association  heads  declared.  “If  Title  XIX 
Medicaid  programs  are  purchased  from  the 
local  Blue  Shield  and  Blue  Cross  Plans,  this 
will  not  only  provide  sound  budget  forecasting 
which  is  so  essential  today,  it  will  offer  many 
advantages  to  the  needy  and  near-needy  people 
served  by  the  programs.” 

The  idea  of  Blue  Shield  underwriting  Medi- 
caid benefits  drew  an  enthusiastic  note  of  sup- 
port from  Senator  Carl  T.  Curtis  (R-Nebraska) 


during  hearings  before  the  Senate  Finance 
Committee:  “This  means  that  state  agencies 
in  charge  of  Medicaid  programs  could  pur- 
chase medical  services  on  a premium  basis, 
thus  assuring  the  state  of  a predictable  cost, 
plus  the  inestimable  benefit  of  the  experience 
and  skills  of  the  Blue  Shield  Plans  in  adminis- 
tering these  vital  medical  care  programs.” 

Similarly,  Francis  L.  Land,  M.D.,  com- 
missioner of  the  Medical  Services  Admini- 
stration, Social  and  Rehabilitation  Services, 
who  is  in  charge  of  the  federal  aspects  of 
Medicaid,  endorsed  the  Blue  Shield  and  Blue 
Cross  prepayment  approach  for  Title  XIX  pro- 
grams. Advising  Blue  Shield  and  Blue  Cross 
Plans  to  assist  state  agencies  in  the  implementa- 
tion of  Medicaid  programs.  Doctor  Land 
recommended  the  development  of  a model  con- 
tract to  prevent  any  misunderstanding  on  the 
part  of  the  state  agency  or  the  plan.  As  a re- 
sult, NABSP  has  drawn  up  a “Model  Title 
XIX  Fiscal  Agent  Contract.” 

It  is  clear  that  Blue  Shield,  because  of  its 
unique  characteristics  and  relations  with  physi- 
cians, is  ideally  suited  to  represent  the  volun- 
tary sector  in  government-funded  health  care 
programs.  This  approach  is  favored  as  an 
economical,  efficient  and  realistic  alternative. 
It  will  preserve  the  freedom  of  the  medical  pro- 
fession, it  will  discourage  duplication  of  effort, 
and  it  will  keep  the  beneficiaries  of  the  sys- 
tem in  the  mainstream  of  health  care. 

William  W.  Hall,  M.D. 
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How  much  does 

the  anticostive* 
hematinic  cost? 

A • No  more  than 
costive  hematinics 
cost! 


The  anticostive  hematinic  is 

PERITINIC 

Hematinic  with  Vitamins  and  Fecal  Softener 

A tablet-a-day  provides; 


# Elemental  Iron  (as  Ferrous  Fumarate) 100  mg 

• Dioctyl  Sodium  Sulfosuccinate  (to  counteract 

constipating  effect  of  iron) 100  mg 

Vitamin  Bi 7.5  mg 

Vitamin  B» 7.5  mg 

Vitamin  Bo 7.5  mg 

Vitamin  Bis 50  mcgm 

Vitamin  C 200  mg 

Niacinamide 30  mg 

Folic  Acid 0.05  mg 

Pantothenic  Acid  15  mg 

Botties  of  60 


anticostive,  adj.  (anti  opposed  to 
+ costive  causing  constipation.) 
Against  constipation.  Now  isn’t 
that  a good  idea  in  an  iron-contain- 
ing hematinic? 


LEDERLE  LABORATORIES 


A Division  of  American  Cyanamid  Company 
Pearl  River,  New  York  10965 


After  the  picnic 
even  Gramps 

Was  a victim  of 
intestinal  cramps 


Parepectolin  for  quick  relief  of  acute  diarrhea. 
. . . soothes  colicky  pain  with  paregoric* 

. . . consolidates  fluid  stools  with  pectin 
. . . adsorbs  irritants  with  kaolin, 
and  protects  intestinal  mucosa 

In  elderly  patients  it  is  particularly  important 
to  stop  the  diarrhea  fast.  Parepectolin  helps  you 
control  diarrhea  promptly  and  gain  the  patient’s 
confidence  until  etiology  has  been  determined. 


Each  fluid  ounce  of  creamy  white  suspension  contains: 

^Paregoric  (equivalent)  (1.0  dram)  3.7  ml. 

Contains  opium  (14  grain)  15  mg.  per  fluid 
ounce. 

warning:  may  be  habit  forming 

Pectin (2V2  grains)  162  mg. 

Kaolin  (specially  purified)  ....  (85  grains)  5.5  Gm. 
(alcohol  0.69%) 

Usual  Adult  Dose:  One  or  two  tablespoonfuls  three  times 
daily. 


WILLIAM  H.  RORER,  INC. 

Fort  Washington,  Pa. 
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PROFESSIOHAL  RELATIONS  REPRESENTATIVES 

At  Your  Service, 


(PLEASE  REMOVE  THIS  PAGE  FOR  FUTURE  REFERENCE) 


c O) 
g c 
'u  'E 


on 

_E 

Q. 

O 


.E 

o 


a; 


Q. 


c 
(U 

-C  0) 

- o 

.■5  >- 

- o 
o ° 

P O 

(U  1/1 

Id  ^ 
a 

- c 

D 

> M 
O 

0) 

1- 

O 


c 

0) 

E 

>. 

o 

CL 


C5) 


«-n 

LU 

U 

Ll- 

U- 

o 

o 

LU 

I— 

< 

u 

O 


< 

u 

O 


LU 

LO  5 
LU  OC 

X&; 
>o 


c 

<U  J- 
ol  . _ 

<D  — 
TS 
CL  C 
Qi  O 


in  in 

o .i 

D 

^ 13 

(U 

"5  ^ 

c >- 

0 O 

01  (U 

05 


0 

1  

Q_ 

CO 

CO 

o 

u 


(U 

-C 


(U 

> 

o 

D 

c 

o 


< 

u 

o 


(U 

U1 

D 

(U 


u 

Z 

< 

I— 

CO 

CO 

< 

o 


3 

o 

>v 

<u 

> 


a 

(U 

Q£ 

in 

C 

o 


(U 

ck: 

"o 

c 

o 


u 

<D 

a 


_ ~ <n 


"D 

0) 

(U 


s 

o 

oc 


CQ 

c 

Q. 

"D 

M- 

■D 

c 

D 

0 

LO 

'o 

a 

to 

Ic 

0) 

0 

i_ 

Q- 

UJ 

M- 

X 

0 

0 

CO 

0) 

LU 

■D 

c 

0 

C 

D 

0 

co 

0 

> 

<15 

<n 

3 

O 

T3 

> 

C 


(U 

14- 

o 

I— 

Q- 

i_ 

D 

o 

>- 

d 

(U 


o 


05 

L. 

D 

3 

O 

>- 


"D 

(U 

D 

u 

O 


(/) 

(/) 

o 

a: 

o 


ir> 

r-f 

CVJ 

Ift 


CM 

O 

If) 


LU 


a>  CD 

u 


5:  “U 
O C 

0,  ^ O 


LU 


in 

o 

CM 

O 


>i 


> 

’5 

o 


CD 

LU 


CD 


■D 

ro 

o 

oc 

c 

$ 

o 

■40 

(/) 

■o 

L. 

ro 

OQ 


r 


«()! 


When  she  gets  a bacterial  infection, 
think  of  Tetrex-F.® 


Like  the  debilitated  or  diabetic  pa- 
tient, she  may  be  susceptible  to  mo- 
nibal  overgrowth. 

That’s  why  she  needs  the  extra  protection 
of  Tetrex-F  whenever  tetracycline  ther- 
apy is  indicated.  Tetrex-F  provides  well- 
tolerated  tetracycline  phosphate  complex 
for  the  bacterial  infection— nystatin  to 
help  prevent  monilial  overgrowth. 

Tetrex-F 

(tetracycline  phosphate 
complex-nystatin) 

Whenever  monilia  may  threaten 
tetracycline  therapy 


PRESCRIBING  INFORMATION.  For  complete  informa- 
tion  consult  Official  Package  Circular.  Indications:  Infec- 
tions of  respiratory,  gastrointestinal  and  genitourinary 
tracts  and  skin  and  soft  tissues  due  to  tetracycline-sensitive 
organisms,  in  patients  with  increased  susceptibility  to  mon- 
ilial infections.  Contraindications:  The  drug  is  contraindi- 
cated in  patients  hypersensitive  to  its  components.W'arnings : 
Photodynamic  reactions  have  been  produced  by  tetracy- 
clines. Natural  and  artificial  sunlight  should  be  avoided 
during  therapy.  Stop  treatment  if  skin  discomfort  occurs- 
With  renal  impairment,  systemic  accumulation  and  hepa- 
totoxicity  may  occur.  In  this  situation,  lower  doses  should 
be  used.  Tooth  staining  and  enamel  hypoplasia  may  be 
induced  during  tooth  development  (last  trimester  of  preg- 
nancy, neonatal  period  and  childhood).  Precautions:  Bac- 
terial superinfections  may  occur.  Infants  may  develop  in- 
creased intracranial  pressure  with  bulging  fontanels.  In 
gonorrheal  therapy,  serologic  tests  for  syphilis  should  be 
conducted  initially  and  monthly  for  3 months.  Adverse  Re- 
® actions:  Glossitis,  stomatitis,  nausea,  diarrhea,  flatulence, 
proctitis,  vaginitis,  dermatitis,  and  allergic  reactions  may 
occur.  Usual  Adult  Dosage:  1 capsule  q.i.d.  Continue  for 
10  days  in  Beta-hemolytic  streptococcal  infections.  Admin- 
ister one  hour  before  or  two  hours  after  meals.  Supplied: 
Capsules,  bottles  of  16  and  100.  Each  capsule  contains 
tetracycline  phosphate  complex  equivalent  to  250  mg.  tet- 
racycline HCl  activity  and  250,000  units  of  nystatin.  For 
Oral  Suspension,  125  mg.  tetracycline  and  125,000  u. 
nystatin/5  ml.,  60  ml.  bottles.  A.H.F.  S.  Category  8:12 

BRISTOL  LABORATORIES 
Division  of  Bristol-Myers  Co. 

Syracuse,  New  York  13201 


BRISTOL 
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ummation: 

addition  to  its  primary  indications  for  duodenal 
id  gastric  ulcer,  Robinul  Forte  (glycopyrrolate) 
indicated  for  other  G-I  conditions  that  may 
nefit  from  anticholinergic  therapy.  Robinul-PH 
>rte  (glycopyrrolate  2 mg.  with  phenobarbital) 
indicated  when  these  situations  are  complicated 
’ mild  anxiety  and  tension, 
ontraindications:  Glaucoma,  urinary  blad- 
r neck  obstruction,  pyloric  obstruction,  stenosis 
th  significant  gastric  retention,  prostatic 
TJertrophy,  duodenal  obstruction,  cardiospasm 
legaesophagus),  and  achalasia  of  the  esophagus, 
d in  the  case  of  Robinul-PH  Forte,  sensitivity 
phenobarbital. 

recautions:  Administer  with  caution  in  the 
esence  of  incipient  glaucoma, 
dverse  Reactions:  Dryness  of  the  mouth, 
urred  vision,  urinary  difhculties,  and  constipa- 
>n  are  rarely  troublesome  and  may  generally  be 
ntrolled  by  reduction  of  dosage.  Other  side 
ects  associated  with  the  use  of  anticholinergic 
ugs  include  tachycardia,  palpitation,  dilatation 
the  pupil,  increased  ocular  tension,  weakness, 
usea,  vomiting,  headache,  dizziness,  drowsi- 
ss,  and  rash. 

osage:  Should  be  adjusted  according  to  indi- 
Jual  patient  response.  Average  and  maximum 
commended  dose  is  1 tablet  three  times  a day: 
the  a.m.,  early  p.m.,  and  at  bedtime.  See 
oduct  literature  for  full  prescribing  information, 
pply:  Robinul  (glycopyrrolate  1 mg.):  Robinul 
)rte  (glycopyrrolate  2 mg.):  Robinul-PH  (glyco- 
rrolate  1 mg.)  with  phenobarbital  16.2  mg. 
/arning:  may  be  habit  forming);  Robinul-PH 
irte  (glycopyrrolate  2 mg.)  with  phenobarbital 
.2  mg.  (Warning:  may  be  habit  forming),  in 
ttles  of  100  and  500  tablets.  A.  H.  Robins 
>mpany,  Richmond.  Va.  23220. 


AH'I^OBINS 


In  peptic  ulcer  therapy,  won’t  you 
rive  Robinul  Forte  a FairTrial? 

(glycopyrrolate) 


Six  years  ago  the  A.  H.  Robins 
Company  introduced!  glycopyrro- 
late, a unique  anticholinergic  agent 
described  in  the  prescribing  litera- 
ture as  more  closely  approaching  the 
ideal  compound  for  controlling 
gastric  hyperacidity  and  hyper- 
- I ^.motility  of  the  G-I  tract.  Although 
glycopyrrolate  (Robinul  Forte) 
nd  good  acceptance  among  numerous  physicians, 
ny  others  just  didn’t  seem  to  want  to  give  it  a try, 
)bably  because  the  anticholinergic  they  were  al- 
dy  using  was  giving  acceptable  results. 

)wever,  we  believe  you’ll  agree  there’s  always 
>m  for  a better  anticholinergic.  This  is  why  we’re 
:ing  you  to  give  Robinul  Forte  a fair  trial.  Robinul 
rte  exerts  a highly  specific  antisecretory  action  and 
irked  inhibitory  effect  on  intestinal  tone.  We’re  con- 
ced  you’ll  agree  that  this  is  indeed  an  outstanding 
ig  when  you  observe  its  outstanding  suppression  of 
er  symptoms.  Furthermore,  it  is  unique  in  that  it 
luces  intestinal  tone,  yet  has  little  or  no  effect  on 
istalsis.  In  addition,  the  incidence  of  the  more 
hersome  peripheral  side  effects  is  low. 
longer  does  the  physician  have  to  look  for  extreme 
mouth  as  the  measure  of  his  anticholinergic’s  ef- 


fectiveness. The  only  way  we  can  demonstrate  to  you 
firsthand  the  efficacy  of  glycopyrrolate  (Robinul 
Forte)  is  for  you  to  try  it  in  your  practice.  That’s 
why  we’re  asking  you  to  give  it  a Fair  Trial.  How  can 
you  give  it  a Fair 
Trial?  You  do  it  this 


3 


way: 

First:  When  you  see 
your  very  next  ulcer 
patient,  write  him  a 
script  as  shown . 

Next:  Wait  1 0 days 
or  until  your  patient  comes  in  for  his  next  appointment 
and  get  his  “verdict”  as  to  how  he  feels.  Examine  all 
the  evidence  and  make  your  evaluation  of  his  condition. 

Finally:  Render  your  ver- 
dict. If  it’s  “significant  im- 
provement and  marked  relief  of 
symptoms,”  then  we  believe 
you’ll  agree  that  Robinul  Forte 
has  proved  its  worth,  and  we 
rest  our  case.  If  not,  consider 
our  case  for  Robinul  Forte 
closed.  That’s  a Fair  Trial, 
Doctor,  and  it’s  all  we  ask. 


RobinuF  Forte 

(glycopyrrolate,  2 mg.) 

The  summation  is  an  important 
part  of  every  case.  Y ou’Il  find  ours 
on  the  preceding  page.  Doctor. 
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Continuing  Educational 


From  The 


Opportunities 


KMA  Postgraduate  Medical  Education  Office 


IN  KENTUCKY 

OCTOBER 

16-17  Home  Care  Conference,  location  to  be  an- 
nounced, Louisville 

24  Chemical  Industry  Workshop  on  Occupational 
Health,  Executive  Inn,  Louisville 

24  Annual  L.  E.  Smith  Memorial  Lecture,  5 p.m. 
University  of  Kentucky  Medical  Center,  Lex- 
ington 


NOVEMBER 

8-9  Kentucky  Thoracic  Society,  Fall  Conference, 
Gabe’s  Motor  Inn,  Owensboro 

12- 13  “Small-for-Date  Infant  Symposium,”  depart- 

ment of  pediatrics,  University  of  Louisville 
School  of  Medicine,  Stouffer’s  Inn,  Louisville 

13- 16  “Initial  Emergency  Care  and  Transportation 

of  the  Sick  and  Injured,”  3-1/2  day  course. 
University  of  Kentucky,  Lexington 


IN  SURROUNDING  STATES 

OCTOBER 

16-17  Update  1968 — Selected  Topics  in  Nursing, 
Cleveland  Clinic  Educational  Foundation, 
Cleveland,  Ohio 

19-24  American  Academy  of  Pediatrics,  37th  An- 
nual Meeting,  Palmer  House  Hotel,  Chicago, 
111. 

31-  American  college  of  Gastroenterology  An- 

Nov.  2 nual  Course  in  Postgraduate  Gastroenter- 
ology, Statler  Hilton,  Boston,  Mass. 


NOVEMBER 

1-2  “Diagnostic  Radiology  and  the  Practicing 
Physician,”  Kehoe  Hall,  University  of  Cincin- 
nati College  of  Medicine,  Cincinnati,  Ohio 


6- 7  Cleveland  Clinic  Educational  Foundation 

Postgraduate  Course  “Upper  Gastrointestinal 
Tract  Disease — Clinical  Aspects”,  Cleveland, 
Ohio 

7- 9  Second  Annual  Conference,  "Today’s  Hos- 

pital Problems,”  Mound  Park  Hospital 
Foundation,  Tides  Hotel  and  Bath  Club,  Red- 
ington  Beach,  Fla. 

11-15  American  Public  Health  Association  Annual 
Meeting,  Cobo  Hall,  Detroit,  Mich. 

18-21  Southern  Medical  Association  Annual  Meet- 
ing, New  Orleans,  La. 


DECEMBER 

1-4  American  Medical  Association,  Annual  Clin- 
ical Convention,  Miami  Beach,  Fla. 

9-11  Southern  Surgical  Association  Meeting,  Boca 
Raton  Hotel,  Boca  Raton,  Fla. 


SEND  IN  MEETING  INFORMATION 

Many  medical  organizations  are  setting  dates  for 
their  winter  and  spring  meetings.  At  the  same  time 
they  are  choosing  the  topics  to  be  discussed,  ar- 
ranging for  speakers  and  planning  programs. 

The  Continuing  Medical  Education  office  of  the 
Kentucky  Medical  Association  would  like  to  urge 
these  societies  and  organizations  to  notify  this  of- 
fice of  these  dates  and  topics  so  they  can  be  added 
to  the  “Continuing  Education  Opportunities”  cal- 
endar in  The  Journal.  In  this  way  conflicts  in  dates 
can  be  avoided  and  a wider  audience  can  be  in- 
formed of  these  upcoming  meetings. 

Please  send  such  information,  when  available, 
to  the  KMA  Continuing  Medical  Education  Office, 
3532  Janet  Avenue,  Louisville,  Ky.  40205. 
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once-popular  treatment  for  back  pains 
l/as  to  have  the  seventh  son  of  a seventh  son 
tand  or  walk  on  the  patient's  back. 


or  headache,  a sovereign  remedy  was 
) wear  a snakeskin  round  one's  head. 


The  pain  of  earache  was  allegedly  relieved 
by  holding  a hot  roasted  onion  to  the  ear. 


A realistic 
approach 
to  pain 
relief 


Empirin’’ 

Compound  with  Codeine 
Phosphate  gr.  1/2  No.  3 

ach  tablet  contains: 
odeine  Phosphate  gr.  1/2  (Warning- 
fay  be  habit  forming),  Phenacetin  gr.  2 1 / 2, 
i-spirin  gr.  3 1 / 2,  Caffeine  gr.  1 / 2. 

xeeps  the  promise 
d pain  relief 

■W.  & Co.'  narcotic  products  are 
lass  "B",  and  as  such  are  available  on  oral 
escription,  where  State  law  permits. 

||p  BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC. 

^ Zi  Tiickahoe,  N.Y. 


New 


Tegretol 

carbamazepine 


Therapeutic 
breakthrough 
in  non-narcotic 
control  of 
the  pain  of 


trigeminal 

neuralgia 


Warning 

Fatal  cases  of  aplastic  anemia  have  been  reported  following  treatment 
with  Tegretol.  Agranulocytosis,  thrombocytopenia  and  transitory 
leukopenia  have  also  been  observed. 

Complete  blood  and  platelet  counts  should  be  done  prior  to  and  at  regular 
intervals  during  treatment  with  the  drug  (see  recommendations  under 
“Important  Note  and  Precautions”)  to  help  in  the  early  detection  of  serious 
bone  marrow  injury.  Abnormalities  in  initial  blood  tests  should  rule  out 
use  of  the  drug.  Also,  patients  should  be  made  aware  of  such  early  toxic 
signs  of  a potential  hematologic  problem  as  fever,  sore  throat,  mouth 
ulcers,  easy  bruising  and  petechial  or  purpuric  hemorrhage.  Should  such 
signs  appear,  the  patient  should  be  advised  to  discontinue  the  drug  and  to 
report  to  the  physician  immediately. 


Indication  Tegretol  is  indicated  in  the  treatment  of  the  pain  associated 
with  true  trigeminal  neuralgia.  It  is  not  a simple  analgesic  and  should 
never  be  administered  for  relief  of  trivial  facial  aches  or  pains. 
Contraindication  Do  not  use  in  those  with  a known  sensitivity  to  any 
tricyclic  compound  or  in  those  being  treated  with  M.A.O.I.  agents.  As  long 
a period  as  possible  should  elapse  before  using  Tegretol  in  patients  who 
have  been  treated  with  M.A.O.I.’s,  with  a minimum  of  7 days.  In  such 
cases,  initial  dosage  should  be  low  and  the  patient’s  reaction  to  gradual 
increments  closely  observed. 

Important  Note  and  Precautions  Familiarity  with  the  clinical  symptoms 
which  lead  to  an  accurate  diagnosis  of  true  trigeminal  neuralgia  and  with 
the  complete  prescribing  information,  careful  patient  selection,  a 
thorough  examination  before  treatment  and  close  patient  supervision 
throughout  the  treatment  period  are  essential  to  the  safe  and  effective 
use  of  this  drug. 

Where  feasible,  Tegretol  should  not  be  used  in  conjunction  with  any  potent 
drug  which  may  increase  the  possibility  of  toxic  reactions. 

In  pregnancy,  the  drug  should  not  be  prescribed  during  the  first  trimester 
and  thereafter  only  to  patients  in  whom  the  clinical  situation  warrants  the 
potential  risk.  It  should  not  be  administered  to  nursing  mothers. 

Patients  with  increased  intraocular  pressure  should  be  closely  observed 
during  treatment  with  this  drug  because  of  its  anticholinergic  effect. 
Because  of  the  drug’s  relationship  to  other  tricyclic  compounds,  the  possi- 
bility of  activation  of  latent  psychosis  and,  in  the  elderly,  of  confusion  or 
agitation,  should  be  considered. 

Dizziness  and  drowsiness  may  occur  and  patients  should  be  cautioned 
about  the  hazards  of  operating  machinery  or  automobiles  and  of  engaging 
in  other  hazardous  tasks. 

Use  cautiously  in  patients  with  a history  of  coronary  artery  disease, 
organic  heart  disease,  congestive  failure  or  liver  disease. 

Before  initiating  therapy,  the  following  laboratory  procedures  should 
be  performed: 

1.  Complete  blood  and  platelet  counts  which,  if  abnormal,  should  rule  out 
the  use  of  the  drug. 

2.  Baseline  evaluations  of  liver  function. 

During  treatment  with  Tegretol,  the  following  laboratory  procedures  should 
be  performed: 

1.  Complete  blood  and  platelet  counts  should  be  done  at  intervals  of  one 
week  during  the  first  month  of  drug  treatment,  every  two  weeks  during  the 
second  and  third  months,  and  at  monthly  intervals  thereafter  for  as  long 
as  the  patient  is  taking  the  drug.  A trend  toward  a decreasing  white  blood 
cell  count  should  suggest  a dosage  reduction  and  more  frequent 


laboratory  and  clinical  evaluations.  Should  this  trend  continue,  th 
should  be  discontinued. 

2.  Liver  function  tests  must  be  performed  at  regular  intervals  durin 
ment  with  this  drug  since  liver  damage  may  occur  during  therapy, 
drug  should  be  discontinued  immediately  in  cases  of  aggravated  I 
dysfunction  or  active  liver  disease. 

3.  Periodic  eye  examinations,  including  slit-lamp,  funduscopy  and  t 
etry,  are  recommended  for  patients  being  treated  with  this  drug  si 
many  phenothiazines  and  related  drugs  have  been  shown  to  cause 
changes. 

4.  Complete  urinalysis  and  BUN  should  be  done  on  patients  treat 
Tegretol  because  of  observed  renal  dysfunction. 

Adverse  Reactions  Dizziness,  drowsiness,  unsteadiness  on  the  f* 
nausea,  vomiting,  aplastic  anemia,  transitory  leukopenia,  agranulo 
eosinophilia,  leukocytosis,  thrombocytopenia,  purpura,  abnormalit 
liver  function  tests,  cholestatic  and  hepatocellular  jaundice,  urina 
quency,  acute  urinary  retention,  oliguria  with  elevated  blood  press 
albuminuria,  glycosuria,  elevated  BUN,  microscopic  deposits  In  th 
impotence,  disturbances  of  coordination,  confusion,  headache,  fat 
blurred  vision,  transient  diplopia  and  oculomotor  disturbances,  s' 
disturbances,  abnormal  involuntary  movements,  peripheral  neuriti 
paresthesias,  depression  with  agitation,  talkativeness,  nystagmus, 
nitus,  paralysis  and  other  symptoms  of  cerebral  arterial  insufficlen 
pruritic  and  erythematous  rashes,  urticaria,  Stevens-Johnson  synd 
photosensitivity  reactions,  alterations  in  skin  pigmentation,  exfolia 
dermatitis,  alopecia,  diaphoresis,  recurrence  of  thrombophlebitis, 
multiforme  and  nodosum,  aggravation  of  disseminated  lupus  eryth 
tosus,  gastric  distress,  abdominal  pain,  diarrhea,  constipation,  an 
dryness  of  the  mouth  and  pharynx,  glossitis,  stomatitis,  fever,  chill 
adenopathy,  lymphadenopathy,  aching  joints  and  muscles,  leg  era 
conjunctivitis,  left  ventricular  failure,  aggravation  of  hypertension, 
tension,  syncope  and  collapse,  edema,  aggravation  of  coronary  ar 
disease  and  congestive  heart  failure.  (Whether  these  cardiovascul 
are  drug-related  is  not  known.  However,  some  of  these  complicaf 
resulted  in  fatalities.)  The  necessity  for  discontinuing  the  drug  sh 
dictated  by  the  gravity  and  severity  of  the  adverse  reactions. 
Dosage  and  Administration  The  drug  should  always  be  taken  with 
if  possible. 

Initial:  One-half  tablet  (100  mg.)  b.i.d.  on  the  first  day.  Thereafter,  I 
should  be  increased  in  one-half  tablet  (100  mg.)  increments  every 
until  freedom  from  pain  is  achieved.  To  relieve  pain,  between  200 
1200  mg.  per  24  hours  may  be  necessary. 

Maintenance:  Initial  control  of  pain  can  be  maintained  in  most  pal 
with  a dose  of  400  mg.  to  800  mg.  daily.  Maintenance  doses  may  r 
between  200  mg.  and  1200  mg.  daily. 

At  least  once  every  3 months  during  treatment  period  attempts  sh 
made  to  discontinue  the  drug  or  to  reduce  the  dose  to  the  minimi 
effective  level. 

Availability  Round,  white,  single-scored  tablets  of  200  mg.  in  bo' 
of  100  and  1000.  (B)46- 

For  complete  details,  please  see  Prescribing  Information. 
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IBBSBil 

IBBiSliB! 

Forlorn 


in  depression 


The  loss  of  marital  compatibility  results  in 
nearly  500,000  U.S.  divorces  each  year. 

Depression  characterized  by  untold  guilt  feel- 
ings, grief  and  loneliness  may  follow. 

When  you  diagnose  depression,Tofranil  may 
be  indicated  for  relief. 

As  maintenance  therapy  during  the  active 
phase  of  depression,Tofranil  can  often  help  pre- 
vent relapse. 

The  use  of  Tofranil  in  patients  receiving  M.A.O.I.’s  is 
contraindicated.  In  patients  with  cardiovascular  disease, 
thyroid  disorders,  increased  intraocular  pressure:  in  those 
receiving  anticholinergics  (including  antiparkinsonism 
agents),  thyroid  medication  or  antihypertensive  adrenergic 
neuron-blocking  agents;  and  in  those  in  their  first  trimester 
of  pregnancy- the  special  precautions  listed  in  the  Pre- 
scribing Information  should  be  carefully  observed. 

Toxic  reactions  severe  enough  to  require  discontinu- 
ation of  Tofranil  are  uncommon.  However,  for  complete 
details,  please  refer  to  the  complete  Prescribing  Information. 

Turn  page  for  brief  summary  of  Prescribing  Information. 

® imipramine 
hy(drochlori(de 


1 


in  depression 


Tofranil®,  imipramine  hydrochloride 
Indications:  Tofranil  is  recommended 
for  the  treatment  of  depressive  states 
of  diverse  psychopathology. 
Contraindications:  The  concomitant 
use  of  this  agent  and  monoamine  oxi- 
dase inhibiting  (M.A.O.I.)  compounds 
is  contraindicated.  Hyperpyretic  crises 
or  severe  convulsive  seizures  may 
occur.  Potentiation  of  adverse  effects 
can  be  serious  or  even  fatal.  An  inter- 
val of  at  least  7 days  after  M.A.O.I. 
therapy  has  been  discontinued  should 
be  allowed  before  this  drug  may  be 
substituted.  Initial  dosage  should 
be  low,  increases  should  be  gradual, 
and  the  patient's  progress  should  be 
carefully  observed. 

Warning:  Clinical  reports  have  sug- 
gested that  there  may  be  a risk  of 
teratogenesis  associated  with  the  use 
of  this  compound  during  the  first  tri- 
mester of  pregnancy.  Unless,  in  the 
opinion  of  the  prescribing  physician, 
the  potential  benefits  outweigh  the 
possible  risks,  it  should  not  be  used 
during  the  first  trimester  of  pregnancy. 
Cardiovascular  complications.  Includ- 
ing myocardial  infarction  and  arrhyth- 
mias, have  occasionally  occurred  in 
susceptible  individuals.  Patients  with 
cardiovascular  disease  should  be 
given  the  drug  only  under  careful  ob- 
servation and  in  low  dosage. 
Precautions:  Since  suicide  is  always  a 
possibility  in  severely  depressed  pa- 
tients and  one  which  may  persist  until 
significant  remission  occurs,  such 
patients  should  be  carefully  super- 
vised during  early  treatment.  Some 
severely  depressed  patients  may  also 
require  hospitalization  and/or  con- 
comitant electroconvulsive  therapy. 
Because  of  its  anticholinergic  effect, 
caution  should  be  observed  in  pre- 
scribing the  drug  for  patients  with 
increased  intraocular  pressure. 

In  rare  instances,  transient  cardiac 
arrhythmias  have  occurred  in  hyper- 
thyroid patients  and  in  patients  re- 
ceiving thyroid  medication  when 
this  compound  was  added  to  the 
regimen.  Imipramine  may  block  the 
pharmacologic  activity  of  guanethi- 
dine  and  other  related  adrenergic 
neuron-blocking  agents. 

The  drug  is  not  recommended  at  the 
present  time  in  patients  under  1 2 years 
of  age. 

Adverse  Reactions:  Dryness  of  the 
mouth,  tachycardia,  constipation,  dis- 
turbances of  accommodation,  sweat- 
ing, dizziness,  weight  gain,  urinary 
frequency  or  retention,  nausea  and 


Ibfranir  Geigy 

imipramine 

hydrochloride 


vomiting,  peripheral  neuritis,  mild 
parkinson-like  syndrome,  tremors, 
rare  cases  of  falling  in  elderly  pa- 
tients, confusional  states  (with  such 
symptoms  as  hallucinations  and  dis- 
orientation), activation  of  psychosis  in 
schizophrenics  and  agitation  (includ- 
ing hypomanic  and  manic  episodes) 
which  may  require  dosage  reduction 
and/or  addition  of  a tranquilizer  or 
temporary  discontinuation  of  the  drug, 
epileptiform  seizures,  orthostatic 
hypotension  and  substantial  blood 
pressure  fall  in  hypertensive  patients, 
purpura,  transient  jaundice,  bone  mar- 
row depression  including  agranulocy- 
tosis, sensitization  and  skin  rash 
including  photosensitization,  eosino- 
philia,  and  mild  withdrawal  symptoms 
on  sudden  discontinuation  after  pro- 
longed treatment  with  high  doses. 
Occasional  hormonal  effects  (im- 
potence, decreased  libido,  and  estro- 
genic effects)  may  be  observed. 
Atropine-like  effects  may  be  more 
pronounced  (e.g.  paralytic  ileus)  in 
susceptible  patients  and  in  those 
using  anticholinergic  agents  (includ- 
ing antiparkinsonism  drugs). 
Outpatient  Adult  Dosage:  Initially, 

75  mg.  daily,  increased,  if  necessary, 
to  1 50  pr  200  mg.  Maintenance  dosage 
may  be  lower,  50  to  150  mg.  daily,  if 
possible. 

Geriatric  and  Adolescent  Dosage: 
Initially,  30  or  40  mg.  daily,  which  may 
be  increased  according  to  response 
and  tolerance.  It  is  usually  unneces- 
sary to  exceed  100  mg.  daily. 

A lag  in  therapeutic  response,  lasting 
from  a few  days  to  a few  weeks, 
should  be  expected.  When  dosage 
recommendations  are  already  being 
followed,  increasing  the  dosage  does 
not  normally  shorten  this  latency 
period  and  may  increase  the  inci- 
dence of  adverse  reactions. 
Availability:  Round  tablets  of  25  and 
50  mg.;  triangular  tablets  of  10  mg. 
for  geriatric  and  adolescent  use;  and 
ampuls,  each  containing  25  mg.  in 
2 cc.  for  I.M.  administration. 
(B)R-46-850-C 

For  complete  details,  please  refer  to 
the  full  Prescribing  Information. 
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The  mistake 

no  Kentucky  physician  can  afford! 


is  your  practice  different?  Of  course  it  is!  Don't  let 
your  builder  tell  you  otherwise.  Only  a facility  from 
AMERICAN  MEDICAL  meets  the  individual,  speci- 
fic needs  of  each  group,  wherever  it  practices. 
Avoid  the  medical  building  strait  jacket  that  a 
stereotyped  medical  facility  can  become.  Only 
AMERICAN  MEDICAL  completely  analyzes  the 
needs  of  each  member  of  a group  before  custom 
designing  each  structure.  You  maintain  complete 


flexibility  in  floor  plans,  building  materials, 
cabinetry  and  special  design  features  which  en- 
hance the  value  of  your  investment. 


AMERICAN  MEDICAL  officers  and  staff  have 
supervised  construction  of  more  than  1,000  medi- 
cal buildings  coast  to  coast. 


Building  with  AMERICAN  imagination!  Write  for 
free  full-color  Brochure  No.  621. 


AMERICAN 
MEDICAL  BUILDING 

GUILD^  2529  University  Avenue 

Madison.  Wisconsin  53705  • Phone;  608-238-9234  collect 


MEDICAL  SCHOOL  NEWS  AND  VIEWS 


Rhetoric  Versus  Research  in  Medical  Education 

Part  Twot 

Richard  N.  Watkins* 


Obviously,  the  Kentucky  College  of  Medi- 
cine needs  what  it  does  not  have — a commit- 
tee devoted  to  assimilating  research  and  in- 
novations in  medical  education  and  propagating  that 
information  to  the  Kentucky  medical  community.  It 
seems  inevitable  that  medical  centers  should  have 
personnel  whose  specific  task  is  to  gather  and  assimi- 
late current  concepts  informing  medical  education  it- 
self, just  as  the  faculty  in  a given  specialty  serve 
to  assimilate  new  concepts  within  that  medical 
specialty.  Such  a function  cannot  develop  overnight, 
but  certainly  we  can  begin.  This  mandate  be- 
longs to  the  faculty  of  the  Medical  Center. 

But  there  is  a special  lesson  here  for  the  stu- 
dents. The  frustration  which  they  feel,  the  doubts 
about  the  relevancy  of  the  time  they  spend  on  ap- 
parently arbitrary  minutiae,  and  their  desires  to 
evaluate  and  change  what  should  be  changed  — 
these  energies  should  be  channeled  into  the  con- 
structive and  satisfying  task  of  disciplined  research 
on  the  relevance  of  the  medical  curriculum  in  their 
own  school.  Why  might  not  the  Kentucky  students, 
many  of  whom  spend  the  summer  in  some  form  of 
research,  finance  through  interested  agencies,  design 
with  the  aid  of  the  Departments  of  Behavioral  Science 
and  Community  Medicine,  and  themselves  execute 
summer  research  projects  focused  on  their  own  ed- 
ucation and  its  goals? 

Last  year,  for  example,  because  of  requests  by 
students,  a course  in  medical  aspects  of  sexuality 
was  included  in  the  freshman  elective  curriculum. 
This  summer,  six  students  executed  a study  which 

fThe  first  part  of  this  two-part  article  appeared  in 
the  September,  1968  issue  of  The  Journal,  page 
792 

^Junior,  University  of  Kentucky  College  of  Medicine 


probed  the  incidence  of  patient  requests  for  sexual 
counseling  and  the  extent  to  which  Kentucky  phy- 
sicians consider  themselves  responsible  and  sufficiently 
prepared  in  this  area.  The  answers  to  these  questions 
should  inform  future  curricular  policy  at  Kentucky. 
As  an  example  of  a potential  project,  the  neuro- 
anatomy course  at  Kentucky  could  be  evaluated  by 
determination  of  the  level  of  neuroanatomical  know- 
ledge used  by  the  various  types  of  Kentucky  prac- 
tioner.  Usually,  the  course  and  examination  are  the 
yardstick  for  the  student.  In  such  a project,  the  phy- 
sician would  become  the  yardstick  for  the  course  and 
examination.  In  some  open-ended  fields,  such  as  cell 
biology,  another  variable  — future  development  — 
must  be  introduced  into  the  judgment  of  the  course. 
But  in  a traditional,  long-tested,  and  almost  closed 
discipline  such  as  neuroanatomy,  with  a minimum 
of  judgmental  content  and  a maximum  of  factual 
content,  the  present  practice  of  physicians  is  very 
nearly  an  adequate  yardstick. 

There  is  here,  in  addition  to  the  mandate  for 
the  Kentucky  students  and  faculty,  a mandate  for 
the  Kentucky  practitioner,  for  without  his  under- 
standing and  cooperation  no  study  of  current  Ken- 
tucky medicine  is  possible.  The  concept  of  the  end 
product,  the  practitioner,  must  inform  all  our  inno- 
vations in  education. 

If  this  synergy  is  achieved — the  faculty  in  assim- 
ilating current  educational  research,  the  students  in 
assessing  their  own  education,  and  the  practitioners 
in  contributing  to  such  study  — then  we  need  per- 
petrate no  longer  what  is  an  absurdity  in  our  times: 
to  allow  the  formation  of  the  physician  to  depend  upon 
intuition,  rhetoric,  and  opinion;  and  yet  to  consider 
medical  practice  based  solely  upon  such  methods 
not  only  old-fashioned,  but  an  intellectual  and  moral 
lapse. 
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Before  prescribing,  see  complete  prescribing 
information  in  SK&F  literature  or  PDR. 
Contraindications:  Glaucoma,  prostatic  hyper- 
trophy, stenosing  peptic  ulcer,  pyloroduodenal 
or  bladder  neck  obstruction. 

Precautions:  Use  cautiously  in  the  presence 
of  hypertension,  hyperthyroidism,  coronary  artery 
disease;  warn  vehicle  or  machine  operators  of 
possible  drowsiness. 

Usage  in  Pregnancy:  Use  in  pregnancy,  nursing 
mothers  and  women  who  might  bear  children  only 
when  potential  benefits  have  been  weighed  against 
possible  hazards. 

Note.The  iodine  in  isopropamide  iodide  may 
alter  PBI  test  results  and  will  suppress  l‘’‘ 
uptake;  discontinue  ‘Ornade'  one  week  before 
these  tests. 

Adverse  Reactions:  Drowsiness;  excessive 
dryness  of  nose,  throat  or  mouth;  nervousness; 
insomnia.  Other  known  possible  adverse  reactions 
of  the  individual  ingredients:  nausea,  vomiting, 
diarrhea,  rash,  dizziness,  fatigue,  tightness 
of  chest,  abdominal  pain,  irritability,  tachy- 
cardia, headache,  incoordination,  tremor, 
difficulty  in  urination.  Thrombocytopenia, 
leukopenia  and  convulsions  have  been  reported 
Supplied  : Bottles  of  50  capsules. 


a stuffy  nose 
is  no 

laughing  matter 


Ornadeir..!...,^ 

Each  capsule  contains  8 mg.  of  Teldrin® 
(brand  of  chlorpheniramine  maleate),  50  mg. 
of  phenylpropanolamine  hydrochloride,  and 
2.5  mg.  of  isopropamide,  as  the  iodide. 

Spansule'^  Capsules 

brand  of  sustained  release  capsules 

each  one  can 
give  him  all-day 
or  all-night  relief 
of  nasal  congestion 
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. . . the  American  “Riviera.”  Where  glittering 
luxury  hotels  tower  above  glamorous  Collins 
Avenue:  and  medicine,  sea  and  sunshine  mix 
in  a delightful  subtropical  setting. 

Register  now,  and  be  on  hand  for  the  world’s 
largest  winter  medical  meeting— the  AMA’s 
22nd  Clinical  Convention.  At  this  midwinter 
“summer”  session  in  medicine  there  will  be 
Three  Postgraduate  Courses:  Fluid  and  Elec- 
trolyte Balance,  Diabetes,  and  Hyperthyroidism 
in  the  Elderly  Patient  • 17  Scientific  Sessions  • 
Breakfast  Roundtable  Conferences  • Color 
Television  • and  Medical  Motion  Pictures.  The 
modern,  air-conditioned  Convention  Hall  will 
house  hundreds  of  scientific  and  industrial  ex- 
hibits to  show  you  the  very  latest  in  equipment, 
services  and  drugs. 

Plan  now  to  join  your  colleagues  in  Miami 
Beach.  Be  sure  to  look  for  the  complete  scien- 
tific program,  plus  forms  for  advance  registra- 
tion and  hotel  accommodations  in  the  October 
21st  issue  of  JAMA. 


22ND  CLINICAL  CONVENTION 


DECEMBER  1-4,1968  • CONVENTION  HALL 
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Effectiveness:  ACHROMYCIN  Tetra- 
cycline is  a crystalline  broad-spectrum 
antibiotic  which  provides  effective 
therapeutic  activity  against  suscep- 
tible microorganisms. 
Contraindication:  History  of  hyper- 
sensitivity to  tetracycline. 

Warning:  In  renal  impairment,  usual 
doses  may  lead  to  excessive  accumula- 
tion and  liver  toxicity.  Under  such 
conditions,  lower  than  usual  doses  are 
indicated  and,  if  therapy  is  prolonged, 
serum  level  determinations  may  be  ad- 
visable. Some  patients  may  develop  a 
photodynamic  reaction  to  natural  or 
artificial  sunlight.  Those  with  a his- 
tory of  photosensitivity  reactions 
should  avoid  direct  exposure  to  sun- 
light while  under  treatment.  Discon- 
tinue drug  at  first  evidence  of  skin 
discomfort. 

Precautions:  Use  may  result  in  over- 
growth of  nonsusceptible  organisms. 
Constant  observation  is  essential.  If 
new  infections  appear,  take  appropri- 
ate measures.  Use  of  tetracycline 
during  teeth  development  may  cause 
discoloration  of  teeth. 

Side  Effects:  Gastrointestinal  system 
—anorexia,  nausea,  vomiting,  diar- 
rhea, stomatitis,  glossitis,  enterocolitis, 
pruritus  ani.  Skin— maculopapular 
and  erythematous  rashes  (a  case  of 
exfoliative  dermatitis  has  been  re- 


ported); photosensitivity  reaction, 
onycholysis  and  discoloration  of  nails 
(rare).  Kidney— rise  in  BUN,  appar- 
ently dose-related.  Hypersensitivity  re- 
actions—urticaria,  angioneurotic 
edema,  anaphylaxis.  In  young  infants, 
bulging  fontanels  have  been  reported 
following  full  therapeutic  dosage. 
This  symptom  has  disappeared  rapid- 
ly when  drug  is  discontinued.  Teeth— 
dental  staining  (yellow-brown)  in 
children  of  mothers  given  tetracycline 
during  the  latter  half  of  pregnancy, 
and  in  children  given  the  drug  during 
the  neonatal  period,  infancy  and  early 
childhood.  Enamel  hypoplasia  has 
been  seen  in  a few  children.  Blood- 
anemia,  thrombocytopenic  purpura, 
neutropenia,  eosinophilia.  Liver- 
cholestasis  (rare),  usually  at  high  dos- 
age. Tetracycline  may  form  a stable 
calcium  complex  in  bone-forming  tis- 
sue. If  adverse  reaction  or  idiosyn- 
crasy occurs,  discontinue  medication 
and  institute  appropriate  therapy. 

Average  Adult  Daily  Dosage:  One  Gm. 

per  day,  in  4 divided  doses  of  250  mg. 
each.  Should  be  given  1 hour  before 
or  2 hours  after  meals,  since  absorp- 
tion is  impaired  by  the  concomitant 
administration  of  high  calcium  con- 
tent drugs,  foods  and  some  dairy  prod- 
ucts. Treatment  of  streptococcal  infec- 
tions should  continue  for  10  days, 
even  though  symptoms  have  subsided. 


ACHROMYCIN*  V 

TETRACYCLINE  capsules 


ACHROMYCIN*  WORKS  HERE 

TETRACYCLINE 


Actually  ACHROMYCIN  works  wherever  the 
infection  is  due  to  an  organism  your  lab  cultures  have 
shown  to  be  tetracycline-sensitive.  No  other 
tetracycline-or  analogue-can  assure  you  of  quicker  or 
more  effective  antibiotic  action.  After  all,  isn’t  that 
what  you  want  for  your  patient? 

ACHROMYCIN  was  a pioneer  in  tetracycline 
therapy.  Seventeen  years  of  experience  have  shown 
that  when  the  respiratory  system,  the  genitourinary 
system,  or  the  skin  and  soft  tissue  require  treatment 
for  infection  probably  caused  by  any  of  a number  of 
sensitive  strains,  ACHROMYCIN  is  a wise  choice 
for  therapy  while  awaiting  test  results. 

Available  in  31  useful  forms  to  meet  your  situational 
needs. 


The  cost  differential— inconsequential 


LEDERLE  LABORATORIES 
A Division  of 

American  Cyanamid  Company 
Pearl  River,  New  York  10965 


"Mans  best  f riend"in  wintertime  diarrheas 


In  winter  ''flu"  and  viral  gastroenteritis,  Donnagel 
(4  oz.  size!)  can  bring  aid  and  comfort  to  sufferers 
from  both  diarrhea  and  its  discomforts  because  it 
contains  kaolin  and  pectin  plus  belladonna  alkaloids 
(asin  Donnatal®).  Donnagel  treats  the  whole  diarrhea 
problem.  Available  on  your  prescription  or 

recommendation.  a H Robins  company,  Richmond,  Va.  23220 
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THEBE’S  A 
FOBHULATION 
FOR  EVERT 
COmiHINO  NEED 


All  the  Robitussins  contain  glyceryl 
guaiacolate,  the  outstanding  expectorant  agent 
that  greatly  increases  the  output  of  lower 
respiratory  tract  fluid.  Increased  RTF  volume 
exerts  a demulcent  effect  on  the 
tracheo-bronchial  mucosa,  promotes  ciliary 
action,  and  makes  thick,  inspissated  mucus 
less  viscid  and  easier  to  raise. 


For  coughs  of  colds  and  "flu" 

ROBITUSSIN® 

Each  5 cc.  contains: 

Glyceryl  guaiacolate 100  mg. 

Alcohol,  3.5% 

For  unproductive  allergic  coughs 
ROBITUSSIN®  A-C 
Each  5 cc.  contains: 

Glyceryl  guaiacolate 100  mg. 

Pheniramine  maleate 7.5  mg. 

Codeine  phosphate 10.0, mg. 

(warning:  may  be  habit  forming) 

Alcohol,  3.5% 

Non-narcotic  for  6-8  hour  cough  control 


ROBITUSSIN®-DM 

Each  5 cc.  contains: 

Glyceryl  guaiacolate 100  mg. 

Dextromethorphan  hydrobromide  . 15.0  mg. 

Alcohol,  1.4% 


Clears  sinuses  and  nasal 
stuffiness  as  it  relieves  cough 
ROBITUSSIN®-PE 
Each  5 cc.  contains: 

Glyceryl  guaiacolate 100  mg. 

Phenylephrine  hydrochloride  . . . 10.0  mg. 

Alcohol,  1.4% 


ROBITUSSIN 

ROBITUSSIN  A-C 

ROBITUSSIN-DM 

ROBITUSSIN-PE 

EXPECTORANT 

• 

• 

• 

• 

DEMULCENT 

• 

• 

• 

• 

COUGH  SUPPRESSANT 

• 

• 

ANTIHISTAMINE 

• 

LONG-ACTING  (6-8  HOURS) 

• 

NASAL,  SINUS  DECONGESTANT 

• 

A.  H.  Robins  Company,  Richmond,  Va.  23220 
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It’s  almost  as  if  you  were  there  to 
give  an  injection  of  peniciilin 


dependable  oral  penicillin  therapy  V-CMIin  K^,  PGCliatriC 

Potassium  Phenoxymethyl  Penicillin 


Description:  V-Cillin  K.,  the  potassium  salt  of  V-Cillin®  (phe- 
noxymethyl penicillin,  Lilly),  combines  acid  stability  with  immedi- 
ate solubility  and  rapid  absorption.  Higher,  more  rapid  serum 
levels  are  obtained  than  with  equal  oral  doses  of  penicillin  G. 
Indications:  Streptococcus,  pneumococcus,  and  gonococcus  in- 
fections; infections  caused  t3y  sensitive  strains  of  staphylococci; 
prophylaxis  of  streptococcus  infections  in  patients  with  a history 
of  rheumatic  fever;  and  prevention  of  bacterial  endocarditis  after 
tonsillectomy  and  tooth  extraction  in  patients  with  a history  of 
rheumatic  fever  or  congenital  heart  disease. 

Contraindication:  Penicillin  hypersensitivity. 

Warnings:  In  rare  instances,  penicillin  may  cause  acute  anaphy- 
laxis which  may  prove  fatal  unless  promptly  controlled.  This  type 
of  reaction  appears  more  frequently  in  patients  with  a history  of 
sensitivity  reactions  to  penicillin  or  with  bronchial  asthma  or 
other  allergies.  Resuscitative  drugs  should  be  readily  available. 
These  include  epinephrine  and  pressor  drugs  (as  well  as  oxygen 
for  inhalation)  for  immediate  allergic  manifestations  and  anti- 
histamines and  corticosteroids  for  delayed  effects. 

Precautions:  Use  cautiously,  if  at  all,  in  a patient  with  a strongly 
positive  history  of  allergy. 

In  prolonged  therapy  with  penicillin,  and  particularly  with  high 
parenteral  dosage  schedules,  frequent  evaluation  of  the  renal 
and  hematopoietic  systems  is  recommended. 

In  suspected  staphylococcus  infections,  proper  laboratory 
studies  (including  sensitivity  tests)  should  be  performed. 

The  use  of  penicillin  may  be  associated  with  the  overgrowth 
of  penicillin-insensitive  organisms.  In  such  cases,  discontinue 
administration  and  take  appropriate  measures. 


Adverse  Reactions:  Although  serious  allergic  reactions  are  much 
less  common  with  oral  penicillin  than  with  intramuscular  forms, 
manifestations  of  penicillin  allergy  may  occur. 

Penicillin  is  a substance  of  low  toxicity,  but  it  possesses  a sig- 
nificant index  of  sensitization.  The  following  hypersensitivity  re- 
actions have  been  reported:  skin  rashes  ranging  from  maculo- 
papular  eruptions  to  exfoliative  dermatitis;  urticaria:  and  reac- 
tions resembling  serum  sickness,  including  chills,  fever,  edema, 
arthralgia,  and  prostration.  Severe  and  often  fatal  anaphylaxis 
has  occurred  (see  Warnings).  Hemolytic  anemia,  leukopenia, 
thrombocytopenia,  and  nephropathy  are  rarely  observed  side- 
effects  and  are  usually  associated  with  high  parenteral  dosage. 

Administration  and  Dosage:  Usual  dosage  range,  125  mg. 
(200,000  units)  three  times  a day  to  500  mg.  (800,000  units)  every 
four  hours.  For  infants,  50  mg.  per  Kg.  per  day  divided  into  three 
doses. 

See  package  literature  for  detailed  dosage  instructions  for 
prophylaxis  of  streptococcus  infections,  surgery,  gonorrhea,  and 
severe  infections. 

How  Supplied:  Tablets  V-Cillin  K®  (Potassium  Phenoxymethyl 
Penicillin  Tablets,  U.S.P.),  125  mg.  (200,000  units),  250  mg. 
(400,000  units),  and  500  mg.  (800,000  units). 

V-Cillin  K®  (potassium  phenoxymethyl  penicillin,  Lilly),  Pedi- 
atric, for  Oral  Solution,  125  mg.  (200,000  units)  and  250  mg. 
(400,000  units)  per  5 cc.  of  solution  (approximately  one  tea- 
spoonful). [042567.] 

Additional  information  available 
to  physicians  upon  request. 

Eli  Lilly  and  Company,  Indianapolis,  Indiana  46206 
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Renovascular  Hypertension:  Experience  With 
Seven  Cases  Treated  Surgically t 

William  R.  Jernigan,  M.D.,  F.A.C.S.,  William  C.  Gardner,  M.D. 

AND  F,  F.  Ferguson,  M.D. 

Madison ville,  Kentucky 


The  method  of  selection  of  candidates  for 
surgery,  the  surgical  procedures  used, 
the  results  obtained,  the  lessons  learned 
are  briefly  described.  Suitable  candidates 
are  few,  but  nearly  all  are  cured  or  bene- 
fited, 

The  purpose  of  this  paper  is  to  present 
seven  patients,  treated  surgically,  for 
renovascular  hypertension.  Although  the 
results  of  treatment  of  this  small  group  compare 
favorably  with  larger  series,  no  statistical  con- 
clusions can  be  drawn.  The  number  of  cases 
is  obviously  too  small  and  the  period  of  fol- 
low-up too  short. 

On  all  patients,  causes  of  secondary  hy- 
pertension such  as  coarctation  of  the  aorta, 
pheochromocytoma,  primary  aldosteronism  and 
Cushing’s  disease  were  ruled  out  by  appropri- 
ate examinations  or  laboratory  procedures.  The 
workup  on  these  patients  also  included  the 
hypertensive  IVP  or  rapid  sequence  IVP  and 
aortography.  Translumbar  aortograms  were 
used  early,  but  more  recently  transfemoral 
aortography  with  multiple  films  taken  at  one- 
half  second  intervals  has  proved  to  produce 


fFrom  the  department  of  surgery,  Trover  Clinic,  and 
the  surgical  service,  Hopkins  County  Hospital, 
Madisonville,  Kentucky.  Presented  before  the 
Bowers  Surgical  Society,  Memphis,  Tennessee, 
October,  1967,  and  the  Kentucky  Chapter,  Ameri- 
can College  of  Surgeons,  Lexington,  Kentucky, 
April,  1968 
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studies  of  superior  quality  and  is  now  used 
routinely  unless  specifically  contraindicated. 

Split  renal  function  studies  were  done  on  se- 
lected patients  utilizing  small  ureteral  catheters 
and  calculating  the  sodium-creatinine  ratio. 
This  method  has  been  reliable  and  has  not 
produced  the  morbidity  usually  seen  with  the 
Howard  test. 

Pressure  gradient  studies  were  done  at  sur- 
gery on  patients  with  bilateral  lesions  to  de- 
termine, if  possible,  which  renal  artery  was 
responsible  for  the  hypertension.  Pressure 
gradient  studies  correlate  so  well  with  split 
renal  function  studies^  that  they  are  not  done 
routinely,  but  only  when  split  renal  function 
studies  are  equivocal  or  there  are  bilateral 
lesions. 

We  have  had  no  experience  with  renal  scan, 
radio-active  Hippuran  studies,  or  renal  vein 
bio-assay  for  renin,  but  will  probably  use  them 
when  they  become  available  at  our  hospital. 

Case  Report 

Case  # 1 : O.H.,  a 40-year-old  colored  female, 
was  known  to  have  hypertension  eight  months 
with  no  response  to  drugs.  Preoperative  blood 
pressure  was  190/130.  Hypertensive  IVP 
shows  the  right  kidney  to  be  2 cms.  smaller 
than  the  left  with  delayed  excretion.  Split 
renal  function  studies  were  unsuccessful.  The 
aortogram  shows  a stenotic  lesion  of  the  right 
renal  artery.  On  May  26,  1964,  endarterectomy 
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with  vein  patch  graft  was  performed.  (Figure 
1 ) * Postoperative  blood  pressure  ranges  from 
1 10/70  to  120/80. 


FI6.  I. 

Case  #2:  W.  L.,  a 64-year-old  white  male, 
had  been  hypertensive  about  one  year.  The  pre- 
operative blood  pressure  was  220/120  and  on 
medication  140/80.  The  hypertensive  IVP 
shows  the  left  kidney  1 cm.  smaller  with  de- 
layed excretion.  The  aortogram  shows  a 
stenotic  lesion  of  the  left  renal  artery.  On 
April  30,  1965,  excision  of  stenotic  lesion  and 
end-to-side  anastomosis  to  the  aorta  was  car- 
ried out.  (Figure  2)  Postoperative  blood  pres- 
sure was  200/100.  On  medication,  postopera- 
tively  the  patient’s  pressure  came  to  150/80. 

Case  #3:  B.  F.,  a 40-year-old  white  female, 
was  hypertensive  one  year  prior  to  surgery. 
There  was  a right  upper  quadrant  bruit  on 
physical  examination.  The  preoperative  blood 
pressure  was  220/120  with  no  response  to 
drugs.  The  hypertensive  IVP  shows  the  right 
kidney  1 cm.  smaller  than  the  left.  Aortogram 
shows  fibromuscular  hyperplasia  of  the  right 
renal  artery.  On  July  6,  1965,  aorta  to  right 
renal  artery  by-pass  vein  graft  was  done.  (Fig- 
ure 3 ) Postoperative  blood  pressure  ranges 
from  130/84  to  140/90. 

Case  #4:  G.M.,  a 45-year-old  white  female, 
had  a bruit  in  the  left  upper  quadrant  on 
physical  examination.  The  duration  of  her  hy- 
pertension was  four  years.  The  preoperative 
blood  pressure  was  210/130,  and  on  drugs 
150/90.  The  hypertensive  IVP  shows  the 
right  kidney  2 cms.  smaller  than  the  left.  The 
aortogram  shows  bilateral  fibromuscular  hyper- 


*In  the  accompanying  illustrations,  the  silhouettes  are 
from  actual  tracings  of  angiograms.  In  each  in- 
stance, the  related  drawing  represents  the  corrective 
.surgical  procedure  performed. 


plasia.  (Figure  4)  Split  renal  function  studies 
demonstrated  a very  low  sodium-creatinine 
ratio  bilaterally,  but  with  no  significant  differ- 
ence between  the  kidneys.  On  April  18,  1966, 
a splenic  to  left  renal  artery  end-to-side  an- 
astomosis, and  aorta  to  right  renal  artery  auto- 
genous splenic  arterial  graft  was  performed. 
(Figure  5)  Pressure  gradient  studies  at  sur- 
gery showed  a gradient  of  100  mm.  of  mer- 
cury on  the  right  and  60  mm.  of  mercury 
on  the  left.  Postoperative  blood  pressure  has 
ranged  from  130/90  to  150/100. 


Case  #5:  T.  G.,  a 25-year-old  white  fe- 
male, was  noted  on  a hospital  admission  two 
years  prior  to  surgery  to  be  normotensive  with 
a normal  IVP.  On  re-admission  two  years  la- 
ter for  a D & C,  the  patient  was  discovered 
to  have  a blood  pressure  of  190/140  to  230/ 
130.  The  hypertensive  IVP  shows  a small  left 
kidney  with  an  ischemic  band  noted  on  the 
nephrogram.  The  aortogram  demonstrates  com- 
plete occulsion  of  the  lower  segmental  branch 
of  the  left  renal  artery.  (Figure  6)  On  May 
22,  1967,  the  patient  underwent  arteriotomy 
and  vein  patch  graft  of  the  left  lower  segmen- 
tal artery.  (Figure  7)  An  aortogram  three 
months  postoperative  proves  the  small  segmen- 
tal artery  to  be  open.  (Figure  8)  The  post- 
operative blood  pressure  ranges  from  130/90 
to  100/70. 

Case  #6;  G.G.  is  a 51 -year-old  white  fe- 
male who  had  documented  hypertension  for  over 
seven  years.  The  preoperative  blood  pressure 
ranged  from  220/120  to  190/110  with  little 
response  to  drugs.  The  hypertensive  IVP 
was  normal  with  no  discrepancy  in  kidney 
size  or  function.  The  aortogram  shows  fibro- 
muscular hyperplasia  of  the  right  renal  artery 
and  a stenotic  lesion  of  the  left  renal  artery 
thought  to  be  fibromuscular  hyperplasia.  (Fig- 
ure 9)  Pressure  gradient  studies  at  surgery 
showed  no  gradient  between  either  renal  artery 
and  the  aorta.  Aorta  to  right  renal  artery 
autogenous  by-pass  vein  graft  with  lysis  of  a 
fibrinous  band  of  the  proximal  left  renal  ar- 
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tery  was  carried  out  June  26,  1967.  (Figure 
10)  Postoperative  blood  pressure  was  230/120, 
and  on  antihypertensive  drugs  180/110.  Two 
months  postoperatively,  the  patient  developed 
an  acute  myocardial  infarction  and  congestive 
heart  failure  postponing  re-evalution  of  her 
hypertension.  She  requires  high  doses  of  anti- 
hypertensive drugs  to  control  her  blood  pres- 
sure. On  January  25,  1968,  a postoperative 
aortogram  was  performed.  The  stenotic  lesion 
of  the  left  renal  artery  is  no  longer  present 
and  the  vein  graft  to  the  distal  right  renal  ar- 
tery is  patent.  The  lower  segmental  branch  is 
no  longer  visualized  and  the  proximal  right 
renal  artery  is  thrombosed.  (Figure  1 1 ) The  pa- 
tient’s hypertension  was  responding  poorly  to 
drugs  and  it  was  uncertain  if  the  hypertension 
was  due  to  the  thrombosed  right  segmental 
artery,  or  to  bilateral  parenchymal  disease. 
This  patient  was  admitted  to  University  Hos- 
pital, Lexington,  Kentucky,  February  25,  1968, 
where  blood  samples  were  taken  from  both 
renal  veins  for  bio-assay  of  renin.  These  were 
400  nanograms  percent  on  the  right,  and  390 
nanograms  percent  on  the  left,  indicating  bi- 
lateral renal  involvement  due  to  parenchymal 
disease. 

Case  #7:  C.  F..  a 69-year-old  white  male, 
had  hypertension  for  an  unknown  length  of 
time,  but  documented  hypertension  for  more 
than  three  years.  The  preoperative  blood  pres- 
sure was  230/120.  Physical  examination  re- 
vealed a pulsating  mass  in  the  abdomen.  Chest 
X-ray  demonstrated  a calcified  ventricular 
aneurysm  and  the  patient  had  distal  arterial 
occulusive  disease  in  the  lower  extremities,  be- 
low the  popliteals.  He  had  had  a previous  myo- 
cardial infarction.  Hypertensive  IVP  shows 
the  left  kidney  smaller  by  1 cm.  with  slower 


excretion.  Split  renal  function  studies  show  a 
very  low  sodium-creatinine  ratio  bilaterally, 
but  with  no  difference  between  the  kidneys. 
The  aortogram  shows  marked  bilateral  renal 
artery  stenosis  with  an  abdominal  aortic  aneu- 
rysm. The  patient’s  BUN  was  26  mgs.  per- 
cent. The  abdominal  aortic  aneurysm  was  re- 
sected September  7,  1967,  with  a dacron  graft 
and  bilateral  by-pass  dacron  grafts  to  the  dis- 
tal renal  arteries.  (Figure  12)  Postoperative 
blood  pressure  ranged  from  180/108  to  160/ 
100,  and  with  mild  antihypertensive  drugs 
blood  pressure  is  156/84.  Complications  were 
an  ischemic  left  foot  requiring  A-K  amputa- 
tion and  acute  myocardial  infarction  in  the 
immediate  postoperative  period.  This  patient 
died  suddenly  at  home  four  months  postopera- 
tively— a post  mortem  exam  was  not  obtained. 


Discussion 

Cases  #1,  3,  4 and  5 had  specific  renal 
artery  lesions  producing  hypertension  which 
were  corrected  by  appropriate  reconstructive 
procedures.  Blood  pressure  promptly  returned 
to  normal  levels  and  they  have  remained 
normotensive  from  10  months  to  three  years 
and  10  months.  (Figure  13) 

Case  #2 — a male  in  the  sixth  decade  of 
life  with  hypertension,  well  controlled  on 
medication.  Diastolic  blood  pressure  was  low- 
ered by  20  mm.  of  mercury  after  surgery,  but 
the  patient  still  required  mild  antihyperten- 
sive medications.  (Figure  13)  In  retrospect,  this 
patient  received  little  benefit  from  surgery  and 
could  easily  have  been  managed  medically. 

Case  #7  was  not  operated  on  primarily  for 
hypertension.  (Figure  13  ) The  abdominal  aortic 
aneurysm  at  surgery  proved  to  be  very  thin 
walled,  and  rupture  was  imminent.  The  steno- 
tic lesions  of  both  renal  arteries  were  so  marked 
that  complete  occlusion  by  thrombosis  was 
feared.  Also,  renal  function  was  borderline 
with  a BUN  of  26  mgs.  percent.  It  was  hoped 
that  renal  function  could  be  improved  by  the 
bilateral  renal  artery  procedure.  The  diastolic 
blood  pressure  was  reduced  15mm.  of  mer- 
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SUMMARY  • RENOVASCULAR  HYPERTENSION 
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cury  and  the  systolic  blood  pressure  40  to  50 
mm.  of  mercury  by  the  surgical  procedure 
on  a short-term  follow-up  of  four  months. 
This  patient  demonstrates  the  multiple  and  seri- 
ous complications  frequently  encountered  in 
this  age  group  with  generalized  disease.  This 
patient  died  four  months  following  surgery  af- 
ter apparent  recovery,  presumably  due  to 
myocardial  infarction. 

Case  #6  is  the  only  case  considered  a com- 
plete surgical  failure.  (Figure  13)  The  IVP 
showed  equal  kidney  size  and  function.  No 
pressure  gradient  was  demonstrated  at  surgery. 
This  plus  the  fact  the  patient  received  no  bene- 
fit from  surgery  suggests  this  patient’s  hy- 
pertension might  be  due  to  causes  other  than 
the  renal  artery  lesions  demonstrated  on 
aortogram.  The  renin  bio-asssay  studies  done 
at  Lexington  also  support  this  conclusion.  Cer- 
tainly, our  dilemma  with  this  case  may  well 
have  been  unnecessary  had  we  done  bilateral 
kidney  biopsies  at  surgery.  Renal  biopsies  will 
be  done  at  surgery  on  all  future  cases. 


Conclusion 

Vascular  procedures  on  the  renal  arteries 
are  perhaps  the  most  difficult  of  periphero- 
vascular  operations.  The  renal  arteries  are 
difficult  to  expose,  and  frequently  it  is  neces- 
sary to  anastomose  to  very  small  segmental 
vessels.  Risk  of  postoperative  thrombosis  and 
worsening  of  the  patient’s  condition  is  great. 
There  are  numerous  ways  to  revascularize  a 
kidney  and  the  procedure  of  choice  is  the 
procedure  which  lends  itself  well  to  a particular 
case.  Five  different  methods  of  revasculariza- 
tion were  employed  in  these  seven  patients. 
In  general,  prosthetic  material  is  not  used  ex- 
cept when  absolutely  essential.  Bilateral  lesions 
are  usually  approached  at  one  operation. 
Careful  selection  of  cases  is  essential  for  good 
results  and  often  poor  results  can  be  seen  in 
retrospect  to  be  due  to  poor  patient  selection. 
In  general,  we  agree  with  Dustan,  et  al,^  that 
surgical  treatment  seems  indicated  in  patients 
well  enough  to  withstand  the  procedure  and 
young  enough  to  obtain  long-range  benefit 
(Continued  on  page  918) 
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Aneurysms  of  the  Ascending  Aorta  With 
Aortic  Valve  Incompetence? 

Lester  R.  Bryant,  M.D.,  J.  Kent  Trinkle,  M.D. 

AND  Ralph  Shabetai,  M.D. 

Lexington,  Kentucky 


Six  patients  with  ascending  aortic  ane- 
urysm and  aortic  valve  incompetence 
have  been  operated  upon  at  the  Univer- 
sity of  Kentucky  Hospital  since  1964. 
Presence  of  the  associated  aneurysm  may 
not  be  suspected  from  routine  studies. 
Effective  treatment  requires  aneurysmec- 
tomy and  aortic  valve  replacement. 

Ascending  aortic  aneurysm  with  associ- 
ated incompetence  of  the  aortic  valve  is 
a serious  lesion  with  an  ominous  prog- 
nosis if  left  untreated. Death  occurs  from  left 
ventricular  failure  due  to  the  valvular  incompe- 
tence, from  rupture  of  the  aneurysm  into  ad- 
jacent structures  or  into  the  pericardium,  or 
from  intramural  dissection  of  the  aorta. 

The  etiologic  agents  responsible  for  this 
lethal  combination  include  atherosclerosis, 
syphilis,  cystic  medial  necrosis,  trauma,  sepsis, 
and  giant  cell  aortitis. Morphologically,  the 
aneurysm  usually  begins  at  the  aortic  valve  an- 
nulus and  terminates  at  a variable  point  proxi- 
mal to  the  origin  of  the  innominate  artery. 
Aneurysmal  dilatation  limited  to  the  proximal 
ascending  aorta  is  characteristic  for  the  pa- 
tients with  cystic  medial  necrosis,  but  it  may 
extend  into  the  aortic  arch  in  those  with  syphi- 
lis or  atherosclerosis.  With  progressive  enlarge- 
ment the  aneurysm  extends  anteriorly,  superior- 
ly, and  to  the  right,  partially  compressing  the 
superior  vena  cava  and  right  atrium.  Dilata- 
tion of  the  aortic  annulus  is  the  most  frequent 
cause  of  the  associated  valvular  incompetence, 
but  fibrosis  and  shortening  of  the  cusps  are 
seen  occasionally. 


fFrom  the  departments  of  surgery  and  medicine,  Uni- 
versity of  Kentucky  Medical  Center,  Lexington, 
Kentucky.  Presented  in  part  at  the  Annual  Meeting, 
Kentucky  Chapter,  American  College  of  Surgeons, 
Lexington,  Kentucky,  April,  1968 


Until  recently,  the  risk  of  surgical  treat- 
ment was  almost  as  great  as  the  natural  mor- 
tality of  the  disease.  Improved  techniques  of 
cardiopulmonary  bypass,  however,  and  the  de- 
velopment of  prosthetic  grafts  and  valves  have 
provided  favorable  results  with  acceptable  mor- 
tality. This  report  summarizes  our  experience 
with  six  patients  who  have  undergone  aneurys- 
mectomy and  aortic  valve  replacement  at  the 
University  of  Kentucky  Hospital  in  the  past 
three  years. 

Clinical  Material 

Six  patients  were  subjected  to  diagnostic 
work-up  and  operation  during  the  period  De- 
cember 1964  to  November  1967.  The  five  men 
and  one  woman  ranged  in  age  from  36  to  57 
years  (mean  44.3  years).  One  man  was  a Ne- 
gro, and  the  remaining  patients  were  Cauca- 
sian. The  woman  had  Marfan’s  syndrome  di- 
agnosed in  1962  at  another  institution.  At  that 
time  she  was  treated  successfully  for  suba- 
cute bacterial  endocarditis  with  residual  mi- 
tral insufficiency.  One  man,  age  47  years,  had 
undergone  resection  of  a coarctation  of  the  aor- 
ta 10  years  earlier.  Another  man,  age  57  years, 
was  reported  to  have  had  a myocardial  infarc- 
tion eight  years  before  admission  to  this  hos- 
pital. Three  of  the  men  had  been  treated  for 
syphilis  at  least  six  years  before  their  present 
illnesses. 

The  clinical  manifestations  are  summarized 
in  Table  1.  All  patients  were  symptomatic  with 
the  duration  of  symptoms  ranging  from  24 
hours  to  eight  months.  Three  of  the  four  pa- 

TABLE  1 

Clinical  Manifestations  of  Ascending  Aortic  Aneurysm 
and  Aortic  Valve  Incompetence  in  6 Patients 


Chest  pain  4 patients 

Dyspnea  4 

Congestive  failure  4 

Syncope  1 

Cardiomegaly  5 

Aortic  diastolic  murmur  6 

Diastolic  pressure  below  60  mm  Hg  6 
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tients  with  chest  pain  as  a presenting  com- 
plaint had  episodic  retrosternal  discomfort  de- 
scribed as  a dull  ache.  The  pain  had  no  clear 
relation  to  activity  and  varied  in  duration  from 
minutes  to  hours.  Severe  retrosternal  pain  with 
neck  radiation  for  24  hours,  and  widening  of 
the  mediastinum  on  the  admission  chest  radio- 
graph suggested  the  diagnosis  of  acute  aortic 
dissection  in  the  woman  with  Marfan’s  syn- 
drome. (Figures  la,  lb,  Ic)  Immediate  op- 
eration was  performed  after  emergency  aorto- 
gram  demonstrated  an  aneurysm  of  the  proxi- 
mal ascending  aorta  with  aortic  regurgitation. 

Dyspnea  at  rest  or  with  slight  exertion,  pul- 
monary rales,  neck  vein  distention,  and  peri- 
pheral edema  or  hepatomegaly  were  present  at 
the  time  of  admission  in  four  of  the  six  patients. 
Cardiomegaly  was  present  also  with  the  apical 
impulse  at  the  anterior  axillary  line.  Three  of 
the  patients  responded  to  intensive  treatment 
for  their  congestive  failure  before  cardiac 
catheterization  was  performed.  The  fourth  pa- 
tient with  congestive  failure  was  subjected  to 
emergency  operation  as  descibed  above.  Pre- 
cordial discomfort  was  the  principle  complaint 
in  the  two  patients  without  evidence  of  myo- 
cardial decompensation,  and  one  had  ex- 
perienced several  syncopal  attacks. 


Figure  1.  (a.)  Widening  of  the  mediastinal  shadow  in  the 
region  of  the  ascending  aorta  is  indicated  by  the  arrow. 
The  woman,  known  to  have  Marfan’s  syndrome  since 
1962,  was  admitted  after  24  hours  of  severe  retrosternal 
pain. 


Figure  1.  (b.)  An  emergency  aortogram  demonstrated  a 

typical  “Florence  flask”  aneurysm  of  the  prox'mal  ascend- 
ing aorta  with  aortic  regurgitation. 


Figure  1.  (c.l  An  operative  photograph  of  the  aneurysm 
in  the  woman  with  Marfan's  syndrome. 


A typical  diastolic  murmur  of  aortic  incom- 
petence was  heard  in  all  six  patients,  and  four 
had  an  aortic  systolic  murmur  as  well.  Three 
patients  had  a systolic  murmur  suggestive  of 
mitral  incompetence  but  only  one  (the  woman 
with  Marfan’s  syndrome)  was  proved  to  have 
mitral  insufficiency.  The  diastolic  blood  pres- 
sure was  less  than  60  mm  Hg  in  all  six  patients, 
and  the  average  blood  pressure  for  the  group 
was  130/45  mm  Hg.  The  electrocardiogram 
showed  sinus  rhythm  in  all  six  patients  and  left 
ventricular  hypertrophy  in  five.  First  degree 
A-V  block  was  present  in  four,  and  left  bundle 
branch  block  in  two. 

Left  ventricular  enlargement  was  evident  on 
the  chest  radiographs  of  five  patients,  but  the 
presence  of  an  ascending  aortic  aneurysm  was 
suggested  in  only  three.  In  two  other  patients 
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1 a thin  rim  of  calcium  was  shown  in  what  ap- 

' peared  to  be  a dilated  ascending  aorta.  The 

jl  serologic  test  for  syphilis  (VDRL)  was  re- 

active in  all  three  patients  who  had  been 
j treated  for  syphilis. 

I Cardiac  catheterization  was  performed  in 

jl  five  patients  and  cardiac  output  was  reduced 

significantly  in  three.  Pulmonary  artery  pres- 
sure was  increased  in  three  patients  with  a 
range  of  30/12  to  65/30  mm  Hg.  Left  ven- 
1 tricular  end-diastolic  pressure  and  the  pul- 

monary-capillary wedge  pressure  were  elevat- 
ed to  an  average  value  of  18  mm  Hg. 

Surgical  Considerations 

The  operative  approach  was  through  a medi- 
an sternotomy  in  all  six  patients.  Cardiopul- 
monary bypass  was  performed  at  moderate 
hypothermia  (30-32°)  with  a disc  oxygena- 
tor primed  with  heparinized  blood.  During 
open  aortotomy  the  coronary  arteries  were  per- 
fused at  flow  rates  of  150-300  ml/min.  The 
average  duration  of  cardiopulmonary  bypass 
was  two  hours  and  36  minutes. 

The  aneurysm  began  at  the  aortic  root  in  all 
patients  and  ended  1 to  4 cm.  proximal  to  the 
innominate  artery  origin.  Encroachment  of  the 
aneurysm  on  the  pulmonary  artery,  superior 
vena  cava,  and  right  atrium  was  present  in  each 
case,  and  the  maximum  diameters  of  the 
aneurysms  varied  from  8 to  15  cm.  After 
cardiopulmonary  bypass  was  started,  the  aor- 
ta was  cross-clamped  just  proximal  to  the  in- 
nominate artery  and  the  aneurysm  was  op- 
ened. The  wall  was  excised  except  in  those 
areas  where  it  was  tightly  attached  to  the  pul- 
monary artery  and  superior  vena  cava.  In  all 
patients  the  aortic  valve  cusps  were  excised 
and  replaced  with  a Starr-Edwards  aortic  valve 
prosthesis. 

Woven  grafts  of  Teflon,  1.25  in.  in  diameter, 
or  of  Dacron,  35  mm.  in  diameter  were  used 
to  replace  the  ascending  aorta.  Generally,  the 
proximal  anastomosis  was  performed  first.  In- 
volvement of  the  sinuses  of  Valsalva  by  the 
aneurysm  required  considerable  gathering  of 
the  aortic  side  for  the  proximal  anastomosis 
with  the  graft.  Following  completion  of  the 
distal  anastomosis  and  discontinuation  of 
cardio-pulmonary  bypass,  cardiac  action  was 
satisfactory  in  all  six  patients.  Tracheostomy 
was  performed  at  the  end  of  operation,  or  af- 
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ter  24-48  hours  of  mechanical  ventilation 
through  a nasotracheal  tube  in  three  patients. 

Pathology 

The  aneurysms  were  thin-walled  and  none 
contained  laminated  blood  clot.  Calcium  was 
grossly  visible  in  the  aneurysm  of  two  patients. 
The  aneurysm  from  the  woman  subjected  to 
emergency  operation  showed  two  areas  of  old 
dissection  and  a fresh  transverse  tear  through 
the  intima  and  media  with  early  dissection. 
Microscopic  examination  of  this  aneurysm, 
and  those  from  two  of  the  men  showed  the 
typical  changes  of  cystic  medial  necrosis.  Of  the 
remaining  three  aneurysms,  two  showed  patho- 
logical evidence  of  luetic  aortitis,  and  one  dem- 
onstrated only  atherosclerosis. 

As  determined  at  operation,  marked  dilata- 
tion of  the  aortic  annulus  was  the  cause  of 
aortic  incompetence  in  four  patients.  In  these, 
the  thin  valve  leaflets  were  elongated  and  ap- 
peared to  prolapse  into  the  aortic  root  during 
diastole.  Microscopic  examination  of  these 
cusps  showed  only  degeneration.  The  aortic 
valve  was  bicuspid  in  the  remaining  two  pa- 
tients with  thickening,  fibrosis  and  focal  calci- 
fication. 

Results 

All  six  patients  survived  operation  and  five 
were  discharged  from  the  hospital.  The  one 
early  death  occurred  in  a 45-year-old  man 
who  succumbed  to  hepatic  and  renal  failure  on 
the  21st  postoperative  day.  His  circulatory 
status  was  satisfactory  until  the  development  of 
pulmonary  edema  as  a terminal  event.  Per- 
mission for  autopsy  was  not  granted. 

A second  death  in  the  series  occurred  in  a 
57-year-old  man  who  was  readmitted  to  the 
hospital  two  months  following  operation  be- 
cause of  an  intracerebral  hemorrhage.  The  dif- 
ferential diagnosis  included  bacterial  infection 
of  the  prosthetic  valve,  cerebral  embolus  from 
the  valve,  and  spontaneous  intracerebral  bleed- 
ing due  to  sodium  warfarin  therapy.  He  expired 
within  a few  days  after  admission  and  post- 
mortem examination  was  not  performed. 

Four  patients  had  complications  in  the  early 
postoperative  period.  In  three  there  was  per- 
sistent loss  of  blood  through  the  chest  tubes 
which  required  reopening  of  the  sternotomy 
incision  within  24  hours  after  operation.  The 
bleeding  was  from  the  sternal  marrow  cavity 
in  two,  and  from  an  internal  thoracic  artery 

893 


Aneurysms  of  the  Ascending 

in  the  third.  Infection  of  the  sternotomy  wound 
in  the  fourth  patient  required  prolonged  hos- 
pitalization for  debridement  and  antibi- 
otic treatment. 

At  present,  four  of  the  six  patients  are  alive 
with  an  average  follow-up  of  21.2  months.  Car- 
diac status  is  essentially  normal  in  three  with 
no  limitation  of  activity.  The  patient  with  Mar- 
fan’s syndrome  had  moderate  disability,  partly 
on  the  basis  of  her  residual  mitral  valve  in- 
competence. Although  this  was  known  to  be 
present  at  the  time  of  emergency  aneurysmec- 
tomy, intraoperative  measurements  of  left 
atrial  pressure  suggested  that  the  degree  of  in- 
competence did  not  merit  the  added  risk  of 
concomitant  mitral  valve  replacement. 

Comment 

Diagnosis  of  aortic  valvular  incompetence 
based  on  physical  findings  is  relatively  straight- 
forward. The  presence  of  an  associated  ascend- 
ing aortic  aneurysm,  however,  may  not  be 
suspected  from  the  patient’s  symptoms  or  from 
standard  diagnostic  procedures.  The  routine 
chest  radiograph  suggested  an  aneurysm  in 
only  three  of  the  six  patients.  A history  of 
syphilis,  and  retrosternal  pain  or  discomfort, 
with  or  without  evidence  of  calcium  in  the 
ascending  aorta  by  chest  X-ray  may  suggest  the 
diagnosis.  These  findings  may  all  be  absent, 
however,  in  a patient  with  aneurysm  due  to 
cystic  medial  necrosis.  Only  one  patient  in  this 
group  had  the  skeletal  abnormalities  of  Mar- 


Aorla — Bryant,  Trinkle  and  Shabetai 

fan’s  syndrome,  but  the  recognized  association 
of  aortic  dissection  due  to  cystic  medial 
necrosis  with  this  syndrome  facilitated  early 
diagnosis  and  emergency  operation.  The  occur- 
rence of  this  type  of  aortic  degeneration  in 
the  other  two  patients  of  this  group  probably 
represents  a “forme  fruste”  of  the  Marfan’s 
syndrome.^’-'’ 

Effective  treatment  of  patients  with  ascend- 
ing aortic  aneurysm  and  valvular  incompe- 
tence requires  complete  resection  of  the  ane- 
urysm and  total  correction  of  the  valvular  in- 
sufficiency. Although  techniques  have  been 
described  for  resuspending  the  aortic  cusps  and 
avoiding  valve  replacement  in  some  patients®, 
this  had  not  been  possible  in  our  experience. 
The  danger  of  incomplete  correction  of  valvular 
incompetence  has  led  us  to  implant  a prosthetic 
valve  in  each  patient.  This  has  provided  an 
immediately  competent  valve  which  we  con- 
sider important  to  survival  in  the  early  post- 
operative period. 
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Manuscript  Memos 


Manuscripts  should  be  submitted  in  duplicate  to 
The  Journal  of  KM  A,  an  original  copy  and  one  car- 
bon and  typed  with  double  spacing.  Maximum  length 
of  an  article  should  not  exceed  4500  words;  the  Board 
of  Consultants  on  Scientific  Articles  prefers  that  they 
he  briefer  than  this  when  possible. 

In  .submitting  a manuscript,  the  author  is  requested 
to  include  a concise  summary,  not  to  exceed  35  words, 
to  he  used  as  a sub-title  when  the  article  is  published 
in  The  Journal.  The  purpose  of  the  summary  is  to 
create  additional  interest  and  encourage  greater 
readership. 

Footnotes  and  bibliographies  should  conform  to  the 
style  of  the  Quarterly  Cumulative  Index  Medicus  pub- 
lished by  the  American  Medical  Association.  This  re- 
quires in  the  order  given:  name  of  author,  title  of  arti- 
cle, name  of  periodical,  with  volume,  page,  month — 
day  of  month  if  weekly — and  year.  The  Journal  of 
the  KMA  does  not  assume  responsibility  for  the 
accuracy  of  references  used  with  scientific  articles. 


All  scientific  material  appearing  in  The  Journal  is 
reviewed  by  the  Board  of  Consultants  on  Scientific 
Articles.  The  editors  may  use  up  to  six  illustrations, 
with  the  essayist  bearing  the  cost  of  all  over  three 
one-column  halftones. 

Arrangements  for  reprints  of  an  article  should  be 
made  directly  with  the  publisher  of  The  Journal, 
Gibbs-Inman  Printing  Company,  817  IV.  Market  St., 
Louisville,  Ky. 

The  bylaws  of  the  Kentucky  Medical  Association 
provide  that  all  scientific  discussions  and  papers  read 
before  the  KMA  Annual  Meeting  shall  be  referred 
to  the  KMA  Journal  for  consideration  for  publication. 
The  bylaws  further  state  that  the  editor  or  the  as- 
sociate editor  may  accept  or  reject  these  papers  as  it 
appears  advisable  and  return  them  to  the  author  if  not 
considered  suitable  for  publication. 

Please  mail  your  scientific  articles  to  The  Journal 
of  the  Kentucky  Medical  Association,  3532  Janet 
Ave.,  Louisville.  Kentucky  40205. 
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Contre-Coup  Renal  Artery  Thrombosis 
A Hitherto  Unreported  Entity 

W.  Neville  Caudill,  M.D.*  and  Larry  J.  Hrdlicka,  M.D.** 

New  Orleans,  Louisiana 


A unique  form  of  renal  infury  empha- 
sizes the  necessity  of  considering  urinary 
tract  involvement  in  cases  of  blunt 
trauma  to  the  trunk. 

The  hazards  of  blunt  trauma  to  the  abdom- 
inal and  retroperitoneal  organs  are  well 
recognized.  The  purpose  of  this  communi- 
cation is  to  report  a unique  injury  second- 
ary to  blunt  trauma,  but,  more  importantly, 
to  call  attention  to  the  necessity  of  complete 
investigation  of  all  cases  of  potentially  severe 
trauma  to  the  trunk. 

Case  Report 

A.  E.,  169965),  a 22  year  old  Nor- 

wegian seaman  was  admitted  to  the  New  Or- 
leans Public  Health  Service  Hospital  at  9:30 
p.m..  May  18,  1966.  About  an  hour  earlier, 
he  had  fallen  into  the  hold  of  his  ship,  a dis- 
tance of  30  feet,  striking  the  left  side  of  his 
body  and  head.  He  lost  consciousness  briefly 
and  was  brought  to  the  hospital  by  his  ship- 
mates. On  admission  he  complained  only  of  pain 
in  his  left  back  and  left  hip.  Other  than  an 
appendectomy  in  1951,  his  past  history  and 
review  of  systems  were  unremarkable. 

His  temperature  was  98.6  degrees,  pulse  82, 
blood  pressure  105/70.  Pertinent  physical  find- 
ings were  a three-inch  left  temporal  scalp  lacer- 
ation and  ecchymoses  over  the  left  lateral 
iliac  crest  and  the  left  greater  femoral  trochan- 
ter. There  was  some  tenderness  over  the  left 
10th,  11th,  and  12th  ribs  in  the  posterior 
axillary  line.  The  abdomen  was  soft  without 
palpable  masses.  Bimanual  palpation  of  both 


*Former  chief,  urology  unit,  USPHS  Hospital,  New 
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Orleans,  Louisiana,  now  chief  of  surgery,  USPHS 
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flanks  revealed  tenderness  only  in  the  left  loin. 
Neurological  examination  was  entirely  normal. 

The  patient  was  admitted  to  the  hospital 
for  observation,  and  x-rays  of  the  skull,  chest 
and  lower  left  ribs  demonstrated  no  abnor- 
mality. A plain  film  of  the  abdomen  revealed 
a fracture  of  the  left  transverse  process  of  L4. 
The  renal  outlines  were  poorly  seen  but  the 
psoas  margins  were  sharp  bilaterally. 

The  hematocrit  was  41%,  hemoglobin  13.6 
gm.%  and  the  white  cell  count  8,500.  The  urine 
sediment  contained  only  a rare  white  and  red 
cell  per  high  power  field  and  there  was  one 
plus  albuminuria. 

Over  the  next  24  hours  he  remained  com- 
fortable except  for  soreness  in  the  left  lumbar 
area  and  over  the  left  hip.  The  evening  of 
May  19,  however,  he  spiked  a temperature  to 
102  degrees. 

On  re-examination  there  was  slight  abdomi- 
nal guarding  with  tenderness  in  the  left  lum- 
bar muscles.  No  flank  masses  were  palpable. 
The  hemoglobin  was  12.8  gm.%  and  hema- 
tocrit 37%.  The  white  count  was  8,700.  An 
IVP  was  ordered  because  of  the  possibility  of 
injury  to  the  left  kidney.  After  injection  of 
contrast  medium  there  was  prompt  function 
and  a normal  appearing  kidney  on  the  left. 
The  right  side  did  not  visualize,  even  though 
delayed  films  were  obtained  up  to  12  hours. 
The  following  morning  cystoscopy  was  per- 
formed and  the  bladder  interior  was  normal 
with  clear  efflux  from  the  left  ureteral  orifice 
and  no  apparent  efflux  from  the  right.  A right 
retrograde  pyelogram  demonstrated  a normal 
right  collecting  system. 

Because  of  the  normal  appearance  of  the 
right  renal  collecting  system  a vascular  injury 
to  the  right  kidney  was  suspected  and  a trans- 
femoral  retrograde  aortogram  was  performed. 
(Figure  1 ) A radiolucent  filling  defect  was 
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Figure  1 . Aortogram  demonstrating  radiolucent  filling 
defect  in  midportion  of  right  renal  artery  with  slowed 
transit  of  contrast  agent  into  the  right  kidney  as  compared 
with  the  normal  left. 

seen  in  the  mid-portion  of  the  right  renal 
artery,  incompletely  obstructing  its  lumen. 

The  patient  was  taken  to  the  operating  room 
with  the  preoperative  diagnosis  of  right  renal 
artery  thrombosis.  At  laparotomy,  the  intra- 
abdominal organs  were  normal.  Through  a 
small  posterior  peritoneal  incision  the  right 
renal  artery  was  isolated  at  its  take-off  from 
the  aorta  and  an  umbilical  tape  was  placed 
around  it  for  future  reference.  The  ascending 
colon  was  mobilized  medially,  exposing  the 
right  retroperitoneum.  The  kidney  was  mottled 
purplish-black  with  scattered  patches  of  pink. 
The  fat  in  the  region  of  the  midportion  of  the 
renal  artery  was  slightly  blood-stained,  and  dis- 
section of  the  artery  in  this  area  revealed  a 
0.75  cm.  segment  which  was  swollen  and  pur- 
ple. After  placing  a vascular  clamp  proximal- 
ly,  a longitudinal  arteriotomy  was  made  and 
the  expected  thrombus  was  removed  from  the 
arterial  lumen.  Attempts  at  simple  closure  of 
the  arteriotomy  and  resection  of  the  injured  seg- 


Figure  2.  Section  of  right  renal  artery  demonstrating 
organizing  thrombus  extending  deep  into  the  media. 


ment  with  arterial  reanastomosis  failed  to  pro- 
vide adequate  pulsations  in  the  artery  even 
though  the  anastomosis  was  demonstrated  to 
be  patent.  In  addition,  there  was  no  appreciable 
change  in  the  color  of  the  kidney  with  release 
of  the  vascular  clamp.  It  was  felt  that  infarc- 
tion had  already  proceeded  to  the  point  that 
the  renal  arterial  flow  would  not  be  sufficient 
to  prevent  thrombosis  and  complete  infarction. 
A nephrectomy  was  performed. 

Pathologic  examination  of  the  kidney  re- 
vealed diffuse  infarction  necrosis.  Sections  of 
the  involved  renal  artery  demonstrated  intra- 
mural thrombosis  deep  into  the  media  of  the 
vessel.  (Figure  2) 

Discussion 

That  the  direction  of  force  in  this  case 
was  to  the  left  side  is  well  documented  by  both 
the  history  and  physical  examination.  A plain 
film  of  the  abdomen  confirmed  this  and  tend- 
ed to  indicate  that  the  resultant  injury  was 
confined  to  that  side.  There  have  been  sev- 
eral cases  of  traumatic  renal  artery  thrombosis 
reported  in  the  literature^ and  in  those  re- 
ports describing  the  mode  of  injury,  there  was 
trauma  to  the  affected  side.  This,  then,  is  the 
first  reported  case  of  documented  contre-coup 
renal  artery  thrombosis. 

The  most  common  renal  injuries  result  from 
crushing  or  shearing  forces  which  cause  paren- 
chymal fracture  or  vascular  avulsion.  These 
usually  produce  signs  (hematuria,  flank  mass, 
falling  hematocrit)  which  lead  to  early  su- 
spicion and  diagnosis  of  renal  injury. 

We  suggest  that  the  pathogenesis  of  trau- 
matic renal  artery  thrombosis  is  different  and 
results  from  force  applied  in  the  long  axis  of 
the  artery  resulting  in  sudden  traction  (or  tor- 
sion) of  the  artery  (modifying  slightly  Collins’ 
explanation  of  such  injuries^).  In  our  specific 
case  we  postulate  an  intial  compression  of  the 
kidney  toward  the  left  on  impact,  with  subse- 
quent sudden  rebound  to  the  right  producing 
a “whiplash”  type  of  traction  on  the  artery. 
The  more  elastic  outer  arterial  coats  are  resili- 
ent enough  to  withstand  this  force,  but  the 
relatively  inelastic  intima  fractures  with  re- 
sultant subintimal  dissection  of  blood  and  mural 
thrombus  formation.  This  pathologic  feature 
was  demonstrated  in  the  renal  artery  from  our 
case  and  was  noted  in  all  of  the  other  reported 
cases  of  traumatic  thrombosis  in  which  patho- 
(Continued  on  page  920) 
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KENTUCKY  THORACIC  SOCIETY 
CONFERENCE  ON  RESPIRATORY  DISEASES 


November  8 and  9 
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11:10  a.m. 
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1 :30  p.m. 
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2:30  p.m. 
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FRIDAY,  NOVEMBER  8 

“Get  Acquainted"  Social  Hour 
Dinner 

E.  R.  Gernert,  M.D.,  President,  Presiding 
“The  Enigma  of  Airway  Obstruction” 

Roger  S.  Mitchell,  M.D.,  Director 
Webb-Waring  Institute  for  Medical  Research 
Denver,  Colorado 

SATURDAY,  NOVEMBER  9 

“Functional  Defects  in  Chronic  Airway  Obstruction” 

Robert  Penman,  M.D. 

Associate  Professor  of  Medicine 
University  of  Kentucky  Medical  Center 

“Genetics  and  Pulmonary  Disease” 

Ian  Shine,  M.  D. 

Associate  Professor  of  Community  Medicine 
University  of  Kentucky  Medical  Center 

Coffee  Break 

“Pros  and  Cons  of  Surgery  for  Emphysema” 

Robert  B.  McElvein,  M.  D. 

Clinical  Professor,  Department  of  Surgery 
University  of  Kentucky  Medical  Center 
“Cor  Pulmonale” 

Ralph  Shabetai,  M.D. 

Associate  Professor  of  Medicine 
University  of  Kentucky  Medical  Center 
Lunch  Break 
“Pulmonary  Fibrosis” 

Kenneth  F.  Tufts,  M.D.,  Internal  Medicine 
Lexington 

“Use  and  Abuse  of  Oxygen” 

William  H.  Anderson,  M.D.,  Chief 

Pulmonary  Disease  Section 

Department  of  Medicine 

University  of  Louisville  School  of  Medicine 

“Pulmonary  Complications  of  Cardiac  Surgery” 

Allan  M.  Lansing,  M.D.,  Chief 
Cardiovascular  Surgery- 

University  of  Louisville  School  of  Medicine 

“Tuberculin  Skin  Testing” 

Paul  A.  Pichardo,  M.D.,  Medical  Director 

Stale  TB  Hospital 

Glasgow 
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The  Challenges  We  Face 

Henry  B.  Asman,  M.D.* 

Louisville 


Traditionally,  the  President  of  kma 

gives  an  accounting  of  his  stewardship  in  his 
Presidential  Address  at  the  Annual  Meeting 
upon  the  completion  of  his  term  of  office,  recounting 
the  successes  and  the  disappointments  of  the  pre- 
ceding year,  and  based  upon  his  experiences,  makes 
recommendations  for  the  guidance  of  his  successors. 
This  is  as  it  should  be. 

This  being  a “political”  year,  however,  with  plat- 
forms and  position  papers  seeming  to  be  the  order 
of  the  day,  it  would  seem  appropriate  for  your 
President,  who  was  not  required  to  submit  a platform 
prior  to  his  election,  to  state  his  views  on  the  press- 
ing problems  confronting  the  Association  and  to  ex- 
press, in  some  measure,  possible  ways  in  which  these 
problems  may  be  successfully  resolved. 

These  remarks  will  be  divided  into  two  categories; 
the  first,  “domestic  relations”,  dealing  with  the  in- 
ternal workings  of  our  Association  especially  as  they 
relate  to  the  knowledge  and  understanding  by  the 
members  of  the  policies  and  actions  of  the  elected 
officials;  and,  second,  “foreign  relations”,  referring 
to  KMA’s  associations  with  the  allied  professions, 
para-medical  groups,  the  government,  and  the  public. 

“DOMESTIC  RELATIONS” 
Communications 

Someone  has  said  that  in  any  professional  organi- 
zation 10  percent  of  the  membership  does  all  of  the 
voluntary  work,  25  percent  do  nothing  but  criticize 
and  complain,  and  the  remaining  65  percent  feel 
that  they  have  made  their  full  contribution  to  the 
organization  when  they  pay  their  dues — which,  in- 
cidentally, they  strongly  suspect  are  too  high. 

Having  been  closely  involved  in  the  “inner  work- 
ings” of  the  Association  for  the  past  five  or  six 
years,  and  having  watched  the  diligent  and  conscien- 
tious efforts  of  the  many  officers,  trustees,  and  com- 
mitteemen, I am  pleased  to  say  that  these  percentages 
do  not  apply  to  KMA.  But,  sadly,  there  is  a small 
number  who  do  contribute  nothing  but  criticism  and 
complaints,  usually  without  any  knowledge  on  which 
to  base  their  comments,  and  there  are  far,  far  too 


* President,  Kentucky  Medical  Association,  1968-69 
Associational  year 


many  of  our  members  who  exert  little  effort  to 
acquaint  themselves  with  the  policies  of  the  Associ- 
ation, reasons  behind  these  policies,  and  the  dili- 
gence with  which  these  policies  are  being  imple- 
mented in  the  interest  of  medicine  and  the  people 
of  Kentucky. 

I have  had  the  feeling  that  the  leadership  of 
KMA  was  doing  an  excellent  job  in  making  this 
knowledge  available  to  its  members  but  it  is  obvious 
that  we  are  not  reaching  a great  many  of  them. 
Continued  efforts  to  develop  better  communications 
between  the  governing  body  and  the  members  are 
imperative  and  it  is  my  intention  to  make  this  a 
principal  item  on  the  agenda  for  the  Trustee  District 
meetings  this  year. 

Plans  and  Development 

In  order  to  remain  a viable,  active  and  efficient 
organization,  KMA  must  be  amenable  to  change, 
not  only  in  its  thinking  but  in  its  organizational 
structure,  so  that  its  resources  may  be  expended 
constructively  and  efficiently  in  meeting  its  goals  and 
achieving  its  purposes. 

During  the  1966-67  Associational  year,  the  Com- 
mission to  Study  the  Reorganization  of  KMA  made 
an  exhaustive  study  of  the  association  and  presented 
numerous  recommendations  designed  to  improve  the 
workings  of  the  organization.  Many  of  these  were 
approved  and  have  been  implemented;  some  were 
deferred  for  further  study. 

In  its  final  report  the  Commission  recommended 
that  the  Association  conduct  such  a study  on  a con- 
tinuing basis  in  order  that  our  efforts  may  always 
be  abreast  of  these  rapidly  changing  times. 

I have  therefore  requested  the  Board  of  Trustees 
to  appoint  a Committee  on  Plans  and  Development 
as  one  of  the  permanent  committees  of  the  Associa- 
tion, with  the  recommendation  that  its  membership 
include  members  from  the  academic  and  institutional 
groups  within  the  profession,  and  from  the  younger 
members,  as  well  as  from  the  older  and  more  active 
members  in  the  organizational  work. 

Such  a committee  might  well  devote  its  early  ef- 
forts to  a modernization  of  our  Constitution  and  By- 
laws; to  the  problems  inherent  in  the  formation  of 
multi-county  societies;  and  to  consideration  of  what 


898 


October  1968  • The  Journal  c th> 


seems  to  be  an  increasingly  popular  notion — the  ap- 
pointment by  professional  organizations  of  a Lay 
Advisory  Board.  These,  among  many  other  subjects, 
are  worthy  of  in-depth  study. 

Membership 

It  might  be  suggested  that  each  member  consider 
himself  a “one-man  membership  committee”.  There 
are  approximately  300  licensed  physicians  in  Ken- 
tucky who  are  not  members  of  KMA.  We  NEED 
these  individuals  and  they  NEED  organized  medi- 
cine. 

A recent  survey  indicated  that  more  than  100 
physicians  in  full-time  academic  medicine  in  Ken- 
tucky do  not  belong  to  their  county  and  state  as- 
sociations. One  might  wonder  if  the  policy  of  grant- 
ing “reduced”  dues  to  these  individuals  may  not  be 
producing  reverse  psychology — implying  “second- 
class”  membership— and  acting  as  a deterrent  rather 
than  an  inducement  as  intended. 

In  view  of  the  excellent  relationship  over  the 
years  between  KMA  and  the  two  medical  schools, 
it  is  disheartening  that  such  a large  percentage  of 
the  faculty  members  fail  to  recognize  the  benefits 
that  would  accrue  to  them,  as  well  as  the  added 
contribution  they  could  make  to  the  profession, 
through  membership  in  the  Association. 

I would  further  urge  that  greater  effort  be  ex- 
pended in  encouraging  the  students  in  our  two  medi- 
cal schools  to  become  “Student  Members”  of  KMA. 
It  is  important  that  we  introduce  these  men  and 
women  to  Organized  Medicine  as  early  as  possible 
in  their  careers  and  to  manifest  our  continued  inter- 
est in  their  welfare,  as  well  as  their  views,  through- 
out the  period  of  their  education.  KMA  has  en- 
couraged and  co-operated  with  the  SAMA  chapters, 
and  has  made  an  outstanding  contribution,  I believe, 
with  its  Senior  Day  Programs,  but  is  this  enough? 
Would  it  not  be  to  our  advantage,  as  well  as  theirs, 
to  draw  them  into  our  organization  while  they  are 
still  students?  After  all,  in  just  a few  years  they 
will  be  the  leaders  of  Medicine  in  Kentucky! 

“FOREIGN  RELATIONS” 
Comprehensive  Health  Planning 

The  single  most  important  long-range  program 
with  which  KMA  should,  and  will  concern  itself 
during  the  coming  year  is  Comprehensive  Health 
Planning. 

Never  has  there  been  a greater  opportunity  for 
the  membership  of  KMA  to  demonstrate  the  leader- 
ship which  we  rightly  believe  should  be  ours. 

Authorized  by  Public  Law  89-749,  Governor  Louie 
B.  Nunn,  last  June  14,  created  a Health  Planning 
Commission  to  develop  policies,  procedures,  and  reg- 
ulations for  comprehensive  health  planning,  and  des- 
ignated this  Commission  as  the  single  state  agency 
for  supervising  the  administration  of  the  health  plan- 
ning functions  of  the  Commonwealth  and  conferred 
upon  it  the  authority  to  receive  and  spend  funds 
for  these  functions. 

Headed  by  the  Governor,  as  chairman,  this  Com- 
mission includes  the  Commissioners  of  Health,  Men- 
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tal  Health,  and  Finance,  and  the  Administrator  of 
the  Kentucky  Program  Development  Office. 

In  the  same  Executive  Order,  Governor  Nunn  also 
created  a statewide  Health  Planning  Council  to  ad- 
vise and  counsel  the  Commission  on  all  facets  of 
health  planning:  services,  facilities,  manpower,  uti- 
lization of  funds,  priorities,  etc.,  in  an  effort  to 
marshall  all  health  resources  within  the  state  to  as- 
sure comprehensive  health  services  of  high  quality 
for  every  purpose. 

Representing  the  private  practice  of  medicine  on 
this  Council  are  Doctors  Hoyt  Gardner,  Bob  Penn- 
ington, and  Laman  Gray.  Also  on  the  Council,  from 
the  field  of  Public  Health,  are  Doctors  Frederick  A. 
Stine,  Fort  Thomas,  and  William  Elsea,  Lexington. 
From  the  University  of  Kentucky  Medical  Center  is 
William  R.  Willard,  M.D.  Physicians  who  are  ex- 
officio  members  of  the  Council,  without  vote,  in- 
clude Doctors  Russell  Teague,  Dale  Farabee  and 
Margaret  A.  Limper. 

The  remainder  of  the  Council  is  made  up  of 
representatives  of  the  other  health  professions,  the 
state  government,  and  the  consumers  of  health  serv- 
ices which,  by  law.  must  constitute  the  majority  of 
voting  members. 

The  Governor  has  appointed  an  excellent  and 
knowledgable  group  of  individuals  to  this  Council. 
The  officers  and  staff  of  KMA  have  attempted  to 
establish  close  liaison  with  the  Council  and  its  staff, 
and  will  continue  to  develop  this  desirable  and  im- 
portant rapport. 

In  order  to  achieve  statewide  comprehensive  health 
planning,  the  state  has  been  divided  into  15  geo- 
graphic areas.  Each  area  has  been  directed  to  select 
its  own  Area  Planning  Council,  constituted  accord- 
ing to  specifications  in  the  Law,  to  study  the  needs 
of  its  own  area  and  to  make  recommendations, 
through  the  State  Council,  to  the  Health  Planning 
Commission  on  all  matters  related  to  health  in  that 
area. 

NOW  is  the  time  for  the  physicians  to  show  their 
interest  in  their  community,  their  area  and  their  state 
by  taking  the  lead  in  the  organization  of  the  Area 
Councils  and  by  active  participation  in  the  planning 
for  the  health  care  of  Kentucky.  We  have  for  many 
years  complained  of  the  myriad  programs  instituted 
by  government  agencies  ("and  some  voluntary  agen- 
cies) without  our  knowledge,  advice  or  approval. 
The  mechanism  of  comprehensive  health  planning 
now  gives  us  the  opportunity  to  be  a part  of  the 
initial  planning  of  all  programs  at  the  grass-roots 
level,  to  influence  the  development  of  plans  to  im- 
prove health  facilities  and  the  delivery  of  health 
services,  and  to  provide  the  expertise  in  these  mat- 
ters that  only  our  profession  posseses.  Let’s  not  fluff 
this  opportunity! 

Medicaid 

Title  XIX  of  P.L.  89-97  has  been  a thorn  in  the 
side  of  the  medical  profession  in  Kentucky  since  its 
inception.  A program  of  this  magnitude,  drawn  up 
in  haste  and  passed  without  adequate  study  or  public 
hearings  in  the  interest  of  political  expediency,  was 
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bound  to  have  serious  defects  making  smooth  im- 
plementation exceedingly  difficult  if  not  impossible. 

That  this  is  true  is  evidenced  by  the  fact  that  the 
next  session  of  Congress  found  it  necessary  to  enact 
rather  extensive  amendments  to  the  Law.  The  un- 
happiness and  frustration  experienced  by  physicians 
in  Kentucky  has  been  shared  by  physicians  in  most 
of  the  other  states  as  well  as  other  vendors  of  serv- 
ices covered  under  this  law.  There  is  no  need  to 
re-hash  the  difficulties  you  have  encountered — the 
dual  fee  schedule,  the  inadequate  prescription  drug 
list,  the  promise  of  usual  and  customary  fees — only 
to  find  that  the  money  for  such  fees  was  lost  in 
the  bureaucratic  maze  of  Frankfort  and  the  budget 
finally  passed  by  the  Legislature  contained  only  funds 
for  usual  and  customary  fees  for  out-of-hospital 
services.  This  lack  of  faith  was  then  compounded  by 
the  announcement  that  usual  and  customary  fees 
would  be  paid  only  for  those  services  previously 
covered  under  the  program  rather  than  for  all  out- 
of-hospital  services  as  we  had  been  led  to  believe.  We 
are  familiar,  too,  with  the  tremendous  backlog  of  un- 
paid claims  dating  back  several  months  at  a time. 
This  has  worked  a severe  hardship  on  some  of  our 
members  whose  practice  includes  large  numbers  of 
patients  in  this  category. 

Our  Technical  Advisory  Committee  deserves  un- 
stinting praise  for  their  dedicated  efforts  in  our  be- 
half in  the  face  of  tremendous  odds. 

We  must  continue  our  efforts  to  get  the  administra- 
tion of  this  program  into  the  private  sector  and  out 
from  under  the  direction  of  government  agencies.  It 
is  only  in  this  way  that  the  program  can  be  run 
efficiently,  economically,  and  in  the  best  interests 
of  the  patients  and  the  vendor  groups. 

I intend  to  exert  every  effort  to  see  this  transi- 
tion become  a reality,  and  recent  signs  lend  some 
encouragement  that  this  might  be  accomplished  in 
the  not  too  distant  future. 

Health  Manpower 

One  of  the  most  pressing  problems  facing  medi- 
cine today  is  the  acute  shortage  of  physicians  and 
other  health  personnel.  The  AMA  and  the  Associa- 
tion of  American  Medical  Colleges  recently  adopted 
a joint-policy  position:  “All  medical  schools  should 
now  accept  as  a goal  the  expansion  of  their  col- 
lective enrollments  to  a level  that  permits  all  quali- 
fied applicants  to  be  admitted.”  The  members  of 
KMA,  as  an  organization  and  as  individuals,  should 
encourage  our  medical  schools  to  implement  this 
policy.  We  should  give  further  evidence  of  our  in- 
terest in  solving  the  problems  of  this  shortage,  by 
the  active  financial  support  of  our  medical  schools 
and  by  encouraging  additional  financial  support  for 
the  schools  from  all  available  sources,  both  private 
and  governmental. 

The  shortage  of  personnel  in  the  para-medical 
fields  is  also  a matter  of  great  concern  to  all  of  us. 


The  Kentucky  Allied  Medical  Council  has  initiated 
a “Health  Careers  Program”  to  encourage  and  stimu- 
late young  people  in  Kentucky  to  choose  a career 
in  one  of  the  many  health-related  fields.  The  Ken- 
tucky Hospital  Association  has  taken  the  initial  lead 
in  the  development  of  this  program  and,  for  that, 
we  are  indebted  to  them.  KMA,  the  Kentucky  Dental 
Association,  the  Kentucky  Pharmaceutical  Associa- 
tion, and  the  Kentucky  Nurses’  Association  are  co- 
operating in  this  project.  The  county  societies,  as 
well  as  the  individual  members,  must  lend  their  as- 
sistance in  aiding  in  the  distribution  of  the  attrac- 
tive material  that  is  being  developed,  by  providing 
knowledgable  speakers  to  interested  groups  of  stu- 
dents, and  in  other  ways  encouraging  young  indi- 
viduals to  enter  these  fields. 

AMA 

This  item  does  not  refer  to  the  American  Medical 
Association  but  to  the  Association  of  Medical  As- 
sistants, and  more  specifically  to  the  Kentucky  State 
Association  of  Medical  Assistants. 

This  organization  is  made  up  of  a group  of  our 
employees  who  are  dedicated  to  the  enhancement  of 
their  own  knowledge  and  skills  so  that  they  may 
better  serve  us  and  our  patients.  KSAMA  is  a grow- 
ing organization  but  it  is  not  growing  fast  enough. 

KMA  has  encouraged  the  growth  and  develop- 
ment of  this  association  and  it  will  be  in  the  interest 
of  each  of  us,  as  individuals,  if  we  would  urge  our 
employees  to  seek  membership  in  it.  Many  of  our 
members  feel  that  it  is  a very  worthwhile,  though 
token,  “fringe  benefit”  to  reimburse  each  employee 
for  her  $15  annual  dues. 

With  37  active  committees,  councils  and  commis- 
sions in  the  KMA  organization,  it  is  obvious  that  I 
have  touched  on  but  a few  of  the  more  important 
policies  and  problems  with  which  we  are  concerned. 
An  in-depth  discussion  of  the  functions  and  activities 
of  each  of  these  groups  is  impossible  in  the  space 
allotted,  but  it  is  my  fervent  wish  that  every  mem- 
ber of  KMA  could  become  familiar  with  the  opera- 
tions of  his  Association.  It  is  to  be  expected  that 
individual  members  will  occasionally  disagree  with 
the  elected  officials  who  are  charged  with  the  re- 
sponsibilities of  the  day-to-day  operation  of  the  As- 
sociation. It  is  far  better  that  such  disagreement  or 
criticism  be  based  on  sound  knowledge  rather  than 
on  misinformation,  rumor  or  hearsay.  The  strength 
of  our  Association  is  founded  on  its  democratic 
structure  which  guarantees  that  the  voice  of  the 
individual  physician  member  can  always  be  heard — 
through  his  representative  in  the  House  of  Delegates, 
through  his  Trustee,  or  through  direct  communica- 
tion with  the  elected  officers. 

I will  take  this  opportunity  to  again  express  my 
appreciation  of  the  great  honor  bestowed  upon  me 
by  my  peers  and  for  the  privilege  of  devoting  this 
year  of  service  in  the  interest  of  the  medical  pro- 
fession in  Kentucky. 
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and  no  other  oral 
contraceptive  is  quite 
like  Ovulen-ii® 

Each  tablet  contains  ethynodiol  diacetate  1 mg.,  mestranol  0. 1 mg. 


The  progestin  is  distinctive,  and  for  some  women  this  may  mean  a 
different  clinical  response.  The  Compack®  tablet  dispenser 
is  distinctive;  its  functional  simplicity  makes  it  virtually 
patient-proof.  The  acceptance  of  Ovulen-2 1 is  distinctive. . . 
together  with  Ovulen®,  it  is  more  often  prescribed  than  any  other 
individual  contraceptive  product  currently  available. 


Indication— Oral  contraception. 

Contraindications— Thrombophlebitis,  thromboembolic  disorders, 
cerebral  apoplexy  or  a past  history  of  these  conditions,  markedly 
impaired  liver  function,  known  or  suspected  carcinoma  of  the  breast, 
known  or  suspected  estrogen-dependent  neoplasia,  undiagnosed  ab- 
normal genital  bleeding. 

Warnings— Watch  for  the  earliest  manifestations  of  thrombotic  dis- 
orders (thrombophlebitis,  cerebrovascular  disorders,  pulmonary  em- 
bolism, retinal  thrombosis)  ; if  present  or  suspected  discontinue  the 
drug  immediately. 

British  studies  reported  in  April  1968*’^  estimate  there  is  a seven- 
to  tenfold  increase  in  mortality  and  morbidity  due  to  thromboembolic 
diseases  in  women  taking  oral  contraceptives.  In  these  controlled 
retrospective  studies,  involving  36  reported  deaths  and  58  hospitali- 
zations due  to  "idiopathic”  thromboembolism,  statistical  evaluation 
indicated  that  the  differences  observed  between  users  and  non-users 
were  highly  significant.  The  conclusions  reached  in  the  studies  are 
summarized  in  the  table  below: 


Comparison  of  Mortality  and  Hospitalization  Rates  Due  to  Thromboem- 
bolic Disease  in  Users  and  Non-Users  of  Oral  Contraceptives  in  Britain. 


Category 

Mortality  Rates 

Hospitalization 

Rates 

(Morbidity) 

Age  20-34 

Age  35-44 

Age  20-44 

Users  of  Oral 
Contraceptives 

1.5/100,000 

3.9/100,000 

47/100,000 

Non-Users 

0.2/100,000 

0.5/100,000 

5/100,000 

No  comparable  studies  are  yet  available  in  the  United  States.  The 
British  data,  especially  as  they  indicate  the  magnitude  of  the  in- 
creased risk  to  the  individual  patient,  cannot  be  applied  directly  to 
women  in  other  countries  in  which  the  incidences  of  spontaneously 
occurring  thromboembolic  disease  may  differ. 

Discontinue  medication  pending  examination  if  there  is  sudden 
partial  or  complete  loss  of  vision,  or  sudden  onset  of  proptosis, 
diplopia  or  migraine.  Withdraw  medication  if  papilledema  or  retinal 
vascular  lesions  are  found. 

Since  the  safety  of  Ovulen  in  pregnancy  has  not  been  demon- 
strated, it  is  recommended  that  pregnancy  be  ruled  out  for  any 
patient  who  has  missed  two  consecutive  periods  before  continuing 
the  contraceptive  regimen.  If  the  patient  has  not  adhered  to  the  pre- 
scribed schedule  the  possibility  of  pregnancy  should  be  considered 
at  the  first  missed  period. 

A small  fraction  of  the  hormone  agents  in  oral  contraceptives  has 
been  identified  in  the  milk  of  mothers  receiving  these  drugs.  The 
long-range  effect  to  the  nursing  infant  cannot  be  determined  at  this 
time. 

Precautions— Pretreatment  physical  examination  should  include 
special  reference  to  the  breasts  and  pelvic  organs,  and  a Papanicolaou 
smear. 

Endocrine  and  possibly  liver  function  tests  may  be  affected  by 
Ovulen.  Therefore,  it  is  recommended  that  such  tests  if  abnormal 
be  repeated  after  the  drug  has  been  withdrawn  for  two  months. 

Pre-existing  uterine  fibromyomas  may  increase  in  size  under  the 
influence  of  progestogen-estrogen  preparations. 

Because  these  agents  may  cause  some  degree  of  fluid  retention, 
conditions  which  might  be  influenced  by  this  factor,  such  as  epilepsy. 


migraine,  asthma,  cardiac  or  renal  dysfunction,  require  careful 
observation. 

In  breakthrough  bleeding,  and  all  irregular  vaginal  bleeding,  con- 
sider nonfunctional  causes.  Adequate  diagnostic  measures  are  indi- 
cated in  undiagnosed  vaginal  bleeding. 

Carefully  observe  patients  with  a history  of  psychic  depression 
and  discontinue  the  drug  if  severe  depression  recurs. 

Any  possible  influence  of  prolonged  Ovulen  therapy  on  pituitary, 
ovarian,  adrenal,  hepatic  or  uterine  function  awaits  further  study. 

A decrease  in  glucose  tolerance  has  occurred  in  a significant  per- 
centage of  patients  on  oral  contraceptives.  The  mechanism  of  this 
decrease  is  obscure.  For  this  reason,  diabetic  patients  should  be  ob- 
served carefully  while  receiving  Ovulen. 

Because  of  the  effects  of  estrogens  on  epiphyseal  closure  Ovulen 
should  be  used  judiciously  in  young  patients  in  whom  bone  growth 
is  not  complete. 

The  age  of  the  patient  constitutes  no  absolute  limiting  factor, 
although  Ovulen  therapy  may  mask  the  onset  of  the  climacteric. 

The  pathologist  should  be  informed  of  Ovulen  therapy  when 
relevant  specimens  are  submitted. 

Adverse  Reactions— A statistically  significant  association  has  been 
shown  between  use  of  oral  contraceptives  and  the  following  serious 
adverse  reactions:  thrombophlebitis,  pulmonary  embolism. 

Although  available  evidence  is  suggestive  of  an  association,  such 
a relationship  has  been  neither  confirmed  nor  refuted  for  the  follow- 
ing serious  adverse  reactions:  cerebrovascular  accidents,  neuro-ocular 
lesions,  e.g.,  retinal  thrombosis  and  optic  neuritis. 

The  following  adverse  reactions  are  known  to  occur  in  patients 
receiving  oral  contraceptives:  nausea,  vomiting,  gastrointestinal 
symptoms  (such  as  abdominal  cramps  and  bloating),  breakthrough 
bleeding,  spotting,  change  in  menstrual  flow,  amenorrhea  during 
and  after  treatment,  edema,  chloasma  or  melasma,  breast  changes 
(tenderness,  enlargement,  secretion),  change  in  w'eight,  changes  in 
cervical  erosion  and  cervical  secretions,  suppression  of  lactation 
when  given  immediately  post  partum,  cholestatic  jaundice,  migraine, 
allergic  rash,  rise  in  blood  pressure  in  susceptible  individuals,  men- 
tal depression. 

Although  the  following  adverse  reactions  have  been  reported  in 
users  of  oral  contraceptives,  an  association  has  been  neither  con- 
firmed nor  refuted:  anovulation  post  treatment,  premenstrual-like 
syndrome,  changes  in  libido,  changes  in  appetite,  cystitis-like  syn- 
drome, headache,  nervousness,  dizziness,  fatigue,  backache,  hirsutism, 
loss  of  scalp  hair,  erythema  multiforme  and  nodosum,  hemorrhagic 
eruption,  itching. 

The  following  laboratory  results  may  be  altered  by  oral  contra- 
ceptives: hepatic  function:  increased  sulfobromophthalein  and  other 
tests;  coagulation  tests:  increase  in  prothrombin,  Factors  VII,  VIII, 
IX  and  X;  thyroid  function:  increase  in  FBI  and  butanol  extractable 
protein  bound  iodine,  and  decrease  in  T^  values;  metyrapone  test; 
pregnanediol  determination. 

References:  1.  Inman,  W.  H.  W.,  and  Vessey,  M.  P.:  Brit.  Med. 
J.  2:193-199  (April  27)  1968.  2.  Vessey,  M.  P.,  and  Doll,  R.:  Brit. 
Med.  J.  2:199-205  (April  27)  1968. 

Before  prescribing  see  Detailed  Product  Information. 
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‘‘Breathing’s 
a snap  again, 
he  said 
gingerly. 
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Help  clear  up  that  miserable  stuffecl-up 
feeling  with  Dimetapp.  Each  hard-work- 
ing Extentab  brings  welcome  relief  from 
the  stuffiness,  drip  and  congestion  of  upper 
respiratory  conditions  for  up  to  10-12 
hours.  Yet,  patients  seldom  experience 
drowsiness  or  overstimulation.  The  key  to 
success  is  the  Dimetapp  formula:  Dime- 
tane  (brompheniramine  maleate (—along 
with  phenylephrine  and  phenylpropanola- 
mine, two  time-tested  decongestants.  They 
get  the  job  done ...  in  a hurry. 

in  sinusitis,  colds,  U.R.I. 

DiliietapirExtentabs 

(Dimetane®  [brompheniramine  maleate],  12  mg.; 
phenylephrine  HCl,  15  mg.;  phenylpropanolamine  HCl,  15  mg.) 

up  to  10-12  hours  clear 
breathing  on  one  tablet 


Indications:  Dimetapp  is  indicated 
for  symptomatic  relief  of  the 
allergic  manifestations  of  respi- 
ratory illnesses,  such  as  the 
common  cold  and  bronchial  asthma, 
seasonal  allergies,  sinusitis, 
rhinitis,  conjunctivitis,  and  otitis. 
Contraindications:  Hypersensitivity 
to  antihistamines.  Not  recommended 
for  use  during  pregnancy. 
Precautions:  Until  patient's 
response  has  been  determined,  he 
should  be  cautioned  against 
engaging  in  operations  requiring 
alertness.  Administer  with  care 


to  patients  with  cardiac  or  periphera 
vascular  diseases  or  hypertension. 
Side  Effects:  Hypersensitivity 
reactions  including  skin  rashes, 
urticaria,  hypotension  and  thrombe 
cytopenia,  have  been  reported  on 
rare  occasions.  Drowsiness,  lassitud 
nausea,  giddiness,  dryness  of 
the  mouth,  mydriasis,  increased 
irritability  or  excitement  may 
he  encountered. 

Dosage:  1 Extentab  morning  and 
evening. 

Supplied:  Bottles  of  100  and  500. 

A.H.  ROBINS  COMPAN’ 
RICHMOND,  VA.  2322 


i 


Revival  of  the  Physical  Examination 


It  is  not  always  an  easy  matter  in  these  busy 
times  to  keep  one’s  priorities  in  prop>er  or- 
der, but  perhaps  this  is  less  difficult  for  the 
physician  than  for  some  others  in  our  society. 
The  priority  for  the  physician  is,  to  the  best 
of  his  ability,  to  help  the  patient.  The  estab- 
lishment of  the  correct  diagnosis  makes  possi- 
ble the  beginning  of  the  helping  process.  In 
spite  of  the  many  new  laboratory  techniques 
and  modern  medical  instrumentation,  it  is  the 
expertly  performed  history  and  physical  ex- 
amination that  produces  the  correct  diagnosis 
in  the  majority  of  patients.  One  of  the  chal- 
lenges that  the  practice  of  medicine  provides 
to  a physician  is  that  of  improving  his  abilities 
with  the  history  and  physical  examination.  It 
is  not  only  one  of  the  challenges,  but  it  may 
remain  one  of  the  satisfactions  from  a long 
and  busy  medical  practice. 

Recent  scientific  advances  in  medical  instru- 
mentation and  in  surgery  have  given  new  em- 
phasis to  certain  aspects  of  the  physical  exam- 
ination. There  are  examples  of  this  as  the 
physical  examination  relates  to  the  cardiovas- 
cular system.  With  the  development  of  arterio- 
graphy of  the  head  and  neck  there  is  a new 
interest  in  the  diagnosis  and  surgical  treatment 
of  atheroslerotic  disease  of  the  carotid  and 
vertebral-basilar  arterial  systems.  In  middle- 
aged  and  in  older  patients  in  particular,  care- 
ful palpation  of  the  arteries  of  the  neck,  head, 
supraclavicular  fossae  and  the  upper  extremities 
is  indicated.  This  is  followed  by  careful  auscul- 
tation over  the  carotid  and  subclavian  arteries 
as  well  as  over  the  head  in  a search  for  bruits. 
The  bruits  associated  with  atherosclerotic  dis- 
ease are  almost  always  systolic  and  may  vary 
from  mild  to  harsh  in  their  intensity.  Bruits 
may  be  heard  over  partially  occluded  arteries 


but  no  bruit  would  be  expected  over  a com- 
pletely occluded  artery. 

A sound  which  is  sometimes  heard  in  the 
neck  area  and  which  may  be  confused  with  a 
carotid  or  subclavian  bruit  is  the  venous  hum. 
This  is  particularly  so  in  younger  patients.  The 
venous  hum  is  usually  loudest  just  superior  to 
the  sternal  end  of  the  clavicles;  it  is  a con- 
tinuous sound  and  may  be  abolished  by  com- 
pressing the  jugular  veins  on  the  side  which  it 
is  heard.  The  exact  etiology  of  the  venous  hum 
isn’t  known,  but  it  is  often  louder  in  diastole 
and  with  the  patient  sitting  up  and  will  dis- 
appear with  the  recumbent  position. 

In  recent  years  it  has  become  apparent  that 
inspection  and  palpation  of  the  precordial  area 
of  the  chest  is  much  more  apt  to  provide  valu- 
able information  about  the  heart  than  is  per- 
cussion. Inspection  and  palpation  may  provide 
information  about  individual  chamber  enlarge- 
ment of  the  heart  where  the  electrocardiogram 
and  chest  X-ray  have  failed  to  do  so.  The  size 
of  the  normal  apex  impulse  is  less  than  three 
centimeters  in  diameter  and  the  normal  apex 
impulse  is  not  sustained.  With  left  ventricular 
hypertrophy  the  apical  impulse  becomes  larger 
in  diameter  and  the  thrust  is  more  sustained. 
When  the  right  ventricle  becomes  enlarged  its 
thrust  will  lift  the  anterior  portion  of  the  chest 
including  the  sternum. 

Palpation  of  the  abdomen  may  reveal  an 
unsuspected  arteriosclerotic  aneurysm  of  the 
abdominal  aorta.  Bruits  may  be  heard  over 
the  abdomen  which  represent  atherosclerotic 
narrowing  of  the  aorta  or  one  of  its  major 
branches.  In  the  hypertensive  patient  ausculta- 
tion in  the  lumbar  area  may  reveal  the  bruit 
of  renal  artery  stenosis.  The  hepatojugular 
reflex  test  may  give  information  as  to  the  func- 
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tion  of  the  right  ventricle.  To  carry  out  the 
test  the  trunk  of  the  patient  is  elevated  to 
about  45  degrees  above  the  horizontal;  in  this 
position  the  venous  pulsations  in  the  jugular 
veins  are  seen  at  the  level  of  the  clavicle.  After 
noting  the  level  of  the  venous  pulse  the  exam- 
iner places  his  hand  over  the  right  upper 
quadrant  of  the  abdomen  and  applies  firm 
pressure  for  about  30  seconds  or  more.  In  pa- 
tients with  rightsided  heart  failure  the  upper 
level  of  venous  pulsation  in  the  internal  jugu- 
lar vein  may  significantly  increase;  the  ampli- 
tude of  pulsation  of  the  vein  may  also  in- 
crease. 

The  arterial  circulation  of  the  extremities 
may  be  examined  by  some  simple  physical 
methods.  The  peripheral  pulses  are  to  be  noted 
in  the  upper  and  lower  arm  and  the  upper 
and  lower  leg  and  the  two  sides  compared. 
When  the  upper  extremities  are  being  exam- 
ined the  patient  may  be  asked  to  hold  his 
hands  above  his  head  and  clench  them  rapidly 
a number  of  times  and  then  open  the  hands 
for  examination.  If  there  is  significant  impair- 
ment of  the  arterial  circulation  the  hands  and 
fingers  become  blanched  excessively.  Distribu- 


tion of  the  pallor  may  indicate  whether  the 
impairment  of  the  circulation  is  generalized  or 
confined  to  irregular  areas.  Postural  col- 
or changes  in  the  lower  extremities  may  be 
demonstrated  by  having  the  patient  lie  on  his 
back  with  the  lower  extremities  flexed  at  the 
hips  at  an  angle  of  about  90  degrees  and  then 
alternately  flex  and  extend  the  foot  at  the 
ankle.  After  30  seconds  of  this  position  the 
color  of  the  skin  is  noted.  With  a normal  arterial 
circulation  there  is  only  a mild  pallor.  The 
degree  of  the  pallor  gives  an  indication  of  the 
severity  of  the  impairment  of  the  circulation. 
After  the  feet  are  returned  to  a dependent 
position  normal  color  returns  to  the  skin  of 
the  lower  extremities  in  about  10  seconds. 
With  impairment  of  the  arterial  circulation  the 
color  returns  slowly  over  a period  of  30  to  60 
seconds  and  a reactionary  or  dependent  rubor 
is  noted. 

By  correlating  the  data  from  cardiac  cather- 
ization,  arteriography  and  many  other  tech- 
niques with  physical  findings  the  physical  ex- 
amination has  become  increasingly  more  ef- 
fective and  what’s  more,  remains  a constant 
and  interesting  challenge  to  the  physician. 

Walter  S.  Coe,  M.D. 


See  November  Issue 
for  complete  coverage  of 
1968  Annual  Meeting 
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OPTICAL  ILLUSION? 


Height  and  width  of  this  hat  are 
equal,  but  the  unbroken  height 
of  the  crown  appears  greater 
than  the  interrupted  width  of 
the  brim.  Don’t  play  games  with 
your  eyes.  Some  glasses  are 
poorly  crafted.  Rely  on  Southern 
Optical  accuracy. 


Charge  accounts^ 


invited 


Op^ 


SOUTNCIN  OPTICAL  ILDG..  MO  $ 4tlT 
kctwtci  lrMOw«|  t ChfStiiMt) 
MCOICAL  UTS  ILDG..  C«steri  Parkway 
ST.  MARHEWS.  Wallact  Ctatcr 
IKOICAL  TOWEIS  IIOG..  FlayO  t Gray^ 
CONTACT  LENSES.  G40  S.  4lli 


Louisville 


Bowling  Green 


Togetherness...* 


^ ^ ^ J f ...  can  be  rough  when  epidemics  of  nausea  and 
vomiting  strike  a family.  Emetrol  offers  prompt,  safe  relief.  It  is 
free  from  toxicity^  or  side  eff  ects^’^  and  will  not  mask  symptoms  of 


serious  organic  disorders. 


§ 

RORER 


WILLIAM  H.  RORER,  INC. 
Fort  Washington,  Pa. 


1.  Bradley,  J.  E.,  et  al.:  J.  Pediat.  38:41  (Jan.)  1951. 

2.  Bradley,  J.  E.:  Mod.  Med.  20:71  (Oct.  15)  1952. 

3.  Crunden,  A.  B.,  Jr.,  and  Davis,  W.  A.:  Am.  J.  Obst, 
&Gynec.  65:311  (Feb.)  1953. 


Emetrol® 

phosphorated  carbohydrate 
solution 

emesis  control 
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chlorthalidone  50  mg 
■ 1 , ib\i^  I I reserpine  0.25  mg 

One  Regroton  tablet  a day  usually  helps 
you  and  your  patient  bring  high  blood  pressure 
down  and  keep  It  down. 


Regroton  produces  a smooth,  long-acting  effect  that 
usually  reduces  both  systolic  and  diastolic  pressures. 
At  the  same  time  it  often  acts  to  allay  anxiety  and 
nervous  tension  associated  with  hypertension. 


Although  Regroton  is  generally  well  tolerated,  adverse  reactions 
may  occur.  This  drug  is  contraindicated  in  mental  depression, 
demonstrated  hypersensitivity,  and  most  cases  of  severe  renal  or 
hepatic  diseases.  For  a complete  list  of  side  effects,  please  see  the 
Prescribing  Information  summarized  oh  the  following  page. 


Regroton' 

chlorthalidone  50  mg. 
reserpine  0.25  mg. 


One  Regroton  tablet  a day 
usually  helps  you  and  your  patient 
bring  high  blood  pressure  down 
and  keep  it  down. 

Indications:  Hypertension.  Contraindications: 

History  of  mental  depression,  hypersensitivity, 
and  most  cases  of  severe  renal  or  hepatic 
diseases.  Warning:  With  the  administration  of 
enteric-coated  potassium  supplements,  which 
should  be  used  only  when  adequate  dietary 
supplementation  is  not  practical,  the  possibility 
of  small-bowel  lesions  (obstruction,  hemor- 
rhage, and  perforation)  should  be  kept  in  mind. 
Surgery  for  these  lesions  has  frequently  been 
required  and  deaths  have  occurred.  Discontinue 
coated  potassium-containing  formulations  im- 
mediately if  abdominal  pain,  distention,  nausea, 
vomiting,  or  gastrointestinal  bleeding  occur. 
Discontinue  one  week  before  electroshock  ther- 
apy, and  if  depression  or  peptic  ulcer  occurs. 
Use  in  pregnancy:  Because  chlorthalidone  may 
cross  the  placental  barrier  and  appear  in  cord 
blood  and  thiazides  may  appear  in  breast  milk, 
this  drug  should  be  used  with  care  in  pregnant 
patients  and  nursing  mothers.  When  used  in 
women  of  childbearing  age,  the  potential  bene- 
fits of  the  drug  should  be  weighed  against  the 
possible  hazards  to  the  fetus.  Use  of  chlorthali- 
done may  result  in  fetal  or  neonatal  jaundice, 
thrombocytopenia,  and  possibly  other  adverse 
reactions  which  have  occurred  in  the  adult.  In- 
creased respiratory  secretions,  nasal  conges- 
tion, cyanosis  and  anorexia  may  occur  in  infants 
born  to  reserpine-treated  mothers.  Precautions: 
Antihypertensive  therapy  with  this  drug  should 
always  be  initiated  cautiously  in  postsympathec- 
tomy patients  and  in  patients  receiving  gangli- 
onic blocking  agents,  other  potent  antihyperten- 
sive drugs,  or  curare.  Reduce  dosage  of  con- 
comitant antihypertensive  agents  by  at  least 
one-half.  To  avoid  hypotension  during  surgery, 
discontinue  therapy  with  this  agent  two  weeks 
prior  to  elective  surgical  procedures.  In  emer- 
gency surgery,  use,  if  needed,  anticholinergic 
or  adrenergic  drugs  or  other  supportive  meas- 
ures as  indicated.  Because  of  the  possibility  of 
progression  of  renal  damage,  periodic  kidney 
function  tests  are  indicated.  Discontinue  if  the 
BUN  rises  or  liver  dysfunction  is  aggravated. 
Hepatic  coma  may  be  precipitated.  Electrolyte 
imbalance,  sodium  and/or  potassium  depletion 
may  occur.  If  potassium  depletion  should  occur 
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during  therapy,  the  drug  should  be  discontinued 
and  potassium  supplements  given,  provided  the 
patient  does  not  have  marked  oliguria.  Take 
particular  care  in  cirrhosis  or  severe  ischemic 
heart  disease  and  in  patients  receiving  cortico- 
steroids, ACTH,  or  digitalis.  Severe  salt  restric- 
tion is  not  recommended.  Use  cautiously  in 
patients  with  ulcerative  colitis  or  gallstones 
(biliary  colic  may  be  precipitated).  Bronchial 
asthma  may  occur  in  susceptible  patients. 
Adverse  Reactions:  The  drug  is  generally  well 
tolerated.  The  most  frequent  side  effects  are 
nausea,  gastric  irritation,  vomiting,  diarrhea, 
constipation,  muscle  cramps,  headache,  dizzi- 
ness and  acute  gout.  Other  potential  side  effects 
include  angina  pectoris,  anxiety,  depression, 
bradycardia  and  ectopic  cardiac  rhythms  (espe- 
cially when  used  with  digitalis),  drowsiness,  dull 
sensorium,  hyperglycemia  and  glycosuria, 
hyperuricemia,  lassitude,  restlessness,  transient 
myopia,  impotence  or  dysuria,  orthostatic  hypo- 
tension which  may  be  potentiated  when  chlor- 
thalidone is  combined  with  alcohol,  barbiturates 
or  narcotics,  leukopenia,  aplastic  anemia,  skin 
rashes,  thrombocytopenia,  agranulocytosis, 
nasal  stuffiness,  increased  gastric  secretions, 
nightmare,  purpura,  urticaria,  ecchymosis,  weak- 
ness, uveitis,  optic  atrophy  and  glaucoma,  and 
pruritus.  Eruptions  and/or  flushing  of  the  skin,  a 
reversible  paralysis  agitans-like  syndrome, 
blurred  vision,  conjunctival  injection,  increased 
susceptibility  to  colds,  dyspnea,  weight  gain, 
decreased  libido,  dryness  of  the  mouth,  deaf- 
ness, anorexia,  and  pancreatitis  when  epigastric 
pain  or  unexplained  G.l.  symptoms  develop  after 
prolonged  administration.  Jaundice,  xanthopsia, 
paresthesia,  photosensitization  and  necrotizing 
angiitis  are  possible.  Average  Dosage:  One 
tablet  daily  with  breakfast.  Availability:  Pink, 
single-scored  tablets  in  bottles  of  100  and  1000. 
(B)46-600-C 

For  details,  please  see  complete 
prescribing  information. 

Geigy  Pharmaceuticals 
Division  of 

Geigy  Chemical  Corporation  g 

Ardsley,  New  York  10502  S 
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Ky.  Thoracic  Society  Plans  Report  C on  Public  Comment 

Fall  Conference  Nov.  8-9  Adopted  by  AMA  House 


The  Kentucky  Thoracic  Society  will  hold  a fall 
conference  on  respiratory  diseases  November  8-9  at 
Gabe’s  Motor  Inn,  Owens- 
boro, according  to  E.  R. 
Gernert,  M.D.,  Louisville, 
Society  president,  who 
urges  all  Kentucky  physi- 
cians to  attend. 

Roger  S.  Mitchell, 
M.D.,  Denver,  Col.,  di- 
rector of  the  Webb-Waring 
Institute  for  Medical  Re- 
search, will  discuss  “The 
Enigma  of  A i r w a y 
Obstruction”  at  the  Fri- 
Doctor  Mitchell  evening  dinner  meet- 

ing, according  to  Paul  A.  Pichardo,  M.D.,  Glasgow, 
program  chairman. 

Other  program  participants  will  include  Allan  M. 
Lansing,  M.D.,  and  William  H.  Anderson,  M.D.,  Uni- 
versity of  Louisville  School  of  Medicine;  Robert  Pen- 
man, M.D.,  Robert  McElvein,  M.D.,  Kenneth  Tufts, 
M.D.,  Ian  Shine,  M.D.  and  Ralph  Shabetai,  M.D., 
University  of  Kentucky  College  of  Medicine. 


Second  Newborn  Symposium 
Planned  November  12-13 

The  department  of  pediatrics  of  the  University  of 
Louisville  School  of  Medicine  will  present  its  second 
annual  Newborn  Symposium  November  12-13  at 
Stouffer’s  Inn,  Louisville,  according  to  Billy  F.  An- 
drews, M.D.,  director  of  newborn  services. 

Participants  in  the  two-day  session  include  Robert 
Beargie,  M.D.,  University  of  Kentucky;  George  Cas- 
sady,  M.D.,  University  of  Alabama;  Cecil  M.  Dril- 
lien,  M.D.,  University  of  Edinburgh;  Frank  Falkner, 
M.D.,  National  Institute  of  Child  Health;  John 
Greene,  Jr.,  M.D.,  University  of  Kentucky;  Walter 
Hughes,  M.D.,  University  of  Louisville;  Lula  Lub- 
cheno,  M.D.,  University  of  Colorado;  and  Duncan 
MacMillan,  M.D.,  University  of  Louisville. 

Others  scheduled  to  participate  are  Douglas  Shank- 
lin,  M.D.,  University  of  Chicago;  John  Sinclair, 
M.D.,  Columbia  University;  Robert  Usher,  M.D., 
Royal  Victoria  Hospital;  and  Myron  Winick,  M.D., 
Cornell  University.  Further  information  may  be  ob- 
tained from  Doctor  Andrews  who  is  in  charge  of  the 
arrangements. 


The  American  Medical  Association’s  House  of 
Delegates  adopted  Report  C of  the  Board  of  Trus- 
tees on  “AMA  Posture  on  Public  Comment”  during 
its  meeting  June  16-20  in  San  Francisco.  At  that 
time  the  House  recommended  that  this  report  be 
published  in  all  state  association  journals. 

For  the  information  of  all  KMA  members,  the  edi- 
tors of  The  Journal  agreed  that  Report  C should  be 
published  in  its  entirety.  The  complete  report  follows: 

“The  Board  is  cognizant  of  the  great  increase  in 
attention  being  given  in  the  press  and  broadcast 
media  to  medicine  and  health  care.  Our  profession 
is  now  the  focus  of  one  of  America’s  greatest  in- 
terests. It  will  constantly  be  in  the  spotlight,  end- 
ing the  professional  reticence  and  privacy  in  which 
medicine  functioned  most  of  the  time  in  the  past. 

Even  though  this  interest  is  a tribute  to  the  im- 
portance of  medicine  and  the  public's  desire  for 
its  benefits,  it  brings  with  it  the  problems  facing 
any  person  or  organization  with  a key  public  posi- 
tion: much  of  the  coverage  is  critical  or  displays  a 
lack  of  understanding. 

The  Board  of  Trustees  has  consulted  with  AMA 
staff  and  public  relations  counsel  on  this  increasing- 
ly important  situation.  The  conclusions  that  have  re- 
sulted from  this  Intensive  and  thoughtful  considera- 
tion are  submitted  now: 

1.  When  statements  about  medicine  are  misguided 
or  unfair,  corrective  statements  will  be  issued  prompt- 
ly when  the  facts  are  available  and  an  orderly  re- 
sponse is  possible. 

2.  We  must  recognize  that  the  prominence  and 
complexity  of  medicine  in  the  United  States  today 
result  in  many  limitations.  Medicine  is  a constant 
subject  of  news  and  comment,  much  of  which  can- 
not be  subject  to  a later  response.  Often  our  replies 
cannot  be  carried  by  the  broadcast  medium  or 
publication,  or  at  best  will  be  much  less  prominent 
than  the  original  coverage.  Quite  often  a responsible 
statement  cannot  be  issued  until  the  facts  have  been 
obtained,  and  these  may  be  scattered  about  the  coun- 
try or  involve  a local  situation  or  require  a great 
deal  of  time. 

3.  The  frequency  and  complexity  of  these  matters 
have  increasingly  diverted  the  officers  and  staff  of 
AMA  to  reacting  to  what  others  do  and  say.  This 
decreases  the  ability  to  work  on  constructive,  on- 
going activities  that  are  vital  to  our  future. 

4.  Staff  is  developing  in  written  form  the  best 
possible  anticipatory  statements  regarding  all  foresee- 
able circumstances.  By  having  such  matters  thought 
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out  and  documented  when  a need  arises,  we  will 
be  able  to  reduce  the  instances  of  surprise,  decrease 
the  time  required  for  response,  and  assure  consistency 
in  AMA  statements  on  these  matters. 

5.  We  will  concentrate  on  building  a positive  pos- 
ture by  getting  understanding  for  medicine’s  func- 
tion and  its  positions  on  various  considerations; 
and  by  educating  the  press,  broadcasters  and  opinion 
leaders.  This  will  help  forestall  much  misguided  criti- 
cism and  build  a favorable  climate  that  will  inoculate 
against  susceptibility  to  unfair  criticism. 

6.  All  state  and  county  medical  societies  are 
urged  to  follow  these  same  procedures. 

You  will  see  many  instances  in  which  AMA  re- 
sponds to  public  comment,  many  in  which  we  have 
acted  but  our  effectiveness  will  be  in  correcting 
the  source  and  may  not  be  visible  immediately,  and 
instances  when  judgment  indicates  a response  should 
not  be  made.  In  each  case  the  best  judgment  and 
skills  will  have  been  applied  to  the  complexities  of 
the  situation. 


William  Applegate  Named 
KMA  Executive  Assistant 

William  T.  Applegate,  Louisville,  who  joined  the 
KMA  staff  as  an  administrative  assistant  in  May,  was 

named  to  the  position  of 
executive  assistant  Sep- 
tember 1.  In  this  capac- 
ity, Mr.  Applegate  will 
work  closely  with  KMA 
Executive  Secretary 
Robert  G.  Cox  in  per- 
forming the  administra- 
tive duties  of  the  Associ- 
ation, including  work 
with  various  KMA  com- 
mittees. 

Mr.  Applegate,  a Louis- 
ville native,  received  his  B.A.  degree  from  the  Uni- 
versity of  Louisville  in  1966.  He  worked  as  a part- 
time  musician  to  help  finance  his  education. 

A member  of  the  Kentucky  Army  National  Guard, 
he  is  active  in  the  Louisville  Jaycees  and  the  Uni- 
versity of  Louisville  Associates. 


Planning  Mtg.  for  Health  Conf. 
Includes  Four  Ky.  Participants 

Four  prominent  Kentucky  health  leaders  partici- 
pated in  the  planning  meeting  September  10  for  a 
Regional  Conference  on  Health  Care  Costs  of  the 
Secretary  of  Health,  Education  and  Welfare  sche- 
duled December  10  and  11  in  Harrisburg,  Pa. 

Kentuckians  attending  the  meeting  were  George  F. 
Brockman,  M.D.,  Greenville,  KMA  past  president; 
Howard  L.  Bost,  M.D.,  Lexington,  assistant  vice 
president  of  the  University  of  Kentucky  Medical 
Center;  J.  Ed  McConnell,  Louisville,  president  of 
Kentucky  Physicians  Mutual,  Inc.;  and  T.  P.  Hip- 


kens,  Lexington,  president  of  Appalachian  Regional 
Hospitals. 

Participation  in  the  Conference  will  be  by  invita- 
tion only  and  limited  to  approximately  200  persons 
residing  in  the  Charlottesville  Social  Security  Admin- 
istration region  which  includes  Kentucky,  West  Vir- 
ginia, Virginia,  Maryland,  the  District  of  Columbia. 
Pennsylvania,  Puerto  Rico  and  the  Virgin  Islands. 


Canadian  Physician  To  Deliver 
Annual  L.  E.  Smith  Lecture 

David  V.  Bates,  M.D.,  professor  and  chairman  of 
the  department  of  physiology  at  McGill  University, 
Montreal,  Canada,  will  deliver  the  annual  L.  E.  Smith 
Memorial  Lecture  at  5 p.m.,  October  24,  in  the  main 
hospital  auditorium  of  the  University  of  Kentucky 
Medical  Center. 

An  internationally  known  authority  on  respiratory 
disease  and  respiratory  physiology.  Doctor  Bates  will 
discuss  “Eactors  Affecting  the  Eunction  of  the  Ter- 
minal Airway  Unit  of  the  Lung.”  He  is  co-author  of 
the  book,  “Respiratory  Function  in  Disease”  and  a 
fellow  of  the  Royal  College  of  Physicians. 

Sponsored  by  the  Kentucky  Tuberculosis  and  Res- 
piratory Disease  Association  and  the  Kentucky  Thor- 
acic Society,  the  Smith  lectures  are  held  each  year 
in  memory  of  the  late  Doctor  Smith  who  pioneered 
TB  work  in  Kentucky.  All  Kentucky  physicians  are 
invited  to  attend  the  lecture,  according  to  Richard 
P.  O’Neill,  M.D.,  Lexington,  lecture  chairman. 


Tuberculosis?  Influenza? 
Pneumonia?  Leukemia? 
Hodgkin’s  Disease?  Syphilis? 
Systemic  Fungal  Diseases? 
Chronic  Chest  Diseases? 
or 

HISTO? 

(Histoplasmosis  — “The  Masquerader”) 


A new  aid  in  differential  diagnosis 

HISTOPLASMIN.TINE  TEST 

(Rosenthal) 

The  LEDERTINE^i*!  Applicator  with  the  Blue  Handle 

Precautions— Nonspecific  reactions  are  rare,  but 
may  occur.  Vesiculation,  ulceration  or  necrosis 
may  occur  at  test  site  in  highly  sensitive  persons. 
The  test  should  be  used  with  caution  in  patients 
known  to  be  allergic  to  acacia,  or  to  thimerosal 
(or  other  mercurial  compounds). 


Ask  your  representative  tor  details  or  write  Medical  Advisory  Dept., 
Lederle  Laboratories.  Pearl  River,  New  York  10965  . 406-8 
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when  cough 
is  not 


the 


OMNI 

. . . because  OMNI-TUSS  is  indicated  for  cough 
associated  with  upper  respiratory  tract  infections, 
bronchitis,  bronchiectasis,  bronchial  asthma,  emphy- 
sema, sinusitis  and  rhinitis,  hay  fever,  or  other  allergic 
conditions.  Any  of  these  conditions  may  exhibit  the 
general  symptom  syndrome— coughing,  wheezing, 
bronchospasm,  and  tenacious  mucus — which  may 
benefit  from  the  antitussive,  bronchodilative,  antihis- 
taminic,  and  expectorant  action  of  Omni-Tuss. 

The  therapeutic  usefulness  of  Omni-Tuss  is  enhanced 
by  a unique  resin  complex  formulation  providing  the 
clinically  desirable  advantages  of:  (1)  uniform  drug 
availability  throughout  an  extended  period,  (2)  8 to  12 
hours  of  symptomatic  control,  (3)  minimal  dosage 
requirement,  (4)  minimal  side  effects. 

Economical,  efficient  b.i.d.  dosage— extremely  well- 
tolerated  by  children,  6-12,  and  adults. 


only  sound 
you  hear  ♦ . ♦ 


TUSS*  b.i.d. 

‘Omni  Tuss’  Suspension:  Each  teaspoonful  (5  cc.)  contains 
10  mg.  codeine  (Warning:  May  be  habit-forming),  5 mg. 
phenyltoloxamine,  3 mg.  chlorpheniramine,  25  mg.  ephe- 
drine,  all  as  cation  exchange  resin  complexes  of  sulfonated 
polystyrene,  and  20  mg.  guaiacol  carbonate. 

Available  on  prescription  only.  Class  X exempt  narcotic. 
Permissible  on  oral  prescription. 

Dosage:  Adults:  1 teaspoonful  (5  cc.)  ql2h. 

Children  (6-12 years):  Vz  teaspoonful  ql2h. 

Side  Effects:  Minimal,  but  when  encountered  may  include 
jitteriness,  nausea,  drying  of  mouth,  insomnia,  constipa- 
tion, which  disappear  upon  adjustment  of  the  dose  or  dis- 
continuance of  treatment. 

Precautions  and  Contraindications:  For  complete  detailed 
information,  refer  to  package  insert  or  official  brochure. 

Strasenburgh 

Strascnburgh  Laboratories  Division 
Wallace  & Tiernan  Inc.,  Rochester,  N.Y. 


In  the  complex  picture 
of  moderate  to  severe  anxiety... 


there  is  a inewl  reason 
for  prescribing  Mellaril 

^ ^ (Thioridazine  HCl) 


effectiveness  in 

mixed  anxiety- depression 


Long  recognized  for  its  usefulness  in  the 
treatment  of  moderate  to  severe  anxiety, 
Mellaril  is  now  also  known  to  be  effective 
against  mixed  anxiety-depression. 

Often  the  symptoms  of  anxiety  states  are 
difficult  to  sort  out— even  with  the  most  careful 
probing.  The  patient  may  manifest  symptoms  of 
agitation,  restlessness,  insomnia,  somatic 
complaints.  But  what  of  the  depression  that  may 
be  mixed  in  the  total  picture?  It  is  reassuring 
to  know  that  Mellaril  may  be  prescribed— with 
strong  possibilities  of  success— when  there  is 
anxiety  alone  or  a mixture  of  anxiety 
and  depression. 


Before  prescribing  or  administering,  see  Sandoz  > 
literature  for  full  product  information,  including  i • 
adverse  reactions  reported  with  phenothiazines.  Ti  t 
following  is  a brief  precautionary  statement. 
Contraindications:  Severe  central  nervous  system 
depression,  comatose  states  from  any  cause, 
hypertensive  or  hypotensive  heart  disease  of 
extreme  degree. 

Warnings:  Administer  cautiously  to  patients  who 
have  previously  exhibited  a hypersensitivity  reacti 
(e.g.,  blood  dyscrasias,  jaundice)  to  phenothiazines 
Phenothiazines  are  capable  of  potentiating  central 
nervous  system  depressants  (e.g.,  anesthetics, 
opiates,  alcohol,  etc.)  as  well  as  atropine  and 
phosphorus  insecticides.  During  pregnancy, 
administer  only  when  necessary. 

Precautions:  There  have  been  infrequent  reports  o 
leukopenia  and/or  agranulocytosis  and  convulsive 
seizures.  In  epileptic  patients,  anticonvulsant 
medication  should  also  be  maintained.  Pigmentary 
retinopathy  may  be  avoided  by  remaining  within  t 
recommended  limits  of  dosage.  Administer 
cautiously  to  patients  participating  in  activities 
requiring  complete  mental  alertness  (e.g.,  driving) 
Orthostatic  hypotension  is  more  common  in  femal 
than  in  males.  Do  not  use  epinephrine  in  treating 
drug-induced  hypotension.  Daily  doses  in  excess  o 
300  mg.  should  be  used  only  in  severe 
neuropsychiatric  conditions. 

Adverse  Reactions:  Central  Nervous  System— 
Drowsiness,  especially  with  large  doses,  early  in 
treatment;  infrequently,  pseudoparkinsonism  and 
other  extrapyramidal  symptoms;  nocturnal 
confusion,  hyperactivity,  lethargy,  psychotic 
reactions,  restlessness,  and  headache.  Autonomic 
Nervous  System— Dryness  of  mouth,  blurred  visioi 
constipation,  nausea,  vomiting,  diarrhea,  nasal 
stuffiness,  and  pallor.  Endocrine  System— 
Galactorrhea,  breast  engorgement,  amenorrhea, 
inhibition  of  ejaculation,  and  peripheral  edema. 
Skin— Dermatitis  and  skin  eruptions  of  the  urticar: 
type,  photosensitivity.  Cardiovascular  System— 
Changes  in  the  terminal  portion  of  the 
electrocardiogram  have  been  observed  in  some 
patients  receiving  the  phenothiazine  tranquilizers, 
including  Mellaril  (thioridazine  hydrochloride). 
While  there  is  no  evidence  at  present  that  these 
changes  are  in  any  way  precursors  of  any  significai 
disturbance  of  cardiac  rhythm,  several  sudden  and 
unexpected  deaths  apparently  due  to  cardiac  arrest 
have  occurred  in  patients  previously  showing 
electrocardiographic  changes.  The  use  of  periodic 
electrocardiograms  has  been  proposed  but  would 
appear  to  be  of  questionable  value  as  a predictive 
device.  Other — A single  case  described  as 
parotid  swelling. 


MellariF 

(Thioridazine  HCl) 

25mg.t.i.d. 

for  moderate  to  severe  anxietj 
and  mixed  anxiety-depressioi 

A I 
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Eli  Lilly  and  Company  j m % 
Indianapolis,  Indiana  4^06 


“The  inconvenience  of  a cold” 

\.r  a cold,  nTz®  Nasal  Spray  provides  rapid  relief  of 
nasal  symptoms.  Relief  starts  with  the  first  spray  which 
opens  the  inferior  part  of  the  common  meatus.  A second 
spray,  a few  minutes  later,  will  shrink  the  turbinates  to 
help  provide  sinus  drainage  and  ventilation.  Dosage 
may  be  repeated  every  three  or  four  hours  as  needed, 
for  temporary  relief  of  symptoms.  nTz  is  well  tolerated 
but  overdosage  should  be  avoided. 

As  a sinusitis  deterrent,  NTz  Nasal  Spray  can  be  used  to 
keep  the  nasal  passages  open  during  a cold  to  help  pre- 
vent development  of  acute  sinusitis  — or  to  help  prevent 
the  acute  condition  from  becoming  chronic. 

Supplied:  nTz  Nasal  Spray,  plastic  squeeze  bottles  of 
20  ml.;  nTz  Nasal  Solution,  bottles  of  30  ml.  (1  fl.  oz.) 
with  dropper. 


nTz  is  more  than  a simple  vasoconstrictor.  It  contains 
Neo-Synephrine®  (brand  of  phenylephrine) 

HCl  0.5  per  cent,  the  major  component, 
virtually  synonymous  with  fast,  efficient 
but  gentle  nasal  vasoconstriction. 

Thenfadil®  (brand  of  thenyidiamine)  HCl 
0.1  per  cent,  topical  antihistamine  for 
reduction  of  rhinorrhea,  sneezing  or 
itching.  It  combats  the  allergic  reac- 
tions that  may  occur  in  colds  or  sinusitis. 

Zephiran®  (brand  of  benzalkonium,  as 
chloride,  refined)  1 :5000,  antiseptic 
preservative  and  wetting  agent  to 
promote  penetration  and  spread  of 
the  formula. 

Winthrop  Laboratories,  New  York,  N.  Y.  10016  \l/l^/7^n 


Association  Funds  Distribution 
Depicted  by  Graphs 

The  sources  of  KMA  income  and  the  distribution 
of  these  funds  for  the  1967-68  fiscal  year  are  shown 
in  the  pie-shaped  graphs  below.  The  information  is 
based  upon  the  figures  prepared  by  the  Association’s 
auditors. 

Members  having  questions  concerning  the  figures 
depicted  by  the  graphs  are  encouraged  to  contact 
the  Headquarters  Office  for  additional  information. 
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KMA  Adds  23  Physicians 
To  Its  Membership 

Twenty-three  physicians  recently  joined  the  Ken- 
tucky Medical  Association,  according  to  the  records 
of  the  membership  department  as  of  September  20. 
This  addition  of  members  boosted  the  total  mem- 
bership figure  to  more  than  2,300  physicians,  the 
highest  number  to  belong  to  the  Association  in 
its  history. 

New  members  in  Louisville  are  John  N.  Hafner, 
M.D.,  Claude  C.  Hazlett.  M.D.,  Donald  B.  Katz, 
M.D..  Theodore  Lawwill,  M.D.,  Daniel  Leb,  M.D.. 


Richard  O'Conner,  M.D.,  Lafayette  G.  Owen.  M.D. 
and  Robert  M.  Senese,  M.D. 

New  members  in  Lexington  include  Murray  F. 
Abies,  M.D.,  H.  Martin  Blacker,  M.D..  Walter  R. 
Brewer,  M.D.,  Preston  V.  Dilts.  Jr.,  M.D.,  John 
Wells  Garden,  M.D.,  Martin  Gebrow,  M.D.,  Rob- 
ert P.  Goodman,  M.D.,  Frank  G.  Marsh,  M.D.,  James 
M.  McEntyre,  M.D.,  Russell  L.  Travis,  M.D.  and 
H.  M.  Vandiviere,  M.D. 

Other  new  members  are  W.  G.  Begley,  M.D.  and 
Terry  Davis.  M.D.,  Bowling  Green.  Peter  A.  Em- 
mett, M.D.,  Wilmore.  and  Roberto  Garcia-Rivera, 
M.D..  Augusta. 


TWO  INTERNISTS— Board  Eligible 
or  Certified,  wanted  by  multi-spe- 
cialty group  in  Central  Texas  As- 
sociated with  100-bed  hospital;  $20- 
$24,000  annual  salary;  early  partner- 
ship; no  investment.  Write  G.  H. 
Wahle,  Jr.,  M.  D.  King’s  Daughters 
Clinic,  Temple,  Texas,  or  call  collect 
817  778-5501. 
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Full  speed  ahead, 
Fred.  These  solid 
Cough  Calmers 
can  control  that 
cough  for  6 to 


Cotta  make  a 
pit  stop  to  take 
my  cough  syrup. 


Cough  Calmets 


Each  Cough  Calmer^’^  contains  the  same  active  ingredients 
as  a half-teaspoonful  of  Robitussin-DM®;  Glyceryl  guaiaco- 
late,  50  mg.;  Dextromethorphan  hydrobromide,  7.5  mg. 
A H.  Robins  Company,  Richmond,  Virginia  23220 
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3n  ilemoriam 


J.  COBURN  HILL,  M.D. 

Louisville 

1905-1968 

J.  Coburn  Hill,  M.D.,  62,  a Louisville  physician 
since  1930,  died  August  23.  Death  was  attributed  to 
a heart  attack.  Doctor  Hill  graduated  from  the  Univer- 
sity of  Louisville  School  of  Medicine  in  1930.  He  was 
a past  president  of  the  Jefferson  County  Academy  of 
General  Practice  and  a member  of  the  Kentucky 
Society  of  Anesthesiology. 

WILLARD  M.  LAKE,  M.D. 

Hartford 

1885-1968 

Willard  M.  Lake,  M.D.,  85,  a retired  physician  who 
practiced  in  Ohio  County  for  57  years,  died  August 
7 in  Richmond.  A 1910  graduate  of  the  University 
of  Louisville  School  of  Medicine,  Doctor  Lake  was 
associated  with  the  Veteran’s  Administration  Hospi- 
tal in  Louisville  for  a number  of  years.  He  retired 
from  the  U.S.  Armed  Forces  in  1958  in  which  he 
had  served  more  than  40  years  of  combined  active 
and  re.serve  duty. 


Renovascular 

Hypertension 

(Continued  from  page  890) 

from  it.  We  believe  patients  over  age  50 
should  not  undergo  surgery  unless  blood  pres- 
sure cannot  be  controlled  medically  or  unless 
it  is  thought  revascularization  might  improve 
renal  function.  Poor  response  to  surgery  can 
be  expected  frequently  in  the  older  age  group 
and  in  those  patients  who  have  had  long- 
standing hypertension. 

Summary 

Seven  cases  of  renovascular  hypertension 
treated  surgically  are  presented,  showing  sev- 
eral methods  of  vascular  reconstruction.  A 
critical  review  of  patients  who  were  not  nor- 
motensive  postoperatively  is  made,  and  diffi- 
culty in  patient  selection  is  discussed. 
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TAO®(triacetylolean(loiiiycin) 
Brief  Summary 

INDICATIONS:  Include  streptococci, 
staphylococci,  pneumococci  and  gono- 
cocci. Recommended  for  acute,  severe  in- 
fections where  adequate  sensitivity  test- 
ing has  demonstrated  susceptibility  to 
this  antibiotic  and  resistance  to  less 
toxic  agents. 

CONTRAINDICATIONS:  Contraindicated  in 
pre-existing  liver  disease  or  dysfunction, 
and  in  individuals  hypersensitive  to  the 
drug. 

PRECAUTIONS:  CAUTION:  USE  OF  THIS 
ORUG  MAY  PROOUCE  ALTERATIONS  IN 
LIVER  FUNCTION  TESTS  ANO  JAUNOICE.  CLI- 
NICAL EXPERIENCE  AVAILABLE  THUS  FAR 
INOICATES  THAT  THESE  LIVER  CHANGES 
WERE  REVERSIBLE  FOLLOWING  OISCONTIN- 
UATION  OF  THE  ORUG. 

Not  recommended  for  prophylaxis  or  in 
the  treatment  of  infectious  processes, 
which  may  require  more  than  ten  days 
continuous  therapy.  In  view  of  the  possi- 
ble hepatotoxicity  of  this  drug  when  ther- 
apy beyond  ten  days  proves  necessary, 
other  less  toxic  agents  should  be  used.  If 
clinical  judgment  dictates  continuation 
of  therapy  for  longer  periods,  serial  moni- 
toring of  liver  profile  is  recommended, 
and  the  drug  should  be  discontinued  at 
the  first  evidence  of  any  form  of  liver 
abnormality.  When  treating  gonorrhea  in 
which  lesions  of  primary  or  secondary 
syphilis  are  suspected,  proper  diagnostic 
procedures,  including  dark-field  examina- 
tions, should  be  followed.  In  other  cases 
in  which  concomitant  syphilis  is  sus- 
pected, monthly  serological  tests  should 
be  made  for  at  least  four  months.  When 
used  in  streptococcal  infections,  therapy 
should  be  continued  for  ten  days  to  pre- 
vent the  development  of  rheumatic  fever 
or  glomerulonephritis.  The  use  of  antibi- 
otics may  occasionally  permit  overgrowth 
of  nonsusceptible  organisms.  A resistant 
infection  or  superinfection  requires  re- 
evaluation  of  the  patient’s  therapy.  In  the 
event  such  occurs  with  this  drug  the 
medication  should  be  discontinued,  and 
specific  antibacterial  and  supportive 
therapy  instituted. 

ADVERSE  REACTIONS:  Although  reactions 
of  an  allergic  nature  are  infrequent  and 
seldom  severe,  those  of  the  anaphylac- 
toid type  have  occurred  on  rare  occasions. 


J.B.ROERIG  DIVISION 
CHAS.  PFIZER  & CO.,  INC. 
235  EAST42nd  STREET 
NEW  YORK,  N.Y.10017 
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This  advertisement  for  TAO®  (tri- 
acetyloleandomycin),  published  at 
the  request  of  the  Food  and  Drug 
Administration,  replaces  a recent 
one  which  the  FDA  regards  as  mis- 
leading. 


The  advertisement  headlined 
“new  evidence  for  TAO  . . and 
emphasized  thatthedrug  is  “forthe 
frequently  seen  respiratory  infec- 
tion in  the  office  and  for  a problem 
pathogen"  in  the  hospital.  "Staphy- 
lococcus aureus." 

We  emphasize  that  triacetylole- 
andomycin  is  to  be  used  only  for 
acute,  severe  bacterial  infections 
where  adequate  sensitivity  testing 
has  demonstrated  susceptibility  to 
this  drug  and  resistance  to  other 
less  toxic  agents.  In  view  of  the  pos- 
sible, but  reversible,  jaundice  and 
hepatotoxicity  of  this  drug,  other 
less  toxic  agents  should  be  used  un- 
less the  organism  is  resistant  to 
those  agents,  or  in  those  cases 
where  hypersensitivity  precludes 
their  use. 

TAO  is  contraindicated  in  pre- 
existing liver  disease  or  dysfunc- 
tion, and  in  individuals  who  have 
shown  hypersensitivity  to  the  drug. 


itucky  Medical  Association  • October  1968 


The  advertisement  emphasized 
that  no  tooth  staining  has  been  re- 
ported after  ten  years  of  use  of  this 
antibiotic.  The  Food  and  Drug  Ad- 
ministration regards  this  claim  as 
an  implied  comparison  suggesting 
that  triacetyloleandomycin  and  tet- 
racycline havea  similar  antibacteri- 
al spectrum  of  effectiveness,  and 
that  TAO  has  less  toxic  potential. 
Any  such  implication  is  not  intend- 
ed and,  of  course,  would  be  invalid. 

The  advertisement  referred  to  a 
research  study  in  which  patients 
were  given  triacetyloleandomycin 
prior  to  determining  the  susceptibil- 
ity of  the  offending  organism.  Any 
suggestion  that  triacetyloleando- 
mycin be  used  clinically  without 
first  determining  susceptibility  of 
the  offending  organism  should  be 
disregarded. 

J.B.ROERIG  DIVISION 
CHAS.  PFIZER  & CO.,  INC 
235  EAST42nd  STREET 
NEW  YORK,  N.Y.10017 
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The  relief  received  from  the  first 
Trocinate  400  mg.  tai)let  is  so  prompt 
that  the  discomfort  of  diarrhea  ceases 
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Contre-Coup  Renal 
Artery  Thrombosis 

(Continued  from  page  896) 

logic  examination  of  the  artery  was  mentioned. 
Such  an  injury  will  result  in  renal  ischemia,  and 
later,  necrosis,  but  it  may  produce  no  early 
clinical  symptoms  nor  signs  of  renal  damage. 

Though  this  case  is  noteworthy  because  of 
its  singularity,  its  real  importance  is  that  it  il- 
lustrates the  often  forgotten  fact  that  severe 
renal  trauma  may  be  present  without  initial 
clinical  evidence  of  its  existence.  It  is  therefore 
suggested  that  all  individuals  suffering  sig- 
nificant trauma  to  the  trunk — especially  those 
with  bone  fractures — should  have  an  IVP  as 
part  of  their  workup,  with  further  urologic  in- 
vestigation as  indicated. 

Summary 

A case  of  renal  artery  thrombosis  contra- 
lateral to  the  side  which  received  blunt  trauma 
is  presented.  The  fact  that  severe  traumatic 
renal  injuries  may  be  “occult”  and  consequent- 
ly overlooked  is  emphasized. 

Suggested  pathogenesis  of  such  lesions  is 
subintimal  thrombosis  following  intimal  frac- 
ture due  to  sudden  stretching  or  torsion  of 
the  renal  artery. 

IVP  is  suggested  as  a part  of  the  workup  of 
any  case  of  significant  trauma  to  the  trunk. 
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ALL  SPECIALTIES  NEEDED  for 
hospital  based  group  practice,  90  bed 
JCAH  hospital,  county  population 
50,000,  diversified  industries,  good 
schools,  housing  available,  hunting 
and  fishing.  Apply  Murphy  Medical 
Center  Inc.  Box  89  Warsaw  Indiana 
46580.  Call  collect  Mrs.  S.  C.  Murphy, 
Adm.  219-267-3121,  Extension  63. 
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He’s  had  enough 


excitement 
for  one  day. 


For  the  patient  who  has  been  through  an  accident,  the  worry  and 
anxiety  following  the  experience  may  actually  heighten  the  per- 
ception of  pain.  This  is  why  there’s  a classic  V4  grain  sedative 
dose  of  phenobarbital  in  Phenaphen  with  Codeine  — fo  take  the 
nervous  “edge”  off,  so  the  rest  of  the  formula  can  control  the 
pain  more  effectively. 

Phenaphen’ with  Codeine 

Phenaphen®  with  Codeine  No.  2,  No.  3,  or  No.  4 contains:  Phenobarbital  (Vi  gr.).  16.2  mg. 
(Warning:  may  be  habit  forming);  Aspirin  (2V2  gr.),  162.0  mg.;  Phenacetin  (3  gr.),  194.0  mg.; 
Hyoscyamine  sulfate,  0.031  mg.;  Codeine  Phosphate,  ’A  gr.  (No.  2),  'h  gr.  (No.  3),  or  1 gr. 
(No.  4).  (Warning:  may  be  habit  forming). 

THE  COMPOUND  ANALGESIC  THAT  CALMS  INSTEAD  OF  CAFFEINATES 


Indications:  Phenaphen  with  Codeine  provides  re- 
lief in  severer  grades  of  pain,  on  low  codeine  dos- 
age, with  minimal  possibility  of  side  effects.  Its  use 
frequently  makes  unnecessary  the  use  of  addicting 
narcotics.  Contraindications:  Hypersensitivity  to  any 
of  the  components.  Precautions:  As  with  all  phen- 
acetin-containing  products  excessive  or  prolonged 
use  should  be  avoided.  Side  effects:  Side  effects 
are  uncommon,  although  nausea,  constipation  and 
drowsiness  may  occur.  Dosage:  1 or  2 capsules  at 
2 to  4 hour  intervals,  or  as  directed  by  physician. 
For  further  details  see  product  literature. 

A.  H.  ROBINS  COMPANY  A 11  r^riDIIVIC 
RICHMOND,  VA.  23220  /l'rl''| /U  D 1 1\  3 


Description:  Each  Pulvule®  contains — 

Special  Liver-Stomach  Concentrate,  Lilly 

(containing  Intrinsic  Factor) 150  mg. 

Cobalamin  Concentrate,  N.F.,  equivalent  to  Cobalamin  7.5  meg. 
(The  total  vitamin  Bu  activity  in  the  Special  Liver-Stomach 
Concentrate,  Lilly,  and  the  Cobalamin  Concentrate,  N.F.,  is 


15  micrograms.) 

Iron,  Elemental  (as  Ferrous  Fumarate) 110  mg. 

Ascorbic  Acid  (Vitamin  C) 75  mg. 

Folic  Acid 1 mg. 


Indications:  Trinsicon®  (hematinic  concentrate  with  intrinsic  fac- 
tor, Lilly)  is  a multifactor  preparation  effective  in  the  treatment 
of  anemias  that  respond  to  oral  hematinics,  including  pernicious 
anemia  and  other  megaloblastic  anemias  and  also  iron-deficiency 
anemia. 


Contraindications:  Hemochromatosis  and  hemosiderosis. 
Precautions:  Anemia  is  a manifestation  that  requires  appropa 
investigation  to  determine  its  cause  or  causes. 

In  pernicious  anemia,  the  use  of  folic  acid  without  adeca 
vitamin  Biz  therapy  may  result  in  hematologic  remission  but  b 
rological  progression.  Adequate  doses  of  vitamin  Bi?  (paren  'f 
or  oral  with  potent  intrinsic  factor  as  in  Trinsicon®  [hemji 
concentrate  with  intrinsic  factor,  Lilly])  usually  prevent,  ha 
improve  the  neurological  changes. 

As  with  all  preparations  containing  intrinsic  factor,  resist  ic 
may  develop  in  some  cases  of  pernicious  anemia  to  the  potr  '■ 
tion  of  absorption  of  physiological  doses  of  vitamin  Biz.  If  n s 
ance  occurs,  parenteral  therapy,  or  oral  therapy  with  so-c  e 
massive  doses  of  vitamin  Biz,  may  be  necessary.  No  single  g 
men  fits  all  cases,  and  the  status  of  the  patient  observr 
follow-up  is  the  final  criterion  for  adequacy  of  therapy.  Peril 
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TNnsicon 

— the  multifactor  hematinic 


clinical  and  laboratory  studies  are  considered  essential  and  are 
, recommended. 

i[ 

: Adverse  Reactions:  In  rare  instances,  iron  in  therapeutic  doses 
, produces  gastro-intestinal  reactions,  such  as  diarrhea  or  consti- 
pation.  Reducing  the  dose  and  administering  it  with  meals  will 
minimize  these  effects. 

In  extremely  rare  instances,  skin  rash  suggesting  allergy  has 
; followed  oral  administration  of  liver-stomach  material.  Instances 
f of  apparent  allergic  sensitization  have  also  been  reported  after 
! pral  administration  of  folic  acid. 

Dosage:  One  Pulvule  twice  a day.  (Two  Pulvules  daily  produce  a 
standard  response  in  the  average  uncomplicated  case  of  perni- 
cious anemia.) 

^■>How  Supplied:  Pulvules  Trinsicon®  (hematinic  concentrate  with 
intrinsic  factor,  Lilly),  in  bottles  of  60  and  500.  (oa^see] 
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Vitamin  plus  intrinsic  factor  (15  meg. 
Bi2  activity) — helps  provide  adequate 
levels  of  this  important  vitamin. 


Folic  acid  (1  mg.) — treats  nutritional 
macrocytic  anemias  and/or  malabsorp- 
tion syndromes. 

Ascorbic  acid  (75  mg.) — augments  the 
conversion  of  folic  acid  to  its  active  form 
and  helps  iron  absorption. 

Iron  (110  mg.) — treats  hypochromic 
anemia. 


Additional  information 
available  to  physicians 
upon  request. 
Eli  Lilly  and  Company, 
Indianapolis,  Indiana  46206. 
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solved  by 

Mylanta 

aluminum  and  magnesium  hydroxides  p/us  simethicone 

"will  it  ease  the  pain?" 

Mylanta  helps  relieve  ulcer  pain  with  the  two  most  widely 
prescribed  antacids:  aluminum  and  magnesium  hydroxides. 

will  it  help  "my  gassy  stomach"? 

Mylanta  also  contains  simethicone:  for  concomitant  relief 
of  G.l.  gas  distress. 

"will  this  one  taste  O.  K.?" 


The  prolonged  acceptance  of  Mylanta  was  recently 
confirmed  in  87.5%  of  104  patients  — after  a total  of  20,459 
documented  days  of  therapy.*  *Danhot,  i.  e.:  Report  on  tiie. 


Composition:  Each  Mylanta  chewable  tablet  or  teaspoonful 

(5  ml.)  contains:  magnesium  hydroxide,  200  mg.;  aluminum  hydroxide, 

dried  gel,  200  mg.;  simethicone,  20  mg.  Dosage:  One  or  two  tablets  (well 

chewed  or  allowed  to  dissolve  in  the  mouth)  or  one 

or  two  teaspoonfuls  to  be  taken  between  meals  and  at  bedtime. 


Division/Pasadena,  Calif. 
ATLAS  CHEMICAL  INDUSTRIES,  INC. 
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PROFESSIONAL  LIABILITY  INSURANCE 

is  a Li^L  marl?  of  distinction 


Professional  Prof ecf ion  Exclusively  since  1899 


LOUISVILLE  OFFICE:  Riley  Lassiter,  Representative 
Suite  260 

Shelbyville  Road  Mall  Office  Center 
400  Sherburn  Lane 

Telephone:  (Area  Code  502)  895-5501 
Mailing  Address:  P.O.  Box  20065,  Louisville,  Kentucky  40220 


From  the  First  Family 
of  Tetracycline- 

One  of  the  31  useful  dosage  forms 
in  the  ACHRO  Family 
ACHROSTATIN"  V Capsules 

Tetracycline  HCl  250  mg  /Nystatin  250,000  units 


0::  I 


The  lowest  priced 

tetracycline-nystatin 

combination 


329-8/6094 


KHROSTATIN*  V 
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n osteoarthritic  pain 


If  aspirin  doesn’t  help,  move  in 
uith  Tandearil. 

The  trial  period  is  brief:  1 week, 
■ry  one  tablet  q.i.d.  at  first.  Tandearil 
isually  starts  working  within  3 to  4 days. 
Vhen  response  occurs,  as  little  as  1 or 
Itablets  daily  may  hold  back  pain  and 
tiffness,  and  increase  joint  motion. 

On  the  next  page  isasummary 
)f  adverse  reactions,  contraindications, 
iarning  and  precautions. 


ndearil,  oxyphenbutazone: 

;)r  brief  summary  see  next  page. 


Tandearil. 

It  can  help  get  his  mind  off  his  knee. 

Please  review  full  Prescribing 
Information  carefully  before  prescribing. 

For  osteoarthritic  knees,  spines, 
shoulders,  hips,  etc.: 

Tandearil ' 

oxyphenbutazone 


Geigy 


Tandearil 

oxy  phen  butazone 


Geigy  Pharmaceuticals 
Division  of 

Geigy  Chemical  Corporation 
Ardsley,  Ne\w  York  10502 


Contraindications:  Edema;  dan- 
ger of  cardiac  decompensation;  his- 
tory or  symptoms  of  peptic  ulcer; 
renal,  hepatic  or  cardiac  damage; 
history  of  drug  allergy;  history  of 
blood  dyscrasla.  The  drug  should 
not  be  given  when  the  patient  Is  se- 
nile or  when  other  potent  drugs  are 
given  concurrently. 

Warning:  This  drug  Is  an  analog 
of  phenylbutazone;  sensitive  pa- 
tients may  be  cross-reactive.  If  cou- 
marln-type  anticoagulants  are  given 
simultaneously,  watch  for  excessive 
Increase  In  prothrombin  time.  In- 
stances of  severe  bleeding  have  oc- 
curred Persistent  or  severe  dyspep- 
sia may  indicate  peptic  ulcer;  perform 
upper  gastrointestinal  x-ray  diagnos- 
tic tests  If  drug  Is  continued.  Pyrazole 
compounds  may  potentiate  the  phar- 
macologic action  of  sulfonylurea, 
sulfonamide-type  agents  and  Insu- 
lin. Carefully  observe  patients  receiv- 
ing such  therapy.  Use  with  caution  In 
the  first  trimester  of  pregnancy,  and 
in  patients  with  thyroid  disease. 

Precautions:  Before  prescribing, 
carefully  select  patients,  avoiding 
those  responsive  to  routine  meas- 
ures as  well  as  contraindicated  pa- 
tients. Obtain  a detailed  history  and  a 
complete  physical  and  laboratory  ex- 
amination. including  a blood  count. 
The  patients  should  not  exceed  rec- 
ommended dosage,  should  be  closely 
supervised  and  should  be  warned  to 
discontinue  the  drug  and  report  im- 
mediately if  fever,  sore  throat,  or 
mouth  lesions  (symptoms  of  blood 
dyscrasla),  sudden  weight  gain  (water 
retention),  skin  reactions,  black  or 
tarry  stools  or  other  evidence  of  in- 
testinal hemorrhage  occur.  Make 
complete  blood  counts  at  weekly  In- 
tervals during  early  therapy  and  at 
2-week  Intervals  thereafter.  Discon- 


tinue the  drug  Immediately  and  In-  [ 
stitute  countermeasures  If  the  white  i* 
count  changes  significantly,  granu-  j- 
locytes  decrease,  or  Immature  forms 
appear.  Use  greater  care  In  the  el- 
derly and  In  hypertensives. 

Adverse  Reactions:  The  more 
common  are  nausea  and  edema. 
Swelling  of  the  ankles  or  face  may 
be  minimized  by  withholding  die- 
tary salt,  reduction  In  dosage  or  use 
of  diuretics.  In  elderly  patients  and 
in  those  with  hypertension,  the  drug 
should  be  discontinued  with  the  ap- 
pearance of  edema.  The  drug  has 
been  associated  with  peptic  ulcer 
and  may  reactivate  a latent  peptic  ul- 
cer. The  patient  should  be  Instructed 
to  take  doses  Immediately  after  meals 
or  with  milk  to  minimize  gastric  up- 
set. Drug  rash  occasionally  occurs. 

If  It  does,  promptly  discontinue  the 
drug.  Agranulocytosis,  exfoliative 
dermatitis,  Stevens-Johnson  syn- 
drome, Lyell's  syndrome  (toxic  nec- 
rotizing epidermolysis),  or  a gen- 
eralized allergic  reaction  similar  to  a 
serum  sickness  syndrome  may  oc- 
cur and  require  permanent  with- 
drawal of  medication.  Agranulocy- 
tosis can  occur  suddenly  In  spite  of 
regular,  repeated  normal  white 
counts.  Stomatitis,  salivary  gland 
enlargement,  vomiting,  vertigo  and 
languor  may  occur.  Leukemia  and 
leukemold  reactions  have  been 
reported.  While  not  definitely  at- 
tributable to  the  drug,  a causal  re- 
lationship cannot  be  excluded. 
Thrombocytopenic  purpura  and 
aplastic  anemia  may  occur.  Con- 
fuslonal  states,  agitation,  headache, 
blurred  vision,  optic  neuritis  and 
transient  hearing  loss  have  been  re- 
ported. as  have  hyperglycemia,  hep- 
atitis. jaundice,  hypersensitivity 
angiitis,  pericarditis  and  several 
cases  of  anuria  and  hematuria.  With 
long-term  use,  reversible  thyroid  hy- 
perplasia may  occur  Infrequently. 
Moderate  lowering  of  the  red  cell 
count  due  to  hemodilution  may 
occur. 

Dosage  in  Osteoarthritis: 

Initial:  3 to  6 tablets  dally  in  divided 
doses.  Usually  unnecessary  to  ex- 
ceed 4 tablets  dally.  A trial  period  of 
one  week  Is  considered  adequate  to 
determine  the  therapeutic  effect  of 
the  drug.  Maintenance:  Effective 
level  often  achieved  with  1 or  2 tab- 
lets dally,  should  not  exceed  4 tab- 
lets dally. 

In  selecting  appropriate  dosage 
In  any  specific  case,  consideration 
should  be  given  to  the  patient  s 
weight,  general  health,  age  and  any 
other  factors  Influencing  drug 
response. 

Availability:  Tan,  round,  sugar- 
coated  tablets  of  100  mg.  In  bottles 
of  100  and  1000. 

(B)R-46-800-A 

For  complete  details,  please 
see  full  Prescribing  Information. 
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BREON  LABORATORIES  INC. 

Subsidiary  of  Sterling  Drug  Inc. 

90  Park  Avenue,  New  York,  N.Y.  10016 


FAMOUS 


brand  of  FERROUS 


GLUCONATE 


HIGHLAND  HOSPITAL 

Asheville,  iXobth  Cakolina 

Founded  1 904 

A DIVISION  OF  THE  DEPARTMENT  OF  PSYCHIATRY 
OF  DUKE  UNIVERSITY 

Accredited  by  the  Joint  Commission  on  Accreditation  and  Certified  for  Medicare 

Complete  facilities  for  evaluation  of  and  intensive  treatment  of  psychiatric  patients,  in- 
cluding individual  psychotherapy,  group  therapy,  psychodrama,  electro-convulsice 
therapy,  Indoklon  convulsive  therapy,  drugs,  social  service  work  with  families,  family 
therapy  and  an  extensive  and  well  organized  activities  program,  including  occupational 
therapy,  art  therapy,  athletic  activities  and  games,  recreational  activities  and  outings. 
The  treatment  program  of  each  patient  is  carefuUy  supervised  in  order  that  the  thera- 
peutic needs  of  each  patient  may  be  realized. 

Complete  modern  facilities  with  85  acres  of  landscaped  and  wooded  grounds  in  the 
City  of  Asheville. 

Brochures  and  information  on  financial  arrangements  availalile 
Contact:  Mrs.  Elizabeth  Harkins,  ACSW,  Coordinator  of  Admi.ssions 

or 

Charles  W.  Neville,  Jr.,  M.D. 

Assistant  Professor  of  Psychiatry  and  Medical  Director 
Area  Code  704  - 253-2761 
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From  the  files  of  the 


COMMITTEE  FOR  THE 

STUDY  OF  MATERNAL  MORTALITY 


CASE  6-67.  A 22  year  old  married  white  primi- 
gravida  was  hospitalized  in  December  1966 
for  treatment  of  pneumonia.  Despite  partial 
recovery,  the  patient  did  not  progress  well  after  this 
hospitalization.  She  had  had  an  enlarged  heart  since 
childhood,  but  there  was  no  definite  history  of 
neonatal  cyanosis  or  rheumatic  fever.  She  complained 
of  increased  fatiguableness,  dyspnea  on  exertion,  or- 
thopnea, paroxysmal  nocturnal  dyspnea,  palpitation 
and  nocturia.  She  had  been  taking  a small  pink  pill 
daily,  assumed  to  be  a digitalis  preparation,  but  she 
had  stopped  taking  this  medication  one  week  before 
admission. 

On  February  26,  1967,  she  was  admitted  because 
of  increasing  shortness  of  breath  during  the  seventh 
month  of  her  first  pregnancy. 

On  examination,  the  patient  appeared  to  be  having 
acute  respiratory  distress.  The  blood  pressure  was 
180/90,  the  pulse  was  140  and  regular,  respirations 
were  45  and  the  temperature  was  99.8°.  The  skin 
showed  no  cyanosis,  rash  or  jaundice,  and  there  was 
no  cervical,  axillary  or  inguinal  lymphadenopathy. 
Fundoscopic  examination  was  normal.  The  neck 
veins  were  distended.  Specific  pulsations  could  not 
be  identified.  The  thyroid  was  not  enlarged.  The 
respiratory  rate  was  rapid  and  the  chest  moved  sym- 
metrically. There  was  dullness  to  percussion  halfway 
up  the  posterior  chest  bilaterally,  and  moist  rales 
were  heard  on  each  side.  On  percussion  of  the  heart, 
right  ventricular  lift  was  felt.  The  PMI  was  in  the 
sixth  intercostal  space  in  the  left  anterior  axillary 
line.  There  was  a grade  III/VI  pansystolic  murmur 
along  the  left  sternal  border.  The  pulmonic  closure 
sound  was  increased.  No  diastolic  murmur  could  be 
heard  nor  was  any  gallop  present.  The  abdomen 
showed  the  expected  tumor  of  pregnancy,  with  the 
fundus  two  fingerbreadths  below  the  xiphoid  process. 
The  liver  was  four  fingerbreadths  below  the  right 
costal  margin  and  rested  directly  on  the  uterine 
fundus.  The  femoral,  radial  and  dorsalis  pedis  pulses 
could  be  felt  bilaterally.  Rectal  and  pelvic  examina- 
tions were  deferred.  The  extremities  showed  three 
plus  pitting  edema.  There  was  no  clubbing.  Neurolog- 
ical examination  was  normal.  The  impression  was 
one  of  acute  pulmonary  edema  secondary  to  under- 
lying heart  disease  and  intrauterine  pregnancy  of 
seven  months’  duration. 

Laboratory  determinations  on  admission  included 
the  following:  hemoglobin  14.0  gm,  hematocrit  43; 
white  blood  count  24,000  with  61  segmented  neu- 
trophils, 31  stab  neutrophils,  5 lymphocytes,  and  3 
monocytes.  Urinalysis  showed  a specific  gravity  of 
1.028,  ph  5.0,  1 -|-  acetone,  no  glucose,  and  1 -f-  pro- 


teinuria, 20  WBC  per  high  power  field,  and  numer- 
ous epithelial  cells.  A sputum  specimen  showed 
Neisseria,  alpha  Streptococci  and  Streptococcus  epi- 
dermidis.  The  fasting  blood  glucose  was  106  mg%, 
and  the  blood  urea  nitrogen  was  17  mg%.  Electro- 
lyte determinations  were  as  follows:  sodium  138 
mEq/1,  potassium  5.0  mEq/1,  carbon  dioxide  9.5 
mEq/1,  and  chlorides  98  mEq/1. 

Immediate  treatment  consisted  of  the  nasal  ad- 
ministration of  oxygen  at  four  liters  per  minute,  2 
cc  of  mercuhydrin,  and  Digoxin  0.5  mg  intramuscu- 
larly. At  the  same  time,  an  intravenous  infusion  of 
5%  dextrose  in  water  containing  20  mEq  of  potas- 
sium chloride  was  started.  Approximately  one-half 
hour  after  the  patient  received  the  initial  medica- 
tion she  became  confused  and  agitated  and  com- 
plained of  generalized  numbness  and  tingling,  fol- 
lowed by  sudden  respiratory  arrest.  External  cardiac 
massage  was  begun  immediately,  and  a nasogastric 
tube  was  inserted.  The  resuscitation  attempts  which 
followed  involved  the  administration  of  sodium  bi- 
carbonate, epinephrine  intravenously  and  by  intra- 
cardiac injection,  isuprel,  Levophed,  and  regular  in- 
sulin. A continuous  electrocardiographic  monitor 
showed  ventricular  fibrillation  which  could  not  be 
reversed  by  electrical  defibrillation.  She  was  pro- 
nounced dead  at  5:05  a.m.  on  February  26,  1967. 

The  obstetrician  in  attendance  during  the  time  of 
resuscitation  was  consulted  as  to  the  possibility  of 
performing  a cesarean  section  in  an  attempt  to  save 
the  child  which  appeared  from  the  size  of  the  uterus 
to  be  the  size  of  slightly  more  than  seven  months’ 
gestation.  Because  the  blood  pressure  could  not  be 
maintained  during  resuscitation,  it  was  decided  that 
the  placenta  was  too  poorly  perfused  and  that 
cesarean  section  was  not  indicated. 

Permission  for  autopsy  was  granted.  The  final 
diagnoses  were:  rheumatic  heart  disease  with  severe 
mitral  stenosis;  congestive  heart  failure;  broncho- 
pneumonia; and  uterine  pregnancy,  seven  months’ 
gestation. 

Comments 

The  Committee  classified  this  case  as  an  indirect 
obstetric  death  with  possible  preventable  factors  on 
the  part  of  the  medical  attendants.  The  suggestion 
was  made  that  the  initial  intravenous  therapy  may 
have  been  poorly  chosen.  The  decision  not  to  per- 
form postmortem  cesarean  section  was  probably  well 
taken,  although  from  the  purely  medical  standpoint 
nothing  would  have  been  lost  by  attempting  it,  and 
a live  baby  might  possibly  have  been  delivered. 
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When  it’s  more  than  a bad  cold 


your  patient  can  feel  better 
vdiile  he’s  gettii^  better 


Achroddih 

Tetracycline  HCl— Antihistamine— Analgesic  Componnd 

Each  tablet  contains:  ACHROMYCIN®  Tetracycline  HCl  125  mg.;  Phenacetin  120  mg.; 
Caffeine  30  mg.;  Salicylamide  150  mg.;  Chlorothen  citrate  25  mg. 


In  tetracycline-sensitive  bacterial  infection  complicating  respiratory  allergy,  ACHROCIDIN 
brings  the  treatment  together  in  a single  prescription  — prompt  relief  of  headache  and  conges- 
tion together  with  effective  control  of  the  organisms  frequently  responsible  for  complications 
leading  to  prolonged  disability  in  the  susceptible  patient. 

For  children  and  elderly  patients  you  may  prefer  caffeine-free  ACHROCIDIN  Syrup.  Each 
5 cc  contains:  ACHROMYCIN  (Tetracycline)  equivalent  to  Tetracycline  HCl  125  mg.;  Phen- 
acetin 120  mg.;  Salicylamide  150  mg.;  Ascorbic  Acid  (C)  25  mg.;  Pyrilamine  Maleate  15  mg. 


Contraindications:  Hypersensitivity  to  any  compo- 
nent. 

Warning:  In  renal  impairment,  since  liver  toxicity  is 
possible,  lower  doses  are  indicated;  during  prolonged 
therapy  consider  serum  level  determinations.  Photo- 
dynamic reaction  to  sunlight  may  occur  in  hyper- 
sensitive persons.  Photosensitive  individuals  should 
avoid  exposure;  discontinue  treatment  if  skin  dis- 
comfort occurs. 

Precautions:  Drowsiness,  anorexia,  slight  gastric  dis- 
tress can  occur.  In  excessive  drowsiness,  consider 
longer  dosage  intervals.  Persons  on  full  dosage 
should  not  operate  vehicles.  Nonsusceptible  organ- 
isms may  overgrow;  treat  superinfection  appropri- 
ately. Treat  beta-hemolytic  streptococcal  infections 
at  least  10  days  to  help  prevent  rheumatic  fever  or 
acute  glomerulonephritis.  Tetracycline  may  form  a 
stable  calcium  complex  in  bone-forming  tissue  and 


may  cause  dental  staining  during  tooth  development 
(last  half  of  pregnancy,  neonatal  period,  infancy, 
early  childhood). 

Adverse  Reactions:  Gastrointestinal— anorexia.,  nau- 
sea, vomiting,  diarrhea,  stomatitis,  glossitis,  entero- 
colitis, pruritus  ani.  — maculopapular  and 
erythematous  rashes;  exfoliative  dermatitis;  photo- 
sensitivity; onycholysis,  nail  discoloration.  Kidney 
—dose-related  rise  in  BUN.  Hypersensitivity  reac- 
tions—urticaria,  angioneurotic  edema,  anaphylaxis. 
Intracranial— hniging  fontanels  in  young  infants. 
Jeer/i— yellow-brown  staining;  enamel  hypoplasia. 
B/oorf— anemia,  thrombocytopenic  purpura,  neutro- 
penia, eosinophilia.  Liver— cholestasis  at  high  dosage. 

Upon  adverse  reaction,  stop  medication  and  treat 
appropriately.  
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Dilantin 

(diphenylhydantoin) 

PARKE-DAVIS 


I In  untold  thousands  Of 
epileptic  patients... 
Dilantin  has  been,  and 
continues  to  be,  the 
bedrock  of  therapy. 


DILANTIN  is  useful  in  the  treatment  of  grand  mal 
epilepsy  and  certain  other  convulsive  states.  Its 
use  will  prevent  or  greatly  reduce  the  incidence 
and  severity  of  convulsive  seizures  in  a substan- 
tial percentage  of  epileptic  patients,  without  the 
hypnotic  and  narcotizing  effects  of  many  anti- 
convulsant drugs. 

PRECAUTIONS:  Periodic  examination  of  the  blood 
is  advisable.  Nystagmus  in  combination  with  diplo- 
pia and  ataxia  indicates  dosage  should  be  re- 
duced. The  possibility  of  toxic  effects  during 
pregnancy  has  not  been  explored.  ADVERSE 
REACTIONS:  Allergic  phenomena  such  as  poly- 
arthropathy, fever,  skin  eruptions,  and  acute  gen- 
eralized morbilliform  eruptions  with  or  without 
fever.  Rarely,  dermatitis  goes  on  to  exfoliation  with 
hepatitis,  and  further  dosage  is  contraindicated. 

Gingival  hypertrophy,  hirsutism,  and  excessive 
motor  activity  are  occasionally  encountered.  Dur- 
ing initial  treatment,  side  effects  may  include  gas- 
tric distress,  nausea,  weight  loss,  nervousness, 
sleeplessness,  feeling  of  unsteadiness.  Macrocy- 
tosis,  megaloblastic  anemia,  leukopenia,  granulo- 
cytopenia, thrombocytopenia,  pancytopenia, 
agranulocytosis,  and  aplastic  anemia  have  been 
reported.  Nystagmus,  lymphadenopathy,  lupus 
er^hematosus,  erythema  multiforme  (Stevens- 
Johnson  syndrome),  and  a syndrome  resembling 
infectious  mononucleosis  with  jaundice  have  occurred. 
DILANTIN  is  supplied  in  several  forms  including 
Kapseals®  containing  0.1  Gm.  and  0.03  Gm. 
diphenylhydantoin  sodium. 

Parke,  Davis  & Company,  Detroit,  Michigan  48232 

The  color  combinations  of  the  banded  capsules  are 
Parke-Davis  trademarks.  The  orange-banded  white  capsule 
identifies  Parke-Davis  0.1  Gm.  diphenylhydantoin  sodium; 
the  pink-banded  white  capsule  0.03  Gm.  diphenylhydantoin  sodium 
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rea 
for  bed 


sleep 


because  psychic  tension 
may  not  stop  at  niyht 

The  calming  action  of  Valium  (diaz- 
epam) helps  counteract  psychic  ten- 
sion and  reduce  overreaction  to 
stresses  during  the  day.  Often  the  t.i.d. 
dosage  schedule  is  enough  to  prevent 
huild-up  of  tenseness  that  may  inter- 
fere with  sleep  at  night. 

However,  when  psychic  tension  does 
contribute  to  sleeplessness.  Valium 
can  he  especially  useful.  A tablet  at 
bedtime,  added  to  the  daytime  t.i.d. 
dosage,  can  help  your  patient  be 
ready  for  bed  and  for  sleep. 


Before  prescribing,  please  consult  complete 
product  information,  a summary  of  which 
follows: 

Indications:  Tension  and  anxiety  states; 
somatic  complaints  which  are  concomitants 
of  emotional  factors;  psychoneurotic  states 
manifested  by  tension,  anxiety,  apprehension, 
fatigue,  depressive  symptoms  or  agitation; 
acute  agitation,  tremor,  delirium  tremens  and 
hallucinosis  due  to  acute  alcohol  withdrawal; 
adjunctively  in  skeletal  muscle  spasm  due  to 
reflex  spasm  to  local  pathology,  spasticity 
caused  by  upper  motor  neuron  disorders, 
athetosis,  stiff-man  syndrome,  convulsive 
* disorders  (not  for  sole  therapy). 

Contraindicated:  Known  hypersensitivity  to 
the  drug.  Children  under  6 months  of  age. 
Acute  narrow  angle  glaucoma. 

Warnings:  Not  of  value  in  psychotic  patients. 
Caution  against  hazardous  occupations 
requiring  complete  mental  alertness.  When 
used  adjunctively  in  convulsive  disorders, 
possibility  of  increase  in  frequency  and/or 
severity  of  grand  mal  seizures  may  require 
increased  dosage  of  standard  anticonvulsant 
medication;  abrupt  withdrawal  may  be 
associated  with  temporary  increase  in 
frequency  and/or  severity  of  seizures.  Advise 
against  simultaneous  ingestion  of  alcohol  and 
other  CNS  depressants.  Withdrawal  symp- 
toms have  occurred  following  abrupt 
discontinuance.  Keep  addiction-prone 
individuals  under  careful  surveillance 
because  of  their  predisposition  to  habituation 
and  dependence.  In  pregnancy,  lactation  or 
women  of  childbearing  age,  weigh  potential 
benefit  against  possible  hazard. 

Precautions:  If  combined  with  other  psycho- 
tropics or  anticonvulsants,  consider  carefully 
pharmacology  of  agents  employed.  Usual 
precautions  indicated  in  patients  severely 


depressed,  or  with  latent  depression,  or  wi’ 
suicidal  tendencies.  Observe  usual  pre- 
cautions in  impaired  renal  or  hepatic 
function.  Limit  dosage  to  smallest  effective 
amount  in  elderly  and  debilitated  to  preclu 
ataxia  or  oversedation. 

Side  Effects:  Drowsiness,  confusion,  diplop 
hypotension,  changes  in  libido,  nausea, 
fatigue,  depression,  dysarthria,  jaundice, 
skin  rash,  ataxia,  constipation,  headache, 
incontinence,  changes  in  salivation,  slurrei 
speech,  tremor,  vertigo,  urinary  retention, 
blurred  vision.  Paradoxical  reactions  such 
acute  hyperexcited  states,  anxiety,  hallucir 
tions,  increased  muscle  spasticity,  insomn 
rage,  sleep  disturbances,  stimulation,  have 
been  reported;  should  these  occur,  discon- 
tinue drug.  Isolated  reports  of  neutropenia; 
jaundice;  periodic  blood  counts  and  liver 
function  tests  advisable  during  long-term 
therapy. 


Valium' 

( diazepam) 

i 


Roehe® 

LABORATORIES 

Division  of  Hoffmann-La'Roche  Inc. 
Nutley,  New  Jersey  07110 
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When  she  gets  a bacterial  infection, 
think  of  Tetrex-F.® 


Like  the  debilitated  or  diabetic  pa- 
tient, she  may  be  susceptible  to  mo- 
nilial  overgrowth. 

That’s  why  she  needs  the  extra  protection 
of  Tetrex-F  whenever  tetracycline  ther- 
apy is  indicated.  Tetrex-F  provides  well- 
tolerated  tetracycline  phosphate  complex 
for  the  bacterial  infection— nystatin  to 
help  prevent  mondial  overgrowth. 

Tetrex-F 

(tetracycline  phosphate 
complex-nystatm) 

Whenever  monilia  may  threaten 
tetracycline  therapy 


PRESCRIBING  INFORMATION.  For  complete  informa- 
tion consult  Official  Package  Circular.  Indications:  Infec- 
tions of  respiratory,  gastrointestinal  and  genitourinary 
tracts  and  skin  and  soft  tissues  due  to  tetracycline-sensitive 
organisms,  in  patients  with  increased  susceptibility  to  mon- 
ilial  infections.  Contraindications : The  drug  is  contraindi- 
cated in  patients  hypersensitive  to  its  components. /T’arTifngs: 
Photodynamic  reactions  have  been  produced  by  tetracy- 
clines. Natural  and  artificial  sunlight  should  be  avoided 
during  therapy.  Stop  treatment  if  skin  discomfort  occurs. 
With  renal  impairment,  systemic  accumulation  and  hepa- 
totoxicity  may  occur.  In  this  situation,  lower  doses  should 
be  used.  Tootb  staining  and  enamel  hypoplasia  may  be 
induced  during  tooth  development  (last  trimester  of  preg- 
nancy, neonatal  period  and  childhood).  Precautions:  Bac- 
terial superinfections  may  occur.  Infants  may  develop  in- 
creased intracranial  pressure  with  bulging  fontanels.  In 
gonorrheal  therapy,  serologic  tests  for  syphilis  should  be 
conducted  initially  and  monthly  for  3 months.  Adverse  Re- 
actions: Glossitis,  stomatitis,  nausea,  diarrhea,  flatulence, 
proctitis,  vaginitis,  dermatitis,  and  allergic  reactions  may 
occur.  Usual  Adult  Dosage:  1 capsule  q.i.d.  Continue  for 
10  days  in  Beta-hemolytic  streptococcal  infections.  Admin- 
ister one  hour  before  or  two  hours  after  meals.  Supplied: 
Capsules,  bottles  of  16  and  100.  Each  capsule  contains 
tetracycline  phosphate  complex  equivalent  to  250  mg.  tet- 
racycline H(21  activity  and  250,000  units  of  nystatin.  For 
Oral  Suspension,  125  mg.  tetracycline  and  125,000  u. 
nystatin/5  ml.,  60  ml.  bottles.  A.H.F.  S.  Category  8:12 

BRISTOL  LABORATORIES 
Division  of  Bristol-Myers  Co. 

Syracuse,  New  York  13201 


BRISTOL 


HW&D  BRAND  OFLUTUTRIN 

3000  UNIT  TABLETS 


IN  THE  TREATMENT  OF  FUNCTIONAL  DYSMENORRHEA  AND  SELECTED  CASES  OF 
PREMATURE  LABOR  AND  2ND  AND  3RD  TRIMESTER  THREATENED  ABORTION 


■ LUTREXIN,  the  non-steroid  “uterine 
relaxing  factor”  has  been  found  to  be  useful 
by  many  clinicians  in  controlling  abnormal 
uterine  activity. 

■ Literature  on  indications  and  dosage  avail- 
able on  request. 


fl  No  side  effects  have  been  reported,  even 
when  massive  doses  (25  tablets  per  day) 
were  administered. 

■ Supplied  in  bottles  of  twenty-five  3,000 
unit  tablets. 


(In  vivo  measurement  of  Lutrexin  on  contracting 
uterine  muscle  of  the  guinea  pig.) 


HYNSON,  WESTCOTT  A DUNNING,  INC. 

(I.TRX3I 


^ BALTIMORE,  MARYLAND  21201 
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An  antibiotic 
should  work  well 


in  either  acid 


0 


or  alkaline  urine. 


It  isn’t  always  necessary  to  adjust  urinary  pH 
in  treating  G.U.  infections. 

Not  when  the  causative  organism  is  a strain 
sensitive  to  DECLOMYCIN®  Demethylchlor- 
tetracycline,  as  is  often  the  case. 
DECLOMYCIN  remains  stable  and  active  in 
either  acid  or  alkaline  urine.  So  there’s  no  need 
to  acidify  the  urine  to  keep  the  antibiotic  at 
work. 

Why  match  the  urine  to  the  antibiotic. . .when 
you  can  match  the  antibiotic  to  the  urine ...  by 
prescribing  DECLOMYCIN.  A b.i.d.  dosage 
makes  therapy  convenient  for  your  patient. 

Effectiveness:  DECLOMYCIN  Demethylchlortetra- 
cycline  should  be  equally  or  more  effective  thera- 
peutically than  other  tetracyclines  in  infections 
caused  by  organisms  sensitive  to  the  tetracyclines. 

Contraindication:  History  of  hypersensitivity  to  de- 
methylchlortetracycline. 

Warning:  In  renal  impairment,  usual  doses  may  lead 
to  excessive  accumulation  and  liver  toxicity.  Under 
such  conditions,  lower  than  usual  doses  are  indi- 
cated, and,  if  therapy  is  prolonged,  serum  level  de- 
terminations may  be  advisable.  A photodynamic 
reaction  to  natural  or  artificial  sunlight  has  been 
observed.  Small  amounts  of  drug  and  short  exposure 
may  produce  an  exaggerated  sunburn  reaction  which 
may  range  from  erythema  to  severe  skin  manifesta- 
tions. In  a smaller  proportion,  photoallergic  reac- 
tions have  been  reported.  Patients  should  avoid 
direct  exposure  to  sunlight  and  discontinue  drug  at 
the  first  evidence  of  skin  discomfort.  Necessary  subse- 
quent courses  of  treatment  with  tetracyclines  should 
be  carefully  observed. 


Precautions:  Overgrowth  of  nonsusceptible  organ- 
isms may  occur.  Constant  observation  is  essential.  If 
new  infections  appear,  appropriate  measures  should 
be  taken.  In  infants,  increased  intracranial  pressure 
with  bulging  fontanels  has  been  observed.  All  signs 
and  symptoms  have  disappeared  rapidly  upon  cessa- 
tion of  treatment. 

Side  Effects:  Gastrointestinal  system  — anorexia, 
nausea,  vomiting,  diarrhea,  stomatitis,  glossitis,  en- 
terocolitis, pruritus  ani.  Skin  — maculopapular  and 
erythematous  rashes;  a rare  case  of  exfoliative  der- 
matitis has  been  reported.  Photosensitivity;  ony- 
cholysis and  discoloration  of  the  nails  (rare).  Kidney 
— rise  in  BUN,  apparently  dose-related.  Transient 
increase  in  urinary  output,  sometimes  accompanied 
by  thirst  (rare).  Hypersensitivity  reactions— urticaria, 
angioneurotic  edema,  anaphylaxis.  Teeth  — dental 
staining  (yellow-brown)  in  children  of  mothers  given 
this  drug  during  the  latter  half  of  pregnancy,  and  in 
children  given  the  drug  during  the  neonatal  period, 
infancy  and  early  childhood.  Enamel  hypoplasia  has 
been  seen  in  a few  children.  If  adverse  reaction  or 
idiosyncrasy  occurs,  discontinue  medication  and  in- 
stitute appropriate  therapy.  Demethylchlortetracy- 
cline  may  form  a stable  calcium  complex  in  any 
bone-forming  tissue  with  no  serious  harmful  effects 
reported  thus  far  in  humans. 

Average  Adult  Daily  Dosage:  150  mg  q.i.d.  or  300 
mg  b.i.d.  Should  be  given  1 hour  before  or  2 hours 
after  meals,  since  absorption  is  impaired  by  the  con- 
comitant administration  of  high  calcium  content 
drugs,  foods  and  some  dairy  products.  Treatment  of 
streptococcal  infections  should  continue  for  10  days, 
even  though  symptoms  have  subsided. 


Capsules:  150  mg;  Tablets:  film  coated  — 300  mg, 
150mg  and75mgof  demethylchlortetracyclineHCl. 

BECLOM YCI  NT 

DEMETHYLCHLORTETBACYCLINE 

LEDERLE  LABORATORIES,  A Division  of  American  Cyanamid  Company,  Pearl  River,  New  York 
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MESSAGE 
FROM  THE 
PRESIDENT 


UT  T’S  A fast,  fast,  fast  changing  world — are  we  capable  of  changing  with  it?” 
I This  serious  and  very  pertinent  question  was  posed  by  Oklahoma’s  Lt. 

Governor  George  Nigh  at  the  conclusion  of  his  most  entertaining  President’s 
Luncheon  address  during  the  KMA  Annual  Meeting  in  September. 

The  world  of  the  medical  profession  is  changing,  as  is  the  world  around  us, 
and  the  vast  majority  of  the  members  of  the  profession  are  trying  to  change  with 
it.  Physicians  have  cooperated  in  an  effort  to  make  Medicare  work  for  the  benefit 
of  the  elderly;  they  have  been  unbelievably  patient  with  the  administrative  and 
bureaucratic  monstrosity  called  Medicaid;  they  have  given  sound  advice  and  guid- 
ance to  programs  for  Appalachia;  without  the  physicians  the  Head  Start  Programs 
would  not  have  gotten  off  the  ground.  These  are  but  a few  of  the  areas  in  which 
physicians,  as  individuals  and  as  professional  organizations,  have  accepted  change 
and  re-doubled  their  efforts  toward  “the  prevention  and  cure  of  disease  and  in 
prolonging  and  adding  comfort  to  life”. 

Our  willingness  to  change  and  to  cooperate,  however,  is  apparently  not 
enough.  There  are  still  those  who  seek  to  make  the  medical  profession  the  scape- 
goat for  the  failures  of  the  politicians,  bureaucrats  and  social-planners. 

The  cost  of  Medicare  has  zoomed,  as  Medicine  had  predicted  it  would,  and 
the  finger  is  pointed  at  “doctors’  fees”.  Yet,  even  a casual  glance  at  the  figures 
shows  that  the  greatest  single  factor  in  this  increased  cost  is  hospital  charges. 
Medicaid  was  an  ill-conceived,  poorly  studied  “shotgun”  approach  to  a tremend- 
ously complex  problem  which  was  doomed  to  failure  from  the  start  because  it 
promised  more  than  could  be  delivered.  What  is  the  government’s  answer?  De- 
crease the  number  of  eligible  beneficiaries,  cut  the  appropriation  of  funds,  and 
establish  payment  for  physicians’  services  “on  a basis  other  than  usual  and  cus- 
tomary charges”.  They  insist  that  everyone  has  a right  to  the  same  high  quality 
medical  care — but  some  are  to  get  it  at  cut-rate  prices! 

There  are  some  who  contend  that  the  health  problems  of  the  ghettos  are  the 
crux  of  the  problem  in  these  areas,  and  demand  that  the  medical  profession  solve 


the  problem.  This  is  indeed  an  over-simplification.  We  did  not  create  the  slums. 
Who  is  responsible  for  the  deterioration  of  these  areas  over  the  years;  who  is 
guilty  of  permitting  the  overcrowded  living  conditions;  whose  responsibility  has  it 
been  to  provide  educational  advantages  for  these  individuals,  to  provide  job  op- 
portunities, and  transportation  so  that,  rather  than  being  “locked-in”,  they  could 
take  advantage  of  the  opportunities  offered? 

These  are  the  problems  of  the  slums,  and  of  the  other  poverty  areas.  Health 
care  is  one  of  them  and  as  physicians,  we  recognize  our  obUgations  in  that  field. 
As  “socially  conscious”  citizens  we  also  recognize  the  magnitude  of  the  other 
problems.  Physicians,  however,  are  not  automatically  experts  in  sociology,  anthro- 
pology, economics,  education,  sanitary  engineering,  or  even  politics. 

Solution  of  these  problems  demands  the  cooperation  of  all  of  the  available 
“experts”,  as  well  as  a great  deal  of  cooperation  on  the  part  of  those  who  stand  to 
benefit  most  from  these  efforts. 

I believe  that  Medicine  is  capable  of  changing  with  this  fast,  fast,  changing 
world.  I wonder  if  others  are  willing  to  change — or  if  the  word  “doctor”  will  con- 
tinue to  be  a “dirty  word”  in  the  eyes  of  the  bureaucrats  and  social  planners! 
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You  be  the  judge,  Doctoi 


lummation: 

n addition  to  its  primary  indications  for  duodenal 
nd  gastric  ulcer,  Robinul  Forte  (glycopyrrolate) 
i indicated  for  other  G-I  conditions  that  may 
enefit  from  anticholinergic  therapy.  Robinul-PH 
orte  (glycopyrrolate  2 mg.  with  phenobarbital) 
1 indicated  when  these  situations  are  complicated 
y mild  anxiety  and  tension, 
'ontraindications:  Glaucoma,  urinary  blad- 
er  neck  obstruction,  pyloric  obstruction,  stenosis 
ith  significant  gastric  retention,  prostatic 
ypertrophy,  duodenal  obstruction,  cardiospasm 
negaesophagus),  and  achalasia  of  the  esophagus, 
nd  in  the  case  of  Robinul-PH  Forte,  sensitivity 
> phenobarbital. 

'recautions:  Administer  with  caution  in  the 
resence  of  incipient  glaucoma. 

■d verse  Reactions:  Dryness  of  the  mouth, 
lurred  vision,  urinary  difficulties,  and  constipa- 
on  are  rarely  troublesome  and  may  generally  be 
mtrolled  by  reduction  of  dosage.  Other  side 
fects  associated  with  the  use  of  anticholinergic 
'ugs  include  tachycardia,  palpitation,  dilatation 

1’  the  pupil,  increased  ocular  tension,  weakness, 
lusea,  vomiting,  headache,  dizziness,  drowsi- 
:ss,  and  rash. 

'osage:  Should  be  adjusted  according  to  indi- 
dual patient  response.  Average  and  maximum 
commended  dose  is  I tablet  three  times  a day: 
the  a.m.,  early  p.m.,  and  at  bedtime.  See 
oduct  literature  for  full  prescribing  information. 
I ipply:  Robinul  (glycopyrrolate  1 mg.):  Robinul 
>rte  (glycopyrrolate  2 mg.):  Robinul-PH  (glyco- 
, ^rrolate  I mg.)  with  phenobarbital  16.2  mg. 
i Earning:  may  be  habit  forming):  Robinul-PH 
)rte  (glycopyrrolate  2 mg.)  with  phenobarbital 
1.2  mg.  (Warning:  may  be  habit  forming),  in 
ittles  of  100  and  500  tablets.  A.  H.  Robins 
jmpany,  Richmond,  Va.  23220. 


In  peptic  ulcer  therapy,  wont  you 
give  Robinul  Forte  a FairTrial? 

(glycopyrrolate) 


Six  years  ago  the  A.  H.  Robins 
Company  introduced  glycopyrro- 
late, a unique  anticholinergic  agent 
described  in  the  prescribing  litera- 
^re  as  more  closely  approaching  the 
ideal  compound  for  controlling 
gastric  hyperacidity  and  hyper- 
"^motility  of  the  G-I  tract.  Although 
glycopyrrolate  (Robinul  Forte) 
found  good  acceptance  among  numerous  physicians, 
many  others  just  didn’t  seem  to  want  to  give  it  a try, 
probably  because  the  anticholinergic  they  were  al- 
ready using  was  giving  acceptable  results. 

However,  we  believe  you’ll  agree  there’s  always 
room  for  a better  anticholinergic.  This  is  why  we’re 
asking  you  to  give  Robinul  Forte  a fair  trial.  Robinul 
Forte  exerts  a highly  specific  antlsecretory  action  and 
marked  inhibitory  effect  on  intestinal  tone.  We’re  con- 
vinced you’ll  agree  that  this  is  indeed  an  outstanding 
drug  when  you  observe  its  outstanding  suppression  of 
ulcer  symptoms.  Furthermore,  it  is  unique  in  that  it 
reduces  intestinal  tone,  yet  has  little  or  no  effect  on 
peristalsis.  In  addition,  the  incidence  of  the  more 
bothersome  peripheral  side  effects  is  low. 

No  longer  does  the  physician  have  to  look  for  extreme 
dry  mouth  as  the  measure  of  his  anticholinergic’s  ef- 


^33 


fectiveness.  The  only  way  we  can  demonstrate  to  you 
firsthand  the  efficacy  of  glycopyrrolate  (Robinul 
Forte)  is  for  you  to  try  it  in  your  practice.  That’s 
why  we’re  asking  you  to  give  it  a Fair  Trial.  How  can 
you  give  it  a Fair 
Trial?  You  do  it  this 
way: 

First : When  you  see 
your  very  next  ulcer 
patient,  write  him  a 
script  as  shown . 

Next:  Wait  10  days 
or  until  your  patient  comes  in  for  his  next  appointment 
and  get  his  “verdict”  as  to  how  he  feels.  Examine  all 
the  evidence  and  make  your  evaluation  of  his  condition. 

Finally:  Render  your  ver- 
dict. If  it’s  “significant  im- 
provement and  marked  relief  of 
symptoms,”  then  we  believe 
you’ll  agree  that  Robinul  Forte 
has  proved  its  worth,  and  we 
rest  our  case.  If  not,  consider 
our  case  for  Robinul  Forte 
closed.  That’s  a Fair  Trial, 
Doctor,  and  it’s  all  we  ask. 


Robinul  Forte 

(glycopyrrolate,  2 mg.) 

The  summation  is  an  important 
part  of  every  case.  Y ou’ll  find  ours 
on  the  preceding  page.  Doctor. 


THE  INSURANCE  PAGE 


HEW  Pushes  Group  Practice 


For  the  past  year,  officials  of  the  De- 
partment of  Health,  Education  and  Wel- 
fare have  been  proclaiming  the  gospel  of 
reduced  medical  costs.  In  national  conference 
after  national  conference,  in  committee  after 
committee,  they  have  lashed  out  from  Wash- 
ington against  sins  of  omission  and  commission 
in  the  health  care  field:  Thou  shalt  not  raise 
thy  fees.  Thou  shalt  plan  carefully.  Thou  shalt 
spend  thy  federal  dollars  wisely. 

For  the  past  year,  the  HEW  evangelists, 
with  help  from  labor  chiefs,  have  been  push- 
ing “Group  Practice”  as  the  broad  spectrum 
cure  for  all  that  ails  the  health  care  system  in 
this  country.  When  they  say  “Group  Prac- 
tice”, however,  they  don’t  mean  just  any  group 
arrangement  of  physicians;  they  mean  spe- 
cifically non-medically  controlled  closed  panel 
prepaid  group  practice.  Thus,  by  the  subter- 
fuge of  devious  definition,  they  hope  to  sell  the 
public  a product  other  than  that  advertised, 
just  as  social  security  is  sold  as  “insurance” 
rather  than  tax. 

The  House  of  Delegates  of  the  AMA  at  the 
1968  annual  convention  took  note  of  this  at- 
tempt to  sell  the  American  people  one  kind 
of  medical  practice.  “It  is  obvious”,  said  a 
House  reference  committee,  “that  a major 
difficulty  exists  because  of  the  loose  use  of  the 
term  ‘group  practice’  and  the  increasing  ten- 
dency for  the  term  ‘group  practice’  to  be  as- 
sociated with  non-medically  controlled  closed 
panel  prepaid  group  practices.  Established 


AMA  policy  states  that  medical  care  plans 
should  be  controlled  by  physicians  insofar  as 
determination  of  medical  policy  and  medical 
administration  is  concerned  and  that  freedom 
of  choice  of  physicians  with  free  competition 
among  physicians  (health  care  delivery  sys- 
tems ) are  prerequisites  to  optimal  medical  care. 
The  assessment  of  any  specific  system  of  prac- 
tice organization  must  be  made  on  the  basis  of 
the  degree  to  which  it  embodies  those  char- 
acteristics.” 

Rather  than  face  the  cold  fact  that  group 
practice  has  gained  poor  acceptance  among 
patients  and  physicians  alike,  HEW  wants  to 
force  feed  its  growth  by  means  of  federal 
subsidies.  The  reason  for  this  desire,  on  the 
part  of  HEW,  is  obvious.  If  group  practice  is 
subsidized  by  the  federal  government,  it  will 
inevitably  be  controlled  by  the  federal  govern- 
ment. The  government,  not  the  consumers  and 
providers  of  medical  service,  will  determine 
patterns  of  practice.  This  effort  will  be  made 
despite  the  fact  that  there  is  as  yet  no  evidence 
that  prepaid  group  practice  or  private  group 
clinics  provide  better  medical  care  at  appre- 
ciably lower  costs  to  the  consumer. 

If  subsidies  are  forthcoming  (and  they  are 
p>erhaps  inevitable),  they  will  be  reminiscent 
of  the  Greek  bearing  gifts.  The  federal  govern- 
ment does  not  subsidize  an  effort  without  rea- 
sons for  doing  so  and  these  reasons  usually 
add  up  to  subsequent  and  direct  control  of  the 
individuals  or  groups  involved. 

William  W.  Hall,  M.D. 
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“Breathing’s 
a snap  again, 
he  said 
gingerly. 

(COMPLIMENTS  OF 
DIMETAPP) 


Help  clear  up  that  miserable  stuffed-up 
feeling  with  Dimetapp.  Each  hard-work- 
ing Extentab  brings  welcome  relief  from 
the  stuffiness,  drip  and  congestion  of  upper 
respiratory  conditions  for  up  to  10-12 
hours.  Yet,  patients  seldom  experience 
drowsiness  or  overstimulation.  The  key  to 
success  is  the  Dimetapp  formula:  Dime- 
tane  (brompheniramine  maleate  )— along 
with  phenylephrine  and  phenylpropanola- 
mine, two  time-tested  decongestants.  They 
get  the  job  done ...  in  a hurry. 


Indications:  Dimetapp  is  indicated 
for  symptomatic  relief  of  the 
allergic  manifestations  of  respi- 
ratory illnesses,  such  as  the 
common  cold  and  bronchial  asthma, 
seasonal  allergies,  sinusitis, 
rhinitis,  conjunctivitis,  and  otitis. 
Contraindications:  Hypersensitivity 
to  antihistamines.  Not  recommended 
for  use  during  pregnancy. 
Precautions:  Until  patient's 
response  has  been  determined,  he 
should  he  cautioned  against 
engaging  in  operations  requiring 
alertness.  Administer  with  care 


in  sinusitis,  colds,  U.R.L 

Diiiietapp^Exteiitalis 

(Dimetane®  [brompheniramine  maleate],  12  mg.; 
phenylephrine  HCl,  15  mg.;  phenylpropanolamine  HCl,  15  mg.) 

up  to  10-12  hours  clear 
breathing  on  one  tablet 


to  patients  with  cardiac  or  peripheral 
vascular  diseases  or  hypertension. 
Side  Effects:  Hypersensitivity 
reactions  including  skin  rashes, 
urticaria,  hypotension  and  thrombo- 
cytopenia, have  been  reported  on 
rare  occasions.  Drowsiness,  lassitude, 
nausea,  giddiness,  dryness  of 
the  mouth,  mydriasis,  increased 
irritability  or  excitement  may 
be  encountered. 

Dosage:  1 Extentab  morning  and 
evening. 

Supplied:  Bottles  of  100  and  500. 

.A.H.  ROBINS  COMP.ANY 
RICHMOND.  V.A.  23220 


[ROBINS 


The  low  back  pain  that  is  most  frequently  seen  in  general  practice 
is  mechanical  in  nature,  i.e.,  postural  back  pain,  joint  dysfunction  and 
acute  back  strain.’  ^ For  this  type  of  discomfort,  a conservative  regimen 
is  usually  sufficient  to  relieve  aches  and  pains,  and  to  help  keep 
the  patient  functioning.  Components  of  this  basic  program  include: 


Dea  If  the  patient  is  in  the 
pain-spasm-cycle... there  is  no  alternative 
or  substitute  for  absolute  bed  rest..."^ 


^6thocarbani<5^P 

750  mCl  ^ 


3e  ordered  under 


0Heat  "A  very  valucie 

method  of  applying  f 
heat  at  home  is  a proloncii 

hot  bath... I 


“Boards  should 
the  mattress . . . these  boards  act 
by  immobilizing  the  spine. . . 

Indicated  for  relief  of  skeletal  muscle  spasm.  Contraindicated  in 
hypersensitive  patients.  Side  Effects  ( lighfheadedness,  dizziness, 
drowsiness,  nausea)  may  occur  rarely,  but  usually  disappear  on  reduced 
dosage.  Hypersensitivity  reactions  develop  infrequently.  See  product 
literature  for  further  details.  Also  available:  Robaxin®  Tablets 
(methocarbamol,  500  mg.)  Robaxin  Injectable  (methocarbamol,!  Gm./lOcc.) 
References:  (1  ).  Godfrey,  C.M.:  Applied  Therop.  8.-950,  1966.  (2).  Gottschalk, 
L.A.:  GP  33:91,  1966.  (3).  Rowe,  M.L:  J.  Occup.  Med.  2:219,  1960. 

(4).  Cozen,  L.:  South  Dakota  J.  Med.  18:26,  1965.  (5).  Soto-Hall,  R.: 

Med.  Sc.  1 4:23, 1 963.  (6) . Weiss,  M.  and  Weiss,  S.:  J.  Am.  Osteopath.  A. 

62:1 42,  1 962.  (7) . Feuer,  S.G.,  et  at.:  New  York  J.  Med.  62:1 985,  1 962. 


0Robaxirf-75O 

(methocarbamol,  750  mg.  capsule- 
shaped tablets)  A well-tolerated‘ 
skeletal  muscle  relaxant,  methocar- 
bamol helps  relieve  spasm 
“. . . v/ithout  interfering  with  normal 
tone  and  movement."^  And  there 
is  little  likelihood  of  sedation.* 


AH'I^OBINS 


A.  H.  ROBINS  COMPANY 
RICHMOND,  VIRGINIA  232 


peptic 


ulcer: 


antacid 


puzzle 


solved  by 

Mylanta 

aluminum  and  ^ magnesium  hydroxides  p/us  simethicone 


will  it  ease  the  pain?' 

Mylanta  helps  relieve  ulcer  pain  with  the  two  most  widely 
prescribed  antacids:  aluminum  and  magnesium  hydroxides. 

will  it  help  "my  gassy  stomach"? 

Mylanta  a/so  contains  simethicone:  for  concomitant  relief 
of  G.l.  gas  distress. 

"will  this  one  taste  O.  K.?" 


The  prolonged  acceptance  of  Mylanta  was  recently 
confirmed  in  87.5%  of  104  patients  — after  a total  of  20,459 
documented  days  of  therapy.*  *Danhot,  i.  e.:  Report  on  tiie. 


Composition:  Each  Mylanta  chewable  tablet  or  teaspoonful 

(5  ml.)  contains:  magnesium  hydroxide,  200  mg.;  aluminum  hydroxide, 

dried  gel,  200  mg.;  simethicone,  20  mg.  Dosage:  One  or  two  tablets  (well 

chewed  or  allowed  to  dissolve  in  the  mouth)  or  one 

or  two  teaspoonfuls  to  be  taken  between  meals  and  at  bedtime. 


Division/Pasadena,  Calif. 
ATLAS  CHEMICAL  INDUSTRIES,  INC. 


Description:  Each  Pulvule®  contains — 


Contraindications:  Hemochromatosis  and  hemosiderosis. 


Special  Liver-Stomach  Concentrate,  Lilly 

(containing  Intrinsic  Factor) 150  mg. 

Cobalamin  Concentrate,  N.F.,  equivalent  to  Cobalamin  7.5  meg. 

(The  total  vitamin  Bu  activity  in  the  Special  Liver-Stomach 
Concentrate.  Lilly,  and  the  Cobalamin  Concentrate,  N.F.,  is 


15  micrograms.) 

Iron,  Elemental  (as  Ferrous  Fumarate) 110  mg. 

Ascorbic  Acid  (Vitamin  C) 75  mg. 

Folic  Acid 1 mg. 


Indications:  Trinsicon®  (hematinic  concentrate  with  intrinsic  fac- 
tor, Lilly)  is  a multifactor  preparation  effective  in  the  treatment 
of  anemias  that  respond  to  oral  hematinics,  including  pernicious 
anemia  and  other  megaloblastic  anemias  and  also  iron-deficiency 
anemia. 


Precautions:  Anemia  is  a manifestation  that  requires  approp  i: 
investigation  to  determine  its  cause  or  causes. 

In  pernicious  anemia,  the  use  of  folic  acid  without  adequ 
vitamin  Bi2  therapy  may  result  in  hematologic  remission  but 
rological  progression.  Adequate  doses  of  vitamin  Bu  (parents 
or  oral  with  potent  intrinsic  factor  as  in  Trinsicon®  (hemai= 
concentrate  with  intrinsic  factor,  Lilly])  usually  prevent,  hal 
improve  the  neurological  changes. 

As  with  all  preparations  containing  intrinsic  factor,  resist;  t' 
may  develop  in  some  cases  of  pernicious  anemia  to  the  pote  s 
tion  of  absorption  of  physiological  doses  of  vitamin  Bu.  If  re*< 
ance  occurs,  parenteral  therapy,  or  oral  therapy  with  so-c;st 
massive  doses  of  vitamin  Bu,  may  be  necessary.  No  single  ]' 
men  fits  all  cases,  and  the  status  of  the  patient  observe  ir 
follow-up  is  the  final  criterion  for  adequacy  of  therapy.  Perili 


Trinsicon 

— the  multifactor  hematinic 


Vitamin  B12  plus  intrinsic  factor  (15  meg. 
Bi2  activity) — helps  provide  adequate 
levels  of  this  important  vitamin. 


Folic  acid  (1  mg.) — treats  nutritional 
macrocytic  anemias  and/or  malabsorp- 
tion syndromes. 


% 


Ascorbic  acid  (75  mg.)— augments  the 
conversion  of  folic  acid  to  its  active  form 
and  helps  Iron  absorption. 

Iron  (110  mg.) — treats  hypochromic 
anemia. 


clinical  and  laboratory  studies  are  considered  essential  and  are 
‘jcom  mended. 

jdverse  Reactions:  In  rare  instances,  iron  in  therapeutic  doses 
reduces  gastro-intestinal  reactions,  such  as  diarrhea  or  consti- 
pation. Reducing  the  dose  and  administering  it  with  meals  will 
^linimize  these  effects. 

In  extremely  rare  instances,  skin  rash  suggesting  allergy  has 
Jllowed  oral  administration  of  liver-stomach  material.  Instances 
f apparent  allergic  sensitization  have  also  been  reported  after 
. ral  administration  of  folic  acid. 

i osage:  One  Pulvule  twice  a day.  (Two  Pulvules  daily  produce  a 
Standard  response  in  the  average  uncomplicated  case  of  perni- 
cious anemia.) 

Sjow  Supplied:  Pulvules  Trinsicon®  (hematinic  concentrate  with 
"^itrinsic  factor,  Lilly),  in  bottles  of  60  and  500.  103255a] 


Additional  information 
available  to  physicians 
upon  request. 
Eli  Lilly  and  Company, 
Indianapolis,  Indiana  46206. 

801666 


The  inconvenience  of  a cold 


:|i 

li 

(1 


For  a cold,  nTz®  Nasal  Spray  provides  rapid  relief  of 
nasal  symptoms.  Relief  starts  with  the  first  spray  which 
opens  the  inferior  part  of  the  common  meatus.  A second 
spray,  a few  minutes  later,  will  shrink  the  turbinates  to 
help  provide  sinus  drainage  and  ventilation.  Dosage 
may  be  repeated  every  three  or  four  hours  as  needed, 
for  temporary  relief  of  symptoms.  nTz  is  well  tolerated 
but  overdosage  should  be  avoided. 

As  a sinusitis  deterrent,  nTz  Nasal  Spray  can  be  used  to 
keep  the  nasal  passages  open  during  a cold  to  help  pre- 
vent development  of  acute  sinusitis  — or  to  help  prevent 
the  acute  condition  from  becoming  chronic. 

Supplied:  nTz  Nasal  Spray,  plastic  squeeze  bottles  of 
20  ml.;  nTz  Nasal  Solution,  bottles  of  30  ml.  (1  fl.  oz.) 
with  dropper. 


nTz  is  more  than  a simple  vasoconstrictor.  It  contains 
Neo-Synephrine®  (brand  of  phenylephrine) 

HCI  0.5  per  cent,  the  major  component, 
virtually  synonymous  with  fast,  efficient 
but  gentle  nasal  vasoconstriction. 

Thenfadil®  (brand  of  thenyidiamine)  HCI 
0.1  per  cent,  topical  antihistamine  for 
reduction  of  rhinorrhea,  sneezing  or 
itching.  It  combats  the  allergic  reac- 
tions that  may  occur  in  colds  or  sinusitis. 
Zephiran®  (brand  of  benzalkonium,  as 
chloride,  refined)  1 :5000,  antiseptic 
preservative  and  wetting  agent  to 
promote  penetration  and  spread  of 
the  formula. 

Winthrop  Laboratories,  New  York,  N.Y.  10016 


The  muscle  relaxant 
that  works 

before  you  write  a prescription 


Relieve  painful  skeletal  muscle  spasm  In  your  office 
in  minutes  with  a single  2 cc.  injection  of  NORFLEX. 
Then,  for  sustained  relief,  write  a prescription 
for  NORFLEX  tablets,!  tablet  b.I.d. 


CONTRAINDICATIONS:  Due  to  its  anticholinergic 
action,  NORFLEX  should  not  be  used  in  patients 
with  glaucoma,  pyloric  or  duodenal  obstruction, 
stenosing  peptic  ulcer,  prostatic  hypertrophy  or 
obstruction  at  the  bladder  neck,  cardiospasm 
(megaesophagus)  and  myasthenia  gravis.  Use  with 
caution  in  patients  with  tachycardia.  Do  not  use 
propoxyphene  (Darvon®)  concurrently. 


WARNING:  Transient  lightheadedness  or  dizziness 
following  NORFLEX-INJECTABLE  may  occur. 


SIDE  EFFECTS:  Due  mainly  to  anticholinergic 
action  and  usually  at  high  dosage.  They  may 
include  dryness  of  the  mouth,  tachycardia, 
palpitation,  urinary  hesitancy  or  retention,  blurred 
vision,  dilatation  of  the  pupil,  increased  ocular 
tension,  weakness,  nausea,  vomiting,  headache, 
dizziness,  constipation,  and  drowsiness. 
Infrequently,  mental  confusion  in  the  elderly, 
urticaria  or  other  dermatoses.  Side  effects  are 
usually  eliminated  by  reduction  in  dosage.  Two 
cases  of  aplastic  anemia,  with  no  established 
causal  relationship,  have  been  reported. 


DOSAGE:  INJECTABLE  — Average  adult  dose: 
one  ampul,  2 cc.  (60  mg.  orphenadrine  citrate) 
I.M.  or  I.V.  May  be  repeated  every  12  hours. 
Relief  may  be  maintained  with  one 
NORFLEX  tablet  b.i.d.  TABLETS -Two 
tablets  per  day  for  adults,  one  in  the 
morning,  one  in  the  evening.  Each  tablet 
contains  100  mg.  orphenadrine  citrate. 


For  lull  information,  see  Package  Insert 
or  P.D.R. 


Riker  Laboratories 
Northridge,  California  91 324 


Norflex 

(orphenadrine  citrate) 


Kentucky's  Role  in  the  National  Nutrition  Surveyt 


Russell  E.  Teague,  M.D..  M.P.H. 

Commissioner  of  Health 
Commonivealth  of  Kentucky 


CONGRESS  has  given  the  Secretary  of  Health, 
Education,  and  Welfare  the  responsibility  of 
making  a survey  to  determine  the  incidence  and 
location  of  serious  hunger  and  malnutrition,  and  re- 
lated health  problems  in  the  United  States. 

Such  a survey  has  never  been  made  in  the  United 
States,  even  though  during  the  last  12  years  the 
Interdepartmental  Committee  on  Nutrition  for  Na- 
tional Defense,  better  known  as  ICNND,  has  done 
surveys  in  many  other  countries.  The  methods,  pro- 
cedures and  standards  have  been  published  in  the 
Manual  for  Nutrition  Surveys,  and  are  being  used  as 
guidelines  in  developing  plans  for  the  National  Nu- 
trition Survey. 

Why  a National  Survey?  Some  evidence  indicates 
that  malnutrition,  and  even  hunger,  does  exist  in 
parts  of  the  United  States.  There  is  not  enough 
factual  information  to  indicate  the  extent,  the  exact 
location  and  the  reasons  for  these  conditions.  Mal- 
nutrition appears  to  be  more  common  in  poverty 
areas.  However,  malnutrition  may  be  due  to  other 
factors  such  as:  (1)  ignorance  of  nutritive  value  of 
foods,  (2)  personal  food  preferences,  (3)  cultural 
or  religious  eating  patterns,  (4)  diets  restricting 
food  intake,  (5)  changes  in  food  consumption  pat- 
terns and  (6)  limited  food  sources  which  result  in 
restriction  of  certain  nutrients.  Malnutrition  may 
also  be  secondary  to  illness,  malabsorption,  or  para- 
sites. 

Congress  is  hoping  for  answers  to  the  questions  as 
soon  as  possible  in  order  to  consider  how  the  situ- 
ations may  be  improved.  Because  of  time  limitations, 
initial  studies  in  six  to  eight  selected  states  will  be 
done.  These  states  represent  broad  geographic  regions 
of  the  United  States.  Kentucky  is  one  of  the  states 
chosen  to  participate  and  the  Kentucky  State  Depart- 
ment of  Health  has  been  designated  as  the  contract- 
ing agency. 

Professional  groups  such  as  the  American  Medical 
Association  and  the  American  Academy  of  Pedia- 
trics have  expressed  interest  and  support  for  the 

fThis  article  was  prepared  by  Joella  Sisler,  B.S.,  M.S., 
Director,  Nutrition  Program,  Kentucky  State  De- 
partment of  Health.  275  East  Main  Street.  Frank- 
fort. Kentucky  40601 


survey,  as  well  as  the  Kentucky  Medical  Association, 
Kentucky  Departments  of  Education,  Agriculture, 
Welfare  and  the  universities  and  medical  schools. 

One  unique  feature  of  the  survey  is  that  identi- 
cal methods  will  be  used  in  each  state  for  collecting 
and  analyzing  data.  Thus,  results  in  each  study 
will  be  comparable.  In  addition  to  comprehensive 
data  on  food  intake  of  the  household  as  a unit, 
plus  individual  records  on  the  24-hour  recall  of  se- 
lected individuals,  all  family  members  will  have  a 
physical  examination,  a dental  examination,  selected 
anthropometric  measurements  made,  and  a medical 
history  recorded.  Members  of  selected  families  will 
have  laboratory  work  done  (blood  and  urine)  for 
hematological  and  biochemical  analyses,  measure- 
ments and  wrist  X-Rays  made  to  determine  bone 
density. 

The  Kentucky  State  Department  of  Health  and 
the  Nutrition  Program,  U.S.  Public  Health  Service, 
with  guidance  from  advisory  committees  and  other 
experts,  will  serve  as  coordinators  of  the  survey. 

Cooperation  of  local  communities  is  very  impor- 
tant. Before  the  survey  team  arrives  in  a community 
which  has  been  selected  for  study,  and  while  they 
are  there,  local  support  is  needed.  Publicity  of  the 
type  most  appropriate  for  each  area  is  needed  to  let 
the  people  know  about  the  survey.  Most  important  of 
all,  people  need  to  be  motivated  to  be  willing  to 
participate  in  the  study. 

Assistance  of  the  local  health  department  staff  will 
be  needed  at  the  time  of  the  survey  to  give  local  iden- 
tity to  the  study.  The  superintendent  of  schools  in 
the  area  will  be  informed  about  the  survey  and  urged 
to  cooperate  as  will  the  members  of  the  local  Board 
of  Health,  Medical  Society,  Welfare,  Extension, 
and  Community  Action  offices  and  others  who 
would  have  an  interest. 

After  Kentucky  was  selected  to  take  part  in  the 
study,  statistical  methods  were  used  to  select  coun- 
ties which  are  to  be  included.  Twenty-one  counties 
have  been  given  this  opportunity.  Selection  of  census 
enumeration  districts  within  counties  and  household 
units  within  these  districts  will  be  based  on  a prob- 
ability sample.  Counties  to  be  included  are:  Allen, 
Bath,  Bell,  Bourbon,  Breathitt.  Caldwell,  Clinton, 
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Crittenden.  Daviess,  Fayette,  Floyd,  Grayson,  Hop- 
kins, Jefferson,  Kenton,  Knott,  Madison,  Menifee, 
Perry,  Pulaski  and  Wayne.  There  will  be  62  enumer- 
ation districts  involved,  with  20  households  in  each 
enumeration  district,  which  would  indicate  a total  of 
1,240  households  or  about  6,000  Kentuckians  in  all. 

In  addition  to  information  recorded  on  members  of 
selected  households  during  the  survey,  general  des- 
criptive information  will  be  collected  to  help  char- 
acterize communities  in  which  these  people  live. 
Other  general  information  is  desirable  such  as:  (1) 
availability  of  health  care  facilities,  (2)  variety  and 
cost  of  foods  available  in  the  area.  (3)  numbers  of 
children  who  eat  the  school  lunch.  (4)  availability 
and  acceptance  of  donated  foods  or  food  stamps. 
(5)  community  income  level,  (6)  unemployment 
rate,  (7)  availability  of  jobs,  and  (8)  number  of 
mothers  working  outside  the  home  with  possible  ef- 
fects on  family  eating  patterns. 

Plans  are  being  formulated  for  the  survey  to  begin 
by  November  1,  1968. 

How  may  survey  results  be  used?  If  malnutri- 
tion is  prevalent  and  factors  contributing  to  malnu- 
trition can  be  identified,  then  recommendations  can 
be  developed  for  programs  to  overcome  and  prevent 
these  problems.  The  results  of  the  survey  will  be  of 
major  interest  to  many  state  and  local  agencies  such 
as  the  health  department,  extension  service.  Depart- 
ment of  Education,  Welfare  Department,  Department 
of  Agriculture,  colleges  and  universities,  medical 
and  dental  schools,  research  units,  state  and  local 
units  of  government,  medical  and  paramedical 
groups,  O.E.O.  programs,  and  other  state  and  local 
organizations.  The  use  that  these  people  make  of  the 
results  of  the  survey  will  determine  its  success. 

Malnutrition  leads  to  deterioration  of  physical  fit- 
ness and  mental  deficiency,  to  emotional  and  person- 
ality disturbances  and  to  reduction  in  capacity  to 
perform  work.  Nutrition  plays  a vital  role  in  the 
health  of  all.  If  the  problems  of  malnutrition  in 
Kentucky  can  be  identified  and  corrective  programs 
negotiated,  all  of  Kentucky  will  benefit. 


ALL  SPECIALTIES  NEEDED  for 
hospital  based  group  practice,  90  bed 
JCAH  hospital,  county  population 
50,000,  diversified  industries,  good- 
schools,  housing  available,  hunting 
and  fishing.  Apply  Murphy  Medical 
Center  Inc.  Box  89  Warsaw  Indiana 
46580.  Call  collect  Mrs.  S.  C.  Murphy, 
Adm.  219-267-3121,  Extension  63. 


One  by  one 
the  family’s  downed 
Because  the 
G.I.  bug’s  around 

Parepectolin  for  quick  relief  of  acute  diarrhea 
. . . soothes  colicky  pain  with  paregoric* 

. . . consolidates  fluid  stools  with  pectin 
. . . adsorbs  irritants  with  kaolin, 
and  protects  intestinal  mucosa 


Whether  it’s  a 24-hour  “bug”,  a food  problem, 
or  simply  nervousness  and  anxiety,  Parepectolin 
will  bring  the  diarrhea  under  control  until  etiol- 
ogy can  be  determined.  In  some  cases,  Parepec- 
tolin may  be  all  the  therapy  necessary. 


Parepectolin 


Each  fluid  ounce  of  creamy  white  suspension  contains: 

*Paregoric  (equivalent)  (1.0  dram)  3.7  ml. 

Contains  opium  (14  grain)  15  mg.  per  fluid 
ounce. 

warning:  may  be  habit  forming 

Pectin (2V2  grains)  162  mg. 

Kaolin  (specially  purified)  ....  (85  grains)  5.5  Gm. 
(alcohol  0.69%) 

Usual  Adult  Dose:  One  or  two  tablespoonfuls  three 
times  daily. 

Usual  Children’s  Dose:  One  or  two  teaspoonfuls  three 
times  daily. 


WILLIAM  H.  RORER,  INC. 

Fort  Washington,  Pa. 
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Continuing  Educational  Opportunities 

From  The 

KMA  Postgraduate  Medical  Education  Office 


IN  KENTUCKY 

NOVEMBER 

12- 13  “Small-for-Date  Infant  Symposium,”  depart- 

ment of  pediatrics,  University  of  Louisville 
School  of  Medicine,  Stouffer's  Inn,  Louisville 

13- 16  “Initial  Emergency  Care  and  Transportation 

of  the  Sick  and  Injured,”  3-1/2  day  course. 
University  of  Kentucky,  Lexington 

DECEMBER 

5 Eleventh  Annual  Norton  Seminar,  Norton 
Memorial  Infirmary,  Louisville 


IN  SURROUNDING  STATES 


NOVEMBER 

11-15  American  Public  Health  Association  Annual 
Meeting,  Cobo  Hall,  Detroit,  Mich. 

18-21  Southern  Medical  Association  Annual  Meet- 
ing, New  Orleans,  La. 


DECEMBER 

1-4  American  Medical  Association,  Annual  Clin- 
ical Convention,  Miami  Beach,  Fla. 

9- 1 1 Southern  Surgical  Association  Meeting,  Boca 
Raton  Hotel,  Boca  Raton,  Fla. 


JANUARY 

12-17  Society  of  Cryosurgery  Annual  Meeting,  Hil- 
ton Plaza,  Miami  Beach,  Fla. 

15-16  Cleveland  Clinic  Educational  Foundation 
Postgraduate  Course,  “Surgical  Problems  of 
the  Liver,  Biliary  System,  Pancreas  and 
Spleen,”  Cleveland,  Ohio 

20-21  Cleveland  Clinic  Educational  Foundation 
Postgraduate  Course,  “Cardiovascular  and 
Renal  Clinical  Pharmacology,”  Cleveland, 
Ohio 

20-Feb.  28  Six-Week  Seminar,  “Educational  Science 
for  Medical  Teachers,”  Division  of  Regional 
Medical  Programs,  Dept,  of  HEW,  Univer- 
sity of  Illinois  College  of  Medicine,  Chicago, 
111. 


SEND  IN  MEETING  INFORMATION 

Many  medical  organizations  are  setting  dates  for 
their  winter  and  spring  meetings.  At  the  same  time 
they  are  choosing  the  topics  to  be  discussed,  ar- 
ranging for  speakers  and  planning  programs. 

The  Continuing  Medical  Education  office  of  the 
Kentucky  Medical  Association  would  like  to  urge 
these  societies  and  organizations  to  notify  this  of- 
fice of  these  dates  and  topics  so  they  can  be  added 
to  the  “Continuing  Education  Opportunities”  cal- 
endar in  The  Journal.  In  this  way  conflicts  in  dates 
can  be  avoided  and  a wider  audience  can  be  in- 
formed of  these  upcoming  meetings. 

Please  send  such  information,  when  available, 
to  the  KMA  Continuing  Medical  Education  Office, 
3532  Janet  Avenue,  Louisville,  Ky.  40205. 
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A once-popular  treatment  for  back  pains 
was  to  have  the  seventh  son  of  a seventh  son 
stand  or  walk  on  the  patient's  back. 


For  headache,  a sovereign  remedy  was 
to  wear  a snakeskin  round  one's  head. 


The  pain  of  earache  was  allegedly  relieved 
by  holding  a hot  roasted  onion  to  the  ear. 


A realistic 
approach 
to  pain 
relief 


Empirin’* 

Compound  with  Codeine 
Phosphate  gr.  1/2  No.  3 


•W.  & Co.'  narcotic  products  are 

lass  "B",  and  as  such  are  available  on  oral 

escription,  where  State  law  permits. 


1^  BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC. 
liickahoe,  N.Y. 


dch  tablet  contains: 

lodeine  Phosphate  gr.  1/2  (Warning— 

4ay  be  habit  forming),  Phenacetin  gr.  2 1 / 2, 
ispirin  gr.  3 1 / 2,  Caffeine  gr.  1 / 2. 

keeps  the  promise 
»f  pain  relief 


Muscle  in  Spasr] 


and  Valium  (diazepam) 


The  ability  of  Valium  to  help  relieve  skeletal  muscle  spasm— 
as  well  as  psychic  tension— demonstrates  its  clinical  value  and 
versatility. 

The  muscle-relaxant  effect  obtained  with  Valium,  used  ad- 
junctively  with  other  drugs  or  physiotherapy,  favorably 
affects  the  entire  cluster  of  spasm-related  symptoms  . . . helps 
accelerate  return  to  normal  activity. 

When  skeletal  muscle  spasm  and  psychic  tension  coexist,  the 
calming  effect  of  Valium  is  an  added  therapeutic  benefit  that 
contributes  to  the  total  management  of  the  patient. 

Before  prescribing,  please  consult  complete  product  information,  a summary  of 
which  follows: 

Indications:  Tension  and  anxiety  states;  somatic  complaints  which  are  concomi- 
tants of  emotional  factors;  psychoneurotic  states  manifested  by  tension,  anxiety, 
apprehension,  fatigue,  depressive  symptoms  or  agitation;  acute  agitation,  tremor, 
delirium  tremens  and  hallucinosis  due  to  acute  alcohol  withdrawal;  adjunctively  in 
skeletal  muscle  spasm  due  to  reflex  spasm  to  local  pathology,  spasticity  caused  by 
upper  motor  neuron  disorders,  athetosis,  stiff-man  syndrome,  convulsive  disorders 
(not  for  sole  therapy). 

Contraindicated:  Known  hypersensitivity  to  the  drug.  Children  under  6 months 
of  age.  Acute  narrow  angle  glaucoma. 

Warnings:  Not  of  value  in  psychotic  patients.  Caution  against  hazardous  occupa- 
tions requiring  complete  mental  alertness.  When  used  adjunctively  in  convulsive 
disorders,  possibility  of  increase  in  frequency  and/or  severity  of  grand  mal  seizures 
may  require  increased  dosage  of  standard  anticonvulsant  medication;  abrupt  with- 
drawal may  be  associated  with  temporary  increase  in  frequency  and/or  severity  of 
seizures.  Advise  against  simultaneous  ingestion  of  alcohol  and  other  CNS  depres- 
sants. Withdrawal  symptoms  have  occurred  following  abrupt  discontinuance.  Keep 
addiction-prone  individuals  under  careful  surveillance  because  of  their  predisposi- 
tion to  habituation  and  dependence.  In  pregnancy,  lactation  or  women  of  child- 
bearing age,  weigh  potential  benefit  against  possible  hazard. 

Precautions:  If  combined  with  other  psychotropics  or  anticonvulsants,  consider 
carefully  pharmacology  of  agents  employed.  Usual  precautions  indicated  in  patients 
severely  depressed,  or  with  latent  depression,  or  with  suicidal  tendencies.  Observe 
usual  precautions  in  impaired  renal  or  hepatic  function.  Limit  dosage  to  smallest 
effective  amount  in  elderly  and  debilitated  to  preclude  ataxia  or  oversedation. 

Side  Effects:  Drowsiness,  confusion,  diplopia,  hypotension,  changes  in  libido, 

nausea,  fatigue,  depression,  dysarthria,  jaundice,  skin  rash,  ataxia,  constipation, 
headache,  incontinence,  changes  in  salivation,  slurred  speech,  tremor,  vertigo,  uri- 
nary retention,  blurred  vision.  Paradoxical  reactions  such  as  acute  hyperexcited 
states,  anxiety,  hallucinations,  increased  muscle  spasticity,  insomnia,  rage,  sleep 
disturbances,  stimulation,  have  been  reported;  should  these  occur,  discontinue  drug. 
Isolated  reports  of  neutropenia,  jaundice;  periodic  blood  counts  and  liver  function 
tests  advisable  during  long-term  therapy. 


Valium  (diazepam) 

2-mg,  5-mg,  10-mg  tablets 


Roche® 

LABORATORIES 


Division  of  Hoffmann-La  Roche  Inc. 
Nuiley.  New  Jersey  07110 


0909'AH 


Just  one  50  or  TOO  | 
tablet  in  the  mornij 
can  work  a long 
diuretic  day  in  edeo 
and  hypertension. 


Aygroton'  can  work  a long  day  too 

ilorthalidone 


3t's  because  of  its  prolonged 
ion,  which  usually  provides 
ooth  diuretic  activity 
oughout  the  day.  And 
9-a-day  dosage  means  few 
n )lets  to  take  and  few  tablets 
1 Day  for  in  the  long  run. 


Hygroton,  brand  of  chlorthali- 
done, may  mean  troublesome 
side  effects  for  certain  patients. 
And  you  can't  prescribe  it  in 
cases  of  demonstrated  hyper- 
sensitivity to  the  drug  or  in 
severe  renal  or  hepatic  diseases. 


Before  writing  it  for  your 
patients,  please  check  the 
Prescribing  Information.  It's 
summarized  on  the  next  page. 


Ilygroton 

( ilorthalidone  in  edema  and  hypertension  Geigy 
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Indications:  Hypertension  and  many 
types  of  edema  involving  retention  of 
salt  and  water. 

Contraindications:  Hypersensitivity 
and  most  cases  of  severe  renal  or 
hepatic  diseases. 

Warning:  With  the  administration  of 
enteric-coated  potassium  supplements, 
which  should  be  used  only  when  ade- 
quate dietary  supplementation  is  not 
practical,  the  possibility  of  small-bowel 
lesions  (obstruction,  hemorrhage,  and 
perforation)  should  be  kept  in  mind. 
Surgery  for  these  lesions  has  been 
required  frequently  and  deaths  have 
occurred.  Discontinue  enteric-coated 
potassium  supplements  immediately  if 
abdominal  pain,  distention,  nausea, 
vomiting,  or  gastrointestinal  bleeding 
occur. 

Use  with  caution  in  pregnant  women 
and  nursing  mothers  since  the  drug 
may  cross  the  placental  barrier  and 
appear  in  cord  blood  and  since  thia- 
zides may  appear  in  breast  milk. The 
drug  may  result  in  fetal  or  neonatal 
jaundice,  thrombocytopenia,  and  pos- 
sibly other  adverse  reactions  which 
have  occurred  in  the  adult.  When  used 
in  women  ofchildbearing  age,  balance 
benefits  of  drug  against  possible  haz- 
ards to  fetus. 


Precautions:  Antihypertensive  therapy 
with  this  drug  should  always  be  initi- 
ated cautiously  in  postsympathectomy 
patients  and  in  patients  receiving 
ganglionic  blocking  agents,  other 
potent  antihypertensive  drugs  or 
curare.  Reduce  dosage  of  concomitant 
antihyperterisive  agents  by  at  least 
one-half.  Because  of  the  possibility  of 
progression  of  renal  damage,  periodic 
determination  of  the  BUN  is  indicated. 
Discontinue  if  the  BUN  rises  or  liver 
dysfunction  is  aggravated.  Hepatic 
coma  may  be  precipitated. 

Electrolyte  imbalance,  sodium  and/or 
potassium  depletion  may  occur.  If 
potassium  depletion  should  occur  dur- 
ing therapy,  the  drug  should  be  dis- 
continued and  potassium  supplements 
given,  provided  the  patient  does  not 
have  marked  oliguria. 

Take  special  care  in  cirrhosis  or  severe 
ischemic  heart  disease  and  in  patients 
receiving  corticosteroids,  ACTH,  or 
digitalis.  Salt  restriction  is  not 
recommended. 

Adverse  Reactions:  Nausea,  gastric 
irritation,  vomiting,  anorexia,  consti- 
pation and  cramping,  dizziness,  weak- 
ness, restlessness,  hyperglycemia, 
glycosuria,  hyperuricemia,  headache, 
muscle  cramps,  orthostatic  hypoten- 


sion, which  may  be  potentiated  wh  i 
chlorthalidone  is  combined  with  ba 
biturates,  narcotics  or  alcohol,  apic 
anemia,  leukopenia,  thrombocyto- 
penia, agranulocytosis,  impotence, 
dysuria,  transient  myopia,  skin  rasi* 
urticaria,  purpura,  necrotizing  angi  ^ 
acute  gout,  and  pancreatitis  when 
epigastric  pain  or  unexplained  G.l.' 
symptoms  develop  after  prolonged 
administration.  Other  reactions  re- 
ported with  this  class  of  compound: 
include:  jaundice,  xanthopsia,  pare 
thesia,  and  photosensitization. 
Average  Dosage:  50  or  100  mg.  wit 
breakfast  daily  or  100  mg.  every  otl' 
day. 

Availability:  White,  single-scored  tc  - 
lets  of  100  mg.  and  aqua  tablets  of : ' 
mg.,  in  bottles  of  100  and  1000. 
(B)46-230-E 

For  full  details,  please  see  the 
complete  prescribing  information. 


Geigy  Pharmaceuticals 
Division  of 

Geigy  Chemical  Corporation 
Ardsley,  New  York  10502 


This  penicillin  produces  high,  fast  levels— orally. 
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Pen-Vee®  K is  usually  so  rapidly  and  com- 
pletely absorbed  that  therapeutic  penicillin 
levels  are  attained  within  15  to  30  minutes. 
Thus  it  can  often  obviate  the  need  for  peni- 
cillin injections.  The  higher  serum  levels 
produced  generally  last  longer  than  with  those 
of  oral  penicillin  G. 

Indications:  Infections  susceptible  to  oral  penicillin  G;  prophylaxis 
and  treatment  of  streptococcal  infections ; treatment  of  pneumococcal, 
gonococcal,  and  susceptible  staphylococcal  infections;  prophylaxis  of 
rheumatic  fever  in  patients  with  a previous  history  of  the  disease. 
Contraindications:  Infections  caused  by  nonsusceptible  organisms; 
history  of  penicillin  sensitivity. 

Warnings:  Acute  anaphylaxis  (may  prove  fatal  unless  promptly  con- 
trolled) is  rare  but  more  frequent  in  patients  with  previous  penicillin 
sensitivity , bronchial  asthma  or  other  allergies.  Resuscitative  (epineph- 
rine, aminophylline,  pressor  amines)  and  supportive  (antihista- 
mines, methylprednisolone  sodium  succinate)  drugs  should  be 
readily  available.  Other  rare  hypersensitivity  reactions  include 
nephropathy,  hemolytic  anemia,  leucopenia  and  thrombocytopenia. 


In  suspected  hypersensitivity,  evaluation  of  renal  and  hematopoietic 
systems  is  recommended. 

Precautions:  In  suspected  staphylococcal  infections,  perform  proper 
laboratory  studies  including  sensitivity  tests.  If  overgrowth  of 
nonsusceptible  organisms  occurs  (constant  observation  is  essential), 
discontinue  penicillin  and  take  appropriate  measures.  Whenever 
allergic  reactions  occur,  withdraw  penicillin  unless  condition  being 
treated  is  considered  life  threatening  and  amenable  only  to  penicillin. 
Penicillin  may  delay  or  prevent  appearance  of  primary  syphilitic 
lesions.  Gonorrhea  patients  suspected  of  concurrent  syphilis  should 
be  tested  serologically  for  at  least  3 months.  When  lesions  of  primary 
syphilis  are  suspected,  dark-field  examination  should  precede  use  of 
penicillin.  Treat  beta-hemolytic  streptococcal  infections  with  full 
therapeutic  dosage  for  at  least  10  days  to  prevent  rheumatic  fever 
or  glomerulonephritis.  In  staphylococcal  infections,  perform  surgery 
as  indicated. 

Adverse  Reactions:  (Penicillin  has  significant  index  of  sensitiza- 
tion); Skin  rashes,  ranging  from  maculopapular  eruptions  to  exfolia- 
tive dermatitis:  urticaria;  serum  sickness-like  reactions,  including 
chills,  fever,  edema,  arthralgia  and  prostration.  Severe  and  often  fatal 
anaphylaxis  has  been  reported  (see  "Warnings”). 

Composition:  Tablets— 125  mg.  (200,000  units),  250  mg.  (400,000 
units),  500  mg.  (800,000  units):  Liquid— 125  mg.  (200,000  units)  and 
250  mg.  (400,000  units)  per  5 cc. 

Wyeth  Laboratories  Philadelphia,  Pa. 


°«ALpEN.VEE®K 

(potassium  phenoxymethyl  penicillin) 


From  the  files  of  the 


I 

COMMITTEE  FOR  THE 

STUDY  OF  MATERNAL  MORTALITY 


CASE  7-67.  This  26-year-old,  married,  white 
gravida  5,  para  2,  ab  2,  had  an  uncomplicated 
pregnancy  under  the  supervision  of  a private 
physician.  She  was  Rh  positive  and  the  VDRL  was 
nonreactive.  Her  expected  delivery  date  was  May  17, 
1967,  and  labor  began  spontaneously  on  that  day. 

On  admission  at  1:20  a.m.  on  May  17,  1967,  her 
blood  pressure  was  180/110  and  she  complained  of 
severe  headache.  The  fetal  heart  beat  was  of  good 
quality  in  the  left  lower  quadrant  and  was  counted 
at  140/minute.  She  received  100  mg  of  Demerol 
15  minutes  before  delivery,  and  had  local  anesthesia 
plus  nitrous  oxide  for  spontaneous  delivery  of  a six 
pound,  two  ounce  male  infant  who  cried  spontaneous- 
ly at  1:45  a.m.  She  was  in  the  hospital  about  30 
minutes  before  she  delivered. 

After  delivery  she  still  complained  of  the  headache, 
and  also  of  substernal  pain.  She  was  given  10  cc 
of  50  percent  magnesium  sulfate  intramuscularly.  A 
consultant  was  called  and  his  examination  report 
described  a somewhat  disoriented  patient  whose 
blood  pressure  was  220/140,  pulse  120,  respirations 
20,  and  temperature  99°.  The  pupils  were  round 
and  equal,  and  responded  to  light  and  accommoda- 
tion. Funduscopic  examination  showed  clear  discs 
with  no  arteriolar  spasm.  The  lungs  were  clear,  and 
the  heart  showed  a regular  sinus  rhythm.  The  im- 
pression was  acute  toxemia  of  pregnancy.  An  elec- 
trocardiogram was  obtained  and  was  normal. 

The  patient  received  20  mg  of  Apresoline  intra- 
muscularly at  2 a.m.,  together  with  100  mg 

Hydrodiuril  orally,  and  Sodium  luminal  gr  i,  re- 
peated in  30  minutes.  Her  blood  pressure  was 
checked  every  15  minutes.  A Foley  catheter  was 
inserted  in  the  bladder  and  the  output  checked  at 
5 a.m.;  by  then,  350  cc  of  bloody  urine  had  been 
collected.  During  the  next  hour,  50  cc  more  were 
collected.  Her  blood  pressure  ranged  around  160/110, 
pulse  88;  however,  she  continued  to  complain  of  a 
severe  headache.  She  received  10  mg  of  Apresoline 
intramuscularly  again  at  5:45,  6:35  and  7:45  a.m. 
In  spite  of  the  therapy  she  convulsed  at  8 a.m.  for 
approximately  two  minutes.  She  received  1/8  gr. 
Morphine  at  8:45  a.m.,  10  mg  Apresoline  again  at 
9:10  and  Serpasil  1 mg  at  10:20. 

She  was  given  oxygen  by  mask  and  had  a urine 
output  of  about  20  cc  per  hour,  but  her  condition 


was  described  as  extremely  poor  when  she  was 
transferred  by  ambulance  to  another  hospital  at 
2 p.m.  Her  blood  pressure  at  this  time  was  210/118. 
Her  total  serum  uric  acid  was  12  mg%.  She  had 
4+  albuminuria  on  admission,  and  15-20  RBC. 

She  was  admitted  to  the  intensive  care  unit  of  the 
second  hospital  where  an  artificial  kidney  was  avail- 
able for  use  if  her  condition  improved.  She  was 
given  oxygen,  Dilantin,  100  mg  intravenously  every 
six  hours  or  as  necessary  to  control  seizures,  and 
large  doses  of  Solu-cortef,  Ringers  lactate,  and 
intravenous  fluids.  After  the  results  of  the  venous 
pH  were  obtained,  an  intravenous  bicarbonate  in- 
fusion was  given. 

Laboratory  data  included  the  following:  hemo- 
globin 14.2  gm,  hematocrit  43,  WBC  18,200  with 
a marked  shift  to  the  left.  The  urine  appeared 
black  with  specific  gravity  1.004,  and  pH  5,  2 + 
protein,  40-50  red  blood  cells  per  high  power  field. 
The  blood  urea  nitrogen  was  26mg%.  Electrolytes 
were  w'thin  normal  limits  except  for  a carbon 
dioxide  of  13.0  mEq/L.  Total  bilirubin  was  17.7 
mg%,  6.1  direct.  Fibrinogen  was  260  mg%.  Pro- 
thrombin time  was  24.4/12.2  seconds.  The  indirect 
and  direct  Coombs  test  were  negative. 

She  had  another  grand  mal  seizure  at  8:30  p.m. 
and  again  at  9:15  p.m.,  followed  by  a more  severe 
and  longer  seizure  at  10:30  p.m.  Following  this  the 
pupils  were  dilated  and  fixed,  and  the  patient  was 
pronounced  dead. 

There  was  no  autopsy. 

Comments 

The  Committee  classified  this  as  a direct  obstetric 
death  with  preventable  factors  on  the  part  of  the 
physician.  The  Committee  commented  that  the  treat- 
ment of  the  convulsive  toxemia  consisted  of  virtually 
homeopathic  doses  of  the  medications  chosen,  and 
that  transfer  of  the  patient  to  another  hospital  during 
the  acute  convulsive  phase  was  possibly  ill-advised, 
as  these  patients  do  not  tolerate  such  stimuli  well. 
Toxemia  continues  to  represent  an  important  cause 
of  maternal  death,  and  the  principles  involved  in  its 
management  should  be  well  understood  by  all 
physicians  who  treat  toxemia  patients. 
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.but  his  other  symptoms: 
functional  somatic  complaints,  anxiety, 
insomnia,  anorexia,  feelings  of  guilt 
strongly  suggest 
an  underlying  depression. 


when  the  diagnosis  is  depression 

ELAVIE^"' 

(AMITRIPTYLINE  HCIlMSD) 

Indications:  Mental  depression  and  mild  anxiety  accompany- 
ing depression. 

Contraindications:  Glaucoma  and  predisposition  to  urinary  re- 
tention. Not  recommended  in  pregnancy. 

Precautions  and  Side  Effects:  Drowsiness  may  occur  within  the 
first  few  days  of  therapy.  Patients  should  be  warned  against 
driving  a car  or  operating  machinery  or  appliances  requiring 
alert  attention.  When  depression  is  accompanied  by  anxiety 
or  agitation  too  severe  to  be  controlled  by  ELAVIL  HCI  alone, 
a phenothiazine  tranquilizer  may  be  given  concomitantly. 
Suicide  is  always  a possibility  in  mental  depression  and  may 
remain  until  significant  remission  occurs.  Supervise  patients 
closely  in  case  they  may  require  hospitalization  or  concomitant 
electroshock  therapy.  Untoward  reactions  have  been  reported 
after  the  combined  use  of  antidepressant  agents  having 
varying  modes  of  activity.  Accordingly,  consider  possibility 
of  potentiation  in  combined  use  of  antidepressants.  Mono- 
amine oxidase  inhibitor  drugs  may  potentiate  other  drugs  and 
such  potentiation  may  even  cause  death;  permit  at  least  two 
weeks  to  elapse  between  administration  of  two  agents;  in 
such  patients,  initiate  therapy  with  ELAVIL  HCI  cautiously  with 
gradual  increase  in  dosage  required  to  obtain  a satisfactory 
response.  Caution  patients  about  errors  of  judgment  due  to 
change  in  mood,  and  that  the  response  to  alcohol  may  be 
potentiated.  May  provoke  mania  or  hypomania  in  manic-de- 
pressive patients. 

Side  effects  include  drowsiness;  dizziness;  nausea;  excitement; 
hypotension;  fine  tremor;  jitteriness;  weakness;  headache; 
heartburn;  anorexia;  increased  perspiration;  incoordination; 
allergic-type  reactions  manifested  by  skin  rash,  swelling  of 
face  and  tongue,  itching;  numbness  and  tingling  of  limbs, 
including  peripheral  neuropathy;  activation  of  schizophrenia 
which  may  require  phenothiazine  tranquilizer  therapy;  epi- 
leptiform seizures  in  chronic  schizophrenics;  temporary  con- 
fusion, disturbed  concentration  or,  rarely,  transient  visual 
hallucinations  on  high  doses;  evidence  of  anticholinergic  ac- 
tivity, such  as  tachycardia,  dryness  of  the  mouth,  blurring  of 
vision,  urinary  retention,  constipation;  paralytic  ileus;  jaun- 
dice; agranulocytosis. 

Careful  observation  of  all  patients  is  recommended.  The  anti- 
depressant activity  may  be  evident  within  3 or  4 days  or 
may  take  as  long  as  30  days  to  develop  adequately,  and  lack 
of  response  sometimes  occurs.  Response  to  medication  will 
vary  according  to  severity  as  well  as  type  of  depression  pres- 
ent. Elderly  patients  and  adolescents  can  often  be  managed 
on  lower  dosage  levels. 

Supplied:  Tablets  ELAVIL  HCI,  containing  10  mg.,  25  mg.,  and 
50  mg.  amitriptyline  HCI,  bottles  of  100  and  1000;  Injection 
ELAVIL  HCI,  in  10-cc.  vials,  containing  per  cc.:  10  mg.  ami- 
triptyline HCI,  44  mg.  dextrose,  1.5  mg.  methylparaben,  and 
0.2  mg.  propylparaben. 

For  more  detailed  information,  consult  your  Merck  Sharp  & 
Dohme  representative  or  see  the  package  circular. 

^ MERCK  SHARP  & DOHME  Division  of  Merck  & Co  Inc  West  Ftomt  Pa  19486 

WHERE  today’s  THEORY  IS  TOMORROWS  THERAPY 
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Nothing  else  Vve  tried  seems  to  work,  so  I decided  to  give  you  a crack  at  it. 
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I Some  U.R.I.  patients  are  more 
miserable  than  others. 

I 

I 

I That's  why  we  make  Novahistine® 
tablets  in  two  different  formulations. 

I And  let  you  control  the  dosage. 


With  Novahistine  LP  tablets  and  Novahistine  Singlet 
tablets  you  have  the  range  and  flexibility  of  decongestant 
dosage  that  lets  you  prescribe  for  the  needs  of  the 
individual  patient. 

Novahistine  LP  tablets  are  most  useful  for  relief  of 
nasal  congestion  in  patients  without  pain  or  fever. 
Novahistine  Singlet  tablets,  which  provide  analgesic- 
antipyretic  effect,  as  well  as  decongestant  action,  are 
indicated  for  upper  respiratory  infections  accompanied 
by  pain,  aches  and  fever. 

Whether  you  prescribe  Novahistine  LP  or  Novahistine 
Singlet,  a total  daily  dose  of  3 or  4 tablets  will  usually 
provide  effective,  continuous  relief. 

Use  cautiously  in  patients  with  severe  hypertension, 
diabetes  mellitus,  hyperthyroidism  or  urinary  retention. 
Caution  ambulatory  patients  that  drowsiness  may  result. 


Each  Novahistine  LP  tablet  contains  phenylephrine  hydrochloride,  25  mg  ; and 
chlorpheniramine  maleate,  4 mg. 


Each  Novahistine  Singlet  tablet  contains  phenylephrine  hydrochloride,  40  mg  , 
chlorpheniramine  maleate.  8 mg  ; and  acetaminophen,  500  mg, 


PITMAN 


■MOORE  DIVISION  OF  THE  DOW  CHEMICAL  COMPANY.  INDIANAPOLIS 
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It’s  almost  as  if  you  were  there  to 
give  an  injection  of  penicillin 


V-Cillin  Pediatric  dependable  oral  penicillin  therapy 


I, 


! 


Potassium  Phenoxymethyi  Penicillin 

Description;  V-Cillin  K,  the  potassium  salt  of  V-Cillin®  (phe- 
noxymethyi penicillin,  Lilly),  combines  acid  stability  with  immedi- 
ate solubility  and  rapid  absorption.  Higher,  more  rapid  serum 
levels  are  obtained  than  with  equal  oral  doses  of  penicillin  G. 
Indications;  Streptococcus,  pneumococcus,  and  gonococcus  in- 
fections; infections  caused  by  sensitive  strains  of  staphylococci: 
prophylaxis  of  streptococcus  infections  in  patients  with  a history 
of  rheumatic  fever;  and  prevention  of  bacterial  endocarditis  after 
tonsillectomy  and  tooth  extraction  in  patients  with  a history  of 
rheumatic  fever  or  congenital  heart  disease. 

Contraindication;  Penicillin  hypersensitivity. 

Warnings;  In  rare  instances,  penicillin  may  cause  acute  anaphy- 
laxis which  may  prove  fatal  unless  promptly  controlled.  This  type 
of  reaction  appears  more  frequently  in  patients  with  a history  of 
sensitivity  reactions  to  penicillin  or  with  bronchial  asthma  or 
other  allergies.  Resuscitative  drugs  should  be  readily  available. 
These  include  epinephrine  and  pressor  drugs  (as  well  as  oxygen 
for  inhalation)  for  immediate  allergic  manifestations  and  anti- 
histamines and  corticosteroids  for  delayed  effects. 

Precautions;  Use  cautiously,  if  at  all,  in  a patient  with  a strongly 
positive  history  of  allergy. 

In  prolonged  therapy  with  penicillin,  and  particularly  with  high 
parenteral  dosage  schedules,  frequent  evaluation  of  the  renal 
and  hematopoietic  systems  is  recommended. 

In  suspected  staphylococcus  infections,  proper  laboratory 
studies  (including  sensitivity  tests)  should  be  performed. 

The  use  of  penicillin  may  be  associated  with  the  overgrowth 
of  penicillin-insensitive  organisms.  In  such  cases,  discontinue 
administration  and  take  appropriate  measures. 


Adverse  Reactions;  Although  serious  allergic  reactions  are  much 
less  common  with  oral  penicillin  than  with  intramuscular  forms, 
manifestations  of  penicillin  allergy  may  occur. 

Penicillin  is  a substance  of  low  toxicity,  but  it  possesses  a sig- 
nificant index  of  sensitization.  The  following  hypersensitivity  re- 
actions have  been  reported:  skin  rashes  ranging  from  maculo- 
papular  eruptions  to  exfoliative  dermatitis;  urticaria;  and  reac- 
tions resembling  serum  sickness,  including  chills,  fever,  edema, 
arthralgia,  and  prostration.  Severe  and  often  fatal  anaphylaxis 
has  occurred  (see  Warnings).  Hemolytic  anemia,  leukopenia, 
thrombocytopenia,  and  nephropathy  are  rarely  observed  side- 
effects  and  are  usually  associated  with  high  parenteral  dosage. 


Administration  and  Dosage:  Usual  dosage  range,  125  mg. 
(200,000  units)  three  times  a day  to  500  mg.  (800,000  units)  every 
four  hours.  For  infants,  50  mg.  per  Kg.  per  day  divided  into  three 
doses. 

See  package  literature  for  detailed  dosage  instructions  for 
prophylaxis  of  streptococcus  infections,  surgery,  gonorrhea,  and 
severe  infections. 

How  Supplied:  Tablets  V-Cillin  K®  (Potassium  Phenoxymethyi 
Penicillin  Tablets.  U.S.P.).  125  mg.  (200,000  units),  250  mg. 
(400,000  units),  and  500  mg.  (800.000  units). 

V-Cillin  K®  (potassium  phenoxymethyi  penicillin,  Lilly),  Pedi- 
atric, for  Oral  Solution.  125  mg.  (200,000  units)  and  250  mg. 
(400,000  units)  per  5 cc.  of  solution  (approximately  one  tea- 
spoonful). to.  .■667a] 

Additional  information  available 
to  physicians  upon  request. 

Eli  Lilly  and  Company,  Indianapolis,  Indiana  46206 


800198 


The  Journal 


966 


November  1968  • 


OL  JOURNAL  of  ike 

.Kentiuic  ky  M eJical  A ssociaf  ion 

Issued  Monthly  Under  The  Direction  Of  The  Board  Of  Trustees 


VOLUME  66 


NOVEMBER,  1968 


No.  11 


Ampicillin-Induced  Rash  in  Infectious 
Mononucleosis 

William  R.  Gabbert,  M.D.  and  Anne  H.  Horwood.  M.D. 

Owensboro, 


The  remarkably  high  incidence  of  a 
I severe  characteristic  hypersensitivity  rash 

j in  cases  of  infectious  mononucleosis 

treated  with  ampicillin  makes  the  use  of 
ampicillin  contra-indicated  in  this  disease. 

IN  SPITE  of  the  viral  etiology  of  infectious 
mononucleosis,  antibiotic  therapy  has  com- 
monly been  employed  in  this  disease.  Such 
treatment  has  seemed  justified  on  an  empiri- 
cal basis  pending  establishment  of  a certain 
diagnosis;  on  the  basis  that  alpha  and  beta 
hemolytic  streptococci  have  been  cultured 
from  the  throats  of  infectious  mononucleosis 
; patients;  or  in  the  hope  that  such  treatment 

i might  somehow  shorten  the  course  of  the  ill- 

} ness. 

A remarkable  phenomenon  being  reported 
is  the  appearance  of  an  extremely  severe, 
alarming  and  unpleasant  skin  eruption  in 
many  infectious  mononucleosis  patients  who 
happen  to  receive  ampicillin.  The  authors  have 
1 encountered  two  such  cases. 

Case  I 

A 19-year-old  white  female  was  seen  on 
4/17/68  with  sore  throat  and  enlarged  tender 
anterior  cervical  lymph  nodes.  She  had  just 
returned  from  a two-month  tour  of  Italy, 
France  and  Germany.  A “Monosticon”  screen- 
ing test  for  infectious  mononucleosis  was  posi- 
tive and  a heterophile  antibody  titer  of  1:448 
was  present  which  remained  at  this  reading  un- 
til 7/12/68  when  lowered  to  1:112.  Atypical 
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lymphocytes  were  present  on  blood  smear. 
Ampicillin  250  mg.  four  times  a day  and 
vitamins  were  prescribed.  The  patient  de- 
veloped an  urticarial  eruption  on  4/23/68. 
seven  days  after  beginning  ampicillin,  and  the 
drug  was  discontinued  immediately.  On 
4/25/68,  the  eruption  became  purpuric  and 
morbilliform,  involved  the  entire  body,  and 
was  extremely  pruritic.  (Figures  1 and  2) 
Temperature  reached  105  °F.  orally.  Alpha 
streptococci  predominated  in  culture  of  a 
smear  taken  from  white  patch  on  pharyngeal 
mucous  membrane.  Treatment  with  methyl- 
prednisolone,  diphenhydramine  and  trisulfa- 
pyramidine  was  administered.  Symptoms  im- 
proved progressively.  The  rash  reached  its 
maximum  intensity  on  4/28/68,  subsiding 
gradually  thereafter.  By  5/4  '68  only  a faint 
blush  remained. 

Case  II 

A 12-year-old  white  female  on  a vacation 
trip  became  severely  ill  on  6^24/67  with 
chills,  fever,  headache,  sore  throat,  swollen 
tonsils  and  glands.  She  had  previously  en- 
joyed good  health  except  for  convulsive  sei- 
zures which  had  been  incompletely  controlled 
with  any  regimen.  She  was  receiving  mepho- 
barbital  (Mebaral),  primidone  (Mysoline) 
and  diphenylhydantoin  (Dilantin).  She  was 
examined  by  a physician  in  Chattanooga, 
Tenn.,  who  made  a diagnosis  of  infectious 
mononucleosis.  A test  for  heterophile  anti- 
bodies was  said  to  be  strongly  positive.  Upon 
her  arrival  at  home  on  6 ^27/67,  her  condi- 
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FIGURE  1 


FIGURE  2 

tion  was  considered  compatible  with  infec- 
tious mononucleosis.  A Wampole  “Mono-test” 
was  positive,  and  atypical  lymphocytes  were 
present  on  blood  smear.  The  heterophile  anti- 
body titer  was  1:1792  before  and  after  ab- 
sorbtion  with  horse  kidney  and  1 : 224  after 
absorbtion  with  beef  cells.  A throat  culture 
yielded  alpha-hemolytic  streptococci.  Pending 
the  outcome  of  throat  culture  and  other  lab- 
oratory studies,  the  patient  was  started  on  oral 
ampicillin,  250  mg.  three  times  a day.  A total 
of  12  capsules  was  ordered.  On  7/5/67,  11 
days  after  the  onset  of  her  illness,  and  seven 
days  after  beginning  ampicillin,  she  developed 
a severe,  generalized  morbilliform,  maculo- 
papular,  pruritic  eruption  involving  the  entire 
body,  including  the  palms  and  soles.  A drug 
eruption  was  suspected,  and  diphenylhydan- 
toin  was  blamed.  Both  this  and  primidone  were 
discontinued.  The  patient  was  hospitalized 
and  treated  with  prednisone.  Methdilazine  hy- 
drochloride (Tacaryl  hydrochloride)  was  pre- 
scribed for  itching.  The  rash  cleared  gradually 
during  the  next  two  weeks.  Mephobarbital  and 
phenobarbital  were  used  for  anticonvulsant 
therapy,  but  the  patient  suffered  four  grand 
mal  seizures  during  the  period.  After  the  rash 


had  faded,  methuximide  (Celontin)  was  in- 
troduced to  prevent  convulsions  successfully. 
In  retrospect,  it  appears  that  this  was  a case 
of  ampicillin-included  rash  in  infectious  mono- 
nucleosis. 


Discussion 

The  high  incidence  of  a peculiar  and  severe 
skin  eruption  in  infectious  mononucleosis  pa- 
tients who  receive  ampicillin  was  described  by 
PateP,  who  found  “a  characteristic  and  pruri- 
tic skin  rash”  in  100%  of  13  patients  so  treat- 
ed. Pullen,  Wright  and  Murdoch^,  reported 
the  phenomenon  in  18  of  19  patients  (95%) 
and  Brown  and  Kanwar^  in  20  of  29  (69%). 
All  of  these  authors  observed  that  the  use  of 
other  antibiotics  was  also  accompanied  by  a 
higher  incidence  of  rashes  than  that  which  oc- 
curred when  no  antibiotic  was  given.  (Table 
I) 

Patel’s  description  of  the  ampicillin-associat- 
ed  rash  applies  to  our  cases: 

“The  rash  began  as  copper-colored  mac- 
ules and  papules,  mainly  over  the  trunk,  and 
spread  subsequently  to  the  face  and  upper 
and  lower  extremities.  Most  patients  com- 
plained of  itching  on  the  second  day  and 
needed  symptomatic  treatment.  On  the  third 
and  fourth  day,  the  rash  became  genera- 
lized, covered  the  entire  body  (including  the 
palms  and  soles),  was  more  confluent  over 
exposed  areas  and  exposure  points,  and  was 
marked  over  extensor  surfaces.  At  this  stage, 
a faint  macular  rash  was  seen  on  palatal 
and  buccal  mucosa  in  some  patients.  Thus 
development  of  the  rash  was  predictable 
from  day  to  day.” 

Pullen  et.  al.  postulate  that  the  apparent  in- 
creased tendency  to  hypersensitivity  reactions 

TABLE  I 


# PATIENTS  % PATIENTS 

INFECTIOUS  ANTIBIOTIC  DEVELOPING 

AUTHOR  MONONUCLEOSIS  GIVEN  RASH 


Pafel 

1 1 
14 

13 

None 

Other  than 
Ampicillin 
Ampicillin 

9 

14 

100 

Pullen, 

63 

None 

16 

et  al 

102 

Other  than 

35 

19 

Ampicillin 

Ampicillin 

95 

Brown 

24 

None 

13 

and 

Kanwar 

97 

Other  than 

23 

29 

Ampicillin 

Ampicillin 

69 

f 


\ 


) 


I 


968 


November  1968  • The  Journal  o 


Atnpicillin-Induced  Rash — Gabbert  and  Hopwood 


in  infectious  mononucleosis  may  be  attribut- 
able to  blood  changes  peculiar  to  this  disease. 
These  include  the  excess  of  lymphocytes,  many 
of  them  atypical,  and  the  presence  of  abnor- 
/ mal  antibodies.  Lymphocytes  are  known  to  be 
involved  in  immunity  and  hypersensitivity,  and 
several  different  abnormal  antibodies  are 
known  to  appear  during  infectious  mononucleo- 
sis. 

The  empirical  use  of  antibiotics  for  infectious 
mononucleosis  is  due  for  reassessment.  The 
point  seems  well  taken  that  for  all  practi- 
cal purposes  the  only  acute  non-viral  throat 
infections  which  occur  are  due  to  penicillin- 
susceptible  organisms,  especially  the  beta- 
hemolytic  streptococci.  There  should  therefore 
be  no  indication  for  treating  sore  throats  with 
ampicillin,  whether  or  not  the  exact  etiology 
is  known.  If  infectious  mononucleosis  is  diag- 
nosed or  suspected,  ampicillin  would  appear  to 
be  contraindicated. 


Summary 

Two  cases  are  reported  of  an  alarming  and 
severe  rash  with  pyrexia  occurring  after  ad- 
ministration of  ampicillin  to  patients  with  in- 
fectious mononucleosis.  Three  reports  are 
cited  of  a similar  rash  occurring  in  69-100%  of 
infectious  mononucleoses  patients  others  have 
treated  with  ampicillin,  but  with  no  fatalities  to 
date^.  It  is  concluded  that  ampicillin  is  con- 
traindicated in  infectious  mononucleosis  so 
that  in  patients  with  sore  throats,  it  is  impera- 
tive to  exclude  this  eitology  before  instituting 
treatment. 
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The  Use  of  Diphenylhydantoin  Sodium  (Dilantin  ) 
In  the  Treatment  of  Cardiac  Arrhythmias! 

Lena  Capapas,  M.D.*,  Morris  M.  Weiss,  M.D.**  and 
Leonard  Leight,  M.D.*** 

Louisville,  Kentucky 


Experience  with  Diphenylhydantoin 
Sodium  (Dilantin)  in  the  treatment  of 
cardiac  arrhythmia  with  particular  em- 
phasis on  indications  and  contraindica- 
tions is  presented. 

Diphenylhydantoin  sodium  (Di- 

lantin'^U  is  currently  under  investiga- 
tion in  many  centers  as  an  agent  to  treat 
cardiac  arrhythmias.  Initial  enthusiasm  for  this 
drug  has  been  tempered  by  recent  studies 
which  tend  to  limit  its  clinical  effectiveness. 
It  is  the  purpose  of  this  paper  to  report  data  of 
our  experience  with  diphenylhydantoin  sodium 
(DPH)  in  the  treatment  of  cardiac  arrhy- 
thmias and  assess  its  therapeutic  value. 

A brief  historical  resume  of  studies  on  the 
mode  of  action  and  early  clinical  experience 
will  be  given.  A comprehensive  review  has  not 
been  written  because  recent  reviews  by  Mercer 
and  Osbourne^  Sparburg-,  and  Bray®,  have 
discussed  in  great  detail  mechanism  of  action, 
toxicity  and  clinical  experience  with  DPH. 

Materials  and  Methods 

Thirty-three  patients  (16  males  and  17  fe- 
males), ranging  in  age  from  24  to  86  years, 
with  supraventricular  and  ventricular  arrhy- 
thmias from  a variety  of  causes  were  studied. 
The  exact  number  of  arrhythmic  episodes  treated 
could  not  be  absolutely  determined  because 
seven  cases  received  maintenance  oral  therapy 
for  seven  days  or  longer  and  were  not  con- 

fSend  reprint  requests  to  Leonard  Leight,  M.D.,  234 
E.  Gray  St.,  Louisville,  Ky.,  40202 
*Fellow,  Missouri  and  St.  Louis  Heart  Association, 
at  University  of  Missouri,  Columbia,  Mo.  Formerly 
resident  in  medicine,  Jewish  Hospital,  Louisville 
**Co-Director,  Cardiovascular  Laboratory,  Jewish 
Hospital,  Instructor,  Medicine,  University  of  Louis- 
ville School  of  Medicine,  now  serving  as  Major, 
Medical  Corps,  McDonald  Army  Hospital,  Fort 
Fust  is,  Va. 

***Co-Director,  Cardiovascular  Laboratory,  Jewish 
Hospital  and  associate  professor  of  medicine.  Uni- 
versity of  Louisville  School  of  Medicine 


tinuously  monitored.  Three  patients  received  ! 

DPH  as  out-patients  only.  All  30  hospitalized  ' 
patients  were  admitted  to  the  Jewish  Hospi- 
tal for  cardiovascular  illnesses.  The  majority  of 
patients  were  treated  in  an  intensive  care  unit.  I 
All  hospitalized  patients  were  observed  with  | 
monitoring  equipment.  Three  cases  represent 
immediate  post-operative  arrhythmias.  There  ! 

were  no  cases  of  transient  arrhythmias  as- 
sociated with  induction  of  anesthesia,  during 
cardiac  catheterization  and  cardiac  surgery  or 
immediately  following  direct  current  cardio- 
version. 

DPH  was  given  in  the  diluent  supplied  by 
the  manufacturer  when  administered  intraven- 
ously. The  oral  and  intravenous  route  were  the 
commonest  methods  of  administration;  how- 
ever, intramuscular  and  rectal  means  were  uti- 
lized in  a few  cases.  The  intravenous  dosage 
ranged  from  150  mg.  to  500  mg.  but  the  major- 
ity of  the  patients  received  250  mg.  over  a 2-5 
minute  period.  The  daily  oral  dosage  varied 
from  300  mg.  to  800  mg.  in  divided  doses  with 
a varying  initial  dose.  The  duration  of  ad- 
ministration ranged  from  a single  dose  to  three 
months. 

Results 

Table  1 is  a summary  of  the  data  on  the  use 
of  DPH  in  the  33  cases  studied. 

Cases  #1-6  represent  the  episodes  of  ventric- 
ular tachycardia.  Cases  #7-15  represent  ven- 
tricular premature  contractions  most  of  which 
had  a ventricular  bigeminal  rhythm  throughout 
therapy  or  transiently  before  and  during  treat- 
ment. Cases  #16-33  represent  the  episodes  of 
supraventricular  arrhythmias.  These  18  cases 
consist  of:  atrial  tachycardia  (12  cases); 

atrial  fibrillation  (3  cases);  atrial  flutter  (2 
cases);  atrial  premature  contractions  (1  case). 

Twenty-seven  of  the  33  patients  were  re- 
ceiving digitalis  at  the  time  of  therapy  with 
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DPH.  Two  cases  were  thought  to  have  digitalis 
intoxication. 

Successful  conversion  of  arrhythmias  can  be 
claimed  in  11  of  33  cases  (33%). 

Only  one  of  the  six  ventricular  tachycardia 
cases  converted  to  normal  sinus  rhythm  and 
this  reverted  back  in  one  hour.  All  were  given 
f DPH  intravenously  with  a minimum  dose  of 
250  mgs.  These  six  cases  were  clinical  emer- 
gencies and  all  were  receiving  digitalis  at  the 
time  DPH  was  given. 

Of  the  nine  cases  of  ventricular  premature 
contractions,  four  (44%)  had  excellent  results 
which  can  be  attributed  to  DPH  alone.  In 
one  case  there  was  rapid  disappearance  of  the 
ventricular  premature  contractions  but  bige- 
miny  recurred  in  40  minutes  which  was  un- 
responsive to  DPH.  In  one  case,  quinidine  sul- 
fate, and  in  two  cases,  procaine  amide, 
were  given  before  the  complete  cessation  of 
premature  contractions  effected  by  DPH  so 
that  the  effective  control  of  these  three  ar- 
rhythmias cannot  be  attributed  to  DPH  alone. 
In  only  one  case  did  DPH  have  no  effect  at 
all.  Seventy-five  percent  of  the  digitalized  pa- 
tients with  premature  ventricular  contractions 
who  received  DPH  improved;  but  only  25% 
of  the  non-digitalized  cases  with  premature 
ventricular  contractions  showed  improvement. 

DPH  converted  28%  (5  to  18)  of  the  su- 
praventricular arrhythmias.  Eleven  of  the  12 
cases  of  atrial  tachycardia  were  receiving  digi- 
talis at  the  time  of  the  arrhythmia.  Three 
cases  of  atrial  tachycardia  occurred  during  an 
acute  myocardial  infarction  and  three  in  the 
immediate  postoperative  period  after  major 
surgical  procedures  (Cases  #17-19).  Eleven 
cases  of  atrial  tachycardia  were  receiving  dig- 
italis when  the  arrhythmia  occurred  and  three 
(27%)  responded  to  intravenous  DPH.  How- 
ever, one  of  the  three  recurred  in  a short  peri- 
od of  time  and  failed  to  respond  to  another 
dose  of  DPH.  One  of  two  cases  of  atrial  flutter 
converted  to  normal  sinus  rhythm.  One  case  of 
atrial  fibrillation  failed  to  respond  to  a single 
intravenous  dose  of  DPH.  In  the  second  case 
of  atrial  fibrillation  it  was  used  for  two  months 
post  direct  current  cardioversion.  Atrial  fibril- 
lation did  not  recur  but  an  atrial  bigeminal  rhy- 
thm was  recorded  while  on  DPH. 

In  four  cases  of  premature  atrial  contrac- 
tions, two  had  complete  cessation  of  the  ectopic 
impulses,  but  of  these  one  was  on  propanolol 


as  well.  One  case  had  fewer  atrial  premature 
contractions  and  one  had  no  response  at  all. 

Discussion 

Diphenylhydantoin  sodium  was  studied  as 
an  anticonvulsant  by  Putnam  and  Merritt^  in 
1937  after  evidence  that  conjugated  phenols 
were  responsible  for  the  motor  depression  of 
uremia’.  These  same  investigators  intro- 
duced DPH  in  1938  for  the  treatment  of  con- 
vulsive disorders  after  their  initial  laboratorj' 
trials*’.  By  1939  the  actions  of  this  drug  on  the 
cardiovascular  system  were  apparent‘s. 

Harris®  in  1948  showed  that  after  sudden 
occlusion  of  a coronary  artery,  ectopic  ventric- 
ular impulses  arise  from  a narrow  boundary 
zone  of  partially  ischemic  tissue.  Comparing 
this  finding  with  the  knowledge  that  epilepto- 
genic foci  originate  in  the  boundary  zone  in 
space  occupying  lesions  of  the  brain,  Harris 
and  Kohernat^  used  DPH  to  control  ventric- 
ular tachycardia  in  experimentally  induced 
myocardial  infarction  in  the  dog.  Subsequently 
a number  of  experimental  studies  showing  the 
effect  of  DPH  on  supraventricular  and  ven- 
tricular arrhythmias  were  performed,  with 
particular  emphasis  on  digitalis  induced  ar- 
rhythmias^®'^’. 

The  first  reported  clinical  use  of  DPH  as  an 
antiarrhythmic  agent  was  by  Nadas  et  al  in 
1951^®.  They  failed  to  convert  a ventricular 
tachycardia  in  a 5 -year-old  girl  with  a basal 
skull  fracture.  The  patient  did  not  have  under- 
lying heart  disease.  W.  A.  Leonard^^  in  1958  re- 
ported converting  a procaine  amide  refractory 
ventricular  tachycardia  with  intravenous 
DPH  in  a 42-year-old  male  with  an  acute 
myocardial  infarction.  These  two  papers  have 
been  followed  by  series  of  cases  regarding  the 
efficiency  of  DPH  as  an  antiarrhythmic  agent. 
These  have  been  completely  compiled  and 
summarized  by  Mercer  and  Osbourne^. 

The  mechanism  of  action  of  DPH  as  an 
antiarrhythmic  agent  is  poorly  understood.  The 
three  major  pathways  this  drug  might  act 
through  are: 

1 ) Direct  action  on  the  myocardium. 

2)  Indirect  effect  through  the  central  ner- 
vous system. 

3 ) Anticholinergic  effect. 

DPH  also  acts  as  a coronary  artery  vasodila- 
tor. Although  this  action  is  probably  unrelated 
to  its  antiarrhythmic  properties  it  must  be  con- 
{Continued  on  page  975) 
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' Legend  For  Table  I 

A.F. — Atrial  Fibrillation 

ASHD — arteriosclerotic  heart  disease 

CHF — Congestive  heart  failure 

d. — daily 

DC — direct  current 

Dig. — Digitalis 

H. — Hour 

> lASD — interatrial  septal  defect 

I IM — intramuscular 

■ IV — intravenous 

5 M.l. — Myocardial  infarction 

§ M.S. — Mitral  stenosis 

* NSR — normal  sinus  rhythm 

J PAC — premature  atrial  contraction 

PAT — paroxysmal  atrial  tachycardia 
Q.I.D. — Four  times  a day 
T.I.D. — Three  times  a day 
VPC — ventricular  premature  contraction 
VT — ventricular  tachycardia 
WPW — Wolff-Parkinson- White  Syndrome 

(Continued  from  page  971) 

sidered  as  having  a possible  role  until  proven 
otherwise.  Osbourne  and  Mercer^  in  their  re- 
cent review  have  discussed  in  depth  these 
properties  of  DPH.  It  seems  superfluous  to  re- 
peat this  work  at  this  time. 

Summary  and  Conclusions 

The  role  of  DPH  in  the  treatment  of 
cardiac  arrhythmias  is  slowly  being  defined. 
Our  results  are  in  general  agreement  with  re- 
cent reported  series.  Thirty-three  cases  were 
studied.  Successful  conversion  of  the  arrhy- 
thmias can  be  claimed  in  11  (33%). 

Patients  who  develop  arrhythmias  while  re- 
ceiving digitalis  appear  to  respond  more  favor- 
ably. Atrial  tachycardia  (27%)  and  ventricu- 
lar premature  contractions  (75%)  were  best 
effected. 

Few  serious  side  effects  are  noted  during 
the  acute  intravenous  administration  of  the 
drug  if  simple  precautions  are  taken.  This  fea- 
ture makes  DPH  quite  desirable  to  give  and 
easy  to  use.  Therefore  the  large  series  of  re- 
ported cases  include  arrhythmias  during  in- 
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duction  of  anesthesia,  during  cardiac  catheter- 
ization and  cardiac  surgery,  or  immediately  fol- 
lowing direct  current  cardioversion.  These  ar- 
rhythmias are  often  transient  and  usually  of 
little  clinical  significance.  We  feel  it  is  very  dif- 
ficult to  assess  the  effect  of  DPH  in  these 
situations,  and  caution  must  be  used  in  the 
interpretation  of  results.  In  addition,  the  value 
of  maintenance  oral  therapy  with  DPH  as  a 
prophylactic  agent  to  prevent  recurrences  of 
arrhythmias  is  still  in  doubt. 
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Diagnosis  and  Treatment  of 
Spontaneous  Pneumothorax 
In  Patients  Aged  40  and  Overt 

Porter  Mayo,  M.D.* *,  Graydon  A.  Long,  M.D.  and 
Richard  B.  McElvein,  M.D. 

Lexington,  Kentucky 


Spontaneous  pneumothorax  in  the  aged 
is  more  prevalent  now  than  10  years  ago. 
An  aggressive  approach — thoracostomy 
tubes  and  j or  open  thoracotomies — quick- 
ly restores  normal  respiratory  conditions. 

Spontaneous  pneumothorax  in  the 
aged  is  more  prevalent  now  than  10  years 
ago.  Responsible  causes  are  a growing 
geriatric  population  and  an  increasing  inci- 
dence of  pulmonary  emphysema. 

Our  series  of  52  patients,  42  men  and  10 
women,  aged  40  and  over  includes  22  patients 
in  the  fifth  decade  of  life,  16  in  the  sixth  dec- 
ade, six  in  the  seventh,  four  in  the  eighth  and 
four  in  the  ninth  decade  representing  66  sepa- 
rate episodes  of  spontaneous  pneumothorax. 
Chronic  bronchitis  and  pulmonary  emphyse- 
ma were  the  most  frequently  associated 
chronic  pulmonary  diseases  with  pulmonary 
emphysema  being  present  in  42  patients  or  80 
percent. 

All  patients  aged  40  and  over  have  definite 
and  more  severe  symptoms  (due  to  associated 
lung  disease  in  the  older  aged  group)  than 
younger  patients  having  spontaneous  pneu- 
mothorax. Most  patients  were  pursuing  normal 
activities  at  the  time  of  onset.  The  most  com- 
mon incorrect  diagnosis  is  myocardial  infarc- 
tion. 

Pneumothorax  may  be  difficult  to  detect 
by  physical  examination.  In  the  emphyse- 
matous patient,  the  physician  could  confuse  de- 
creased breath  sounds,  hyperresonance  and  de- 


f Presented  at  the  joint  national  meeting  of  the  Ameri- 
can Medical  Association  and  the  American  College 
of  Chest  Physicians,  Atlantic  City,  N.J.,  June,  1967 
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creased  tactile  fremitus  of  the  pneumothor- 
ax with  the  same  characteristic  findings  of  the 
advanced  emphysematous  chest;  therefore,  di- 
agnosis should  be  confirmed  by  chest  x-ray  in 
every  patient.  Chest  x-ray  showed  significant 
emphysematous  blebs  or  bullae,  often  multiple 
and  bilateral,  in  27  or  50.9  percent  of  the  52 
patients.  Expiratory  and  inspiratory  films  help 
delineate  small  pneumothoraces;  the  expira- 
tory film  shows  greater  collapse.  Serial  chest 
x-rays  are  essential  to  patient  management. 

Although  many  well  substantiated  current 
medical  reports  support  a more  aggressive  ap- 
proach to  treatment,  the  old  conservative 
method  of  bedrest  persists.  Ultimately,  the 
lung  does  re-expand  but  better  results  can  be 
obtained  by  other  methods  in  less  time.  As  high 
as  an  80  percent  rate  of  recurrence  has  been 
reported  for  patients  treated  primarily  by  bed- 
rest. Bedrest  as  a primary  treatment  for  spon- 
taneous pneumothorax  does  not  serve  the  pa- 
tient’s best  interest. 

We  advocate  treatment  directed  at  closure 
of  the  air  leak  with  rapid  and  complete  re- 
expansion  of  the  lung  consistent  with  the 
lowest  rate  of  recurrence.  Needle  aspiration 
may  be  a life  saver  for  a newborn  in  respira- 
tory distress  due  to  pneumothorax;  however, 
it  is  only  a temporizing  measure  and  often 
leads  to  false  security.  Pneumothorax  will  re- 
cur if  an  air  leak  persists.  More  air  must  be 
removed  from  the  pleural  space  than  enters 
through  the  bronchial  fistula  of  the  collapsed 
lung  if  the  dire  consequences  of  a full  blown 
tension  pneumothorax  are  to  be  avoided.  Nee- 
dle aspiration  does  not  meet  this  requirement 
nor  do  small  bore  catheters.  We  believe  that 
every  patient  being  considered  for  needle  as- 
piration should  have  tube  thoracostomy. 
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Time  involved  in  the  two  procedures  is  es- 
sentially the  same,  patient  discomfort  only 
slightly  more  with  introduction  of  a tube  and 
both  procedures  can  be  performed  in  the  emer- 
gency room,  intensive  care  unit  or  the  pa- 
tient’s room.  Tubes  can  be  passed  with  the 
trocar  into  the  pleural  space  and  connected  to 
underwater  drainage  and  suction  in  less  than 
15  minutes. 

We  use  thoracostomy  tubes  as  the  initial 
treatment  of  the  first  uncomplicated  pneumo- 
thorax with  more  than  10  percent  lung  col- 
lapse. Tubes,  size  :f^28  French  or  larger  cali- 
ber, are  inserted  into  the  pleural  space  through 
the  second  anterior  interspace  at  the  mid  clav- 
icular line.  The  tube  is  connected  to  underwater 
drainage  and  suction  maintained  at  a negative 
pressure  of  1 5 to  25  cm.  of  water.  Occasional- 
ly, an  additional  intercostal  tube  must  be  in- 
serted to  remove  blood  or  to  empty  a large 
isolated  air  pocket.  Prompt  lung  expansion 
eliminates  the  danger  of  tension  pneumothorax. 
Suction  is  maintained  24  to  48  hours  and  un- 
derwater seal  drainage  continued  an  additional 
24  hours.  Tubes  usually  are  removed  in  three 
to  five  days,  but  only  when  we  are  sure  of  com- 
plete lung  expansion  and  closure  of  the  air 
leak. 

Patient  ambulation  begins  the  first  day  of 
hospitalization  and  continues  daily  thereafter. 
The  presence  of  an  intercostal  tube  with  un- 
derwater drainage  bottle  and  suction  is  ample 
reason  for  the  patient  to  get  up  and  out  of  bed 
rather  than  an  excuse  to  stay  in  bed.  Tube 
thoracostomy  has  proved  to  be  safe  and  ef- 
fective with  a relatively  low  recurrence  rate. 
Patients  so  treated  usually  return  to  their  nor- 
mal work  habits  in  seven  to  10  days. 

Surgical  treatment  by  open  thoracotomy 
was  advised  and  performed  for  26  patients.  In- 
dications for  open  j'horacotomy: 

1 . Recurrent  pneumothoraces 

2.  Tube  failure,  i.e.,  continued  air  leak  and 
incomplete  expansion  with  tube  thoracos- 
tomy after  five  days. 

3.  Massive  hemopneumothorax 

4.  Pneumothorax  with  x-ray  evidence  of 
blebs  and  bullae 

5.  Chronic  pneumothorax  with  trapped  lung 

6.  One  or  more  episodes  of  bilateral  spon- 
taneous pneumothorax 


Operations — Open  Thoracotomy 

We  make  a standard  posterolateral  thoracot- 
omy incision.  Pleural  blebs  and  bullae  are 
found  in  the  apical  and  posterior  lung  seg- 
ments. String-like  apico-posterior  adhesions 
may  prevent  complete  lung  collapse  thereby 
maintaining  patency  of  air  leaks.  Blebs  and 
bullae  are  excised  with  minimal  sacrifice  of 
functioning  lung.  Although  excision  is  the  pref- 
erable means  of  treating  the  bullae,  multiple 
bullae  may  necessitate  over-sewing  of  the  base 
of  the  bullae.  Simple  wedge  resection  usually  is 
adequate.  Parietal  and  visceral  pleural  surfaces 
are  vigorously  rubbed  with  dry  gauze.  Two  in- 
tercostal catheter  tubes  are  left  in  the  chest  and 
connected  to  controllable  underwater  suction 
maintained  between  15  and  25  cm.  of  water 
and  continued  until  x-ray  confirms  complete 
lung  expansion  and  no  residual  air  leaks. 

Rapid  lung  expansion  is  the  rule.  We  have 
had  no  persistent  residual  pleural  space  prob- 
lems. Pleural  abrasion  by  dry  gauze  has  been 
completely  effective  in  promoting  pleural  sym- 
physis. Pleurectomy  is  equally  effective  but  un- 
necessary. Postoperatively,  we  never  “allow 
our  patients  out  of  bed”.  We  get  them  out  of 
bed  the  day  of  operation  and  each  succeeding 
day.  There  were  no  recurrences.  Of  26  pa- 
tients treated  by  open  thoracotomy,  14  were  in 
their  40’s,  six  in  their  50’s,  two  in  their  60’s, 
three  in  their  70’s  and  one  aged  81.  One  death 
occurred. 

Discussion 

Due  to  associated  and  often  extensive  em- 
physema and  fibrosis,  air  leaks  tend  to  persist. 
Tube  failure  has  been  more  frequent  in  the 
elderly  patients  thus  requiring  repeat  tube 
thoracostomies  or  open  thoracotomy.  Open 
thoracotomy  should  not  be  delayed  on  the 
premise  that  pulmonary  reserve  is  markedly 
reduced;  it  is  reduced  and  will  not  improve  un- 
less definitive  control  with  closure  of  air  leaks 
by  excision  of  pleural  blebs  and  /or  bullae 
with  pleural  symphysis  is  accomplished.  Pul- 
monary reserve  can  only  be  helped  by  rapid 
lung  expansion.  The  more  severe  the  lung 
disease,  the  more  urgent  the  need  for  lung  ex- 
pansion. Elderly  people,  in  particular,  tolerate 
open  thoracotomy  and  lung  expansion  very 
well;  they  do  not  tolerate  lung  collapse  and 
attendant  complications. 

(Continued  on  page  1008) 
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Encopresis  in  Childhood 

William  B.  Hilbun,  M.D..  F.A.A.F.* 
Louisville,  Kentucky 


The  importance  of  a combined  pediatric 
and  psychiatric  approach  to  encopresis 
is  a necessity.  If  both  proceed  simul- 
taneously, most  cases  may  be  treated  by 
the  family  physician  or  pediatrician  with 
good  results. 

The  term  encopresis  was  first  coined  by 
Weissenberg  in  1926,  and  is  defined  as 
a repeated,  involuntary  passage  of  stool 
into  the  clothes  without  the  presence  of  any 
organic  cause  to  explain  the  symptom.  It  oc- 
curs in  the  child  after  he  may  be  expected  to 
establish  adequate  bowel  habits,  ordinarily  at 
two  years  of  age.  Encopresis  denotes  uncon- 
trolled defecation  that  is  of  an  emotional  ori- 
gin. Uncontrolled  defecation  of  an  organic 
etiology  is  usually  referred  to  simply  as  fecal 
soiling^  It  is  imperative  for  the  physician  to 
establish  which  of  the  two  types  of  fecal  in- 
continence he  is  dealing  with  before  adequate 
therapy  can  be  instituted.  There  are  times 
when  an  organic  cause  may  have  been  present 
initially  with  a subsequent  emotional  conflict 
arising.  The  purpose  of  this  paper  is  to  ac- 
quaint those  physicians  who  deal  with  chil- 
dren, with  the  necessity  of  a combined  pediat- 
ric and  psychiatric  approach  for  the  effective 
treatment  of  encopresis.  Neither  one,  without 
the  other,  will  give  the  desired  results. 

A basic  requirement  of  human  social  living 
is  the  ability  of  the  individual  to  control  his 
anal  sphincter  to  regulate  his  defecation  in  a 
socially  acceptable  manner.  The  control  of  def- 
ecation is  one  of  the  earliest  acts  of  social 
self-control  which  parents  teach  their  children. 
The  inability  to  learn  such  control,  or  its  later 
breakdown,  creates  marked  social  and  inter- 
personal problems.  In  children  encopresis  may 
be  due  to  a variety  of  emotional  stresses.  The 
degree  of  emotional  stress  may  not  be  severe 
and  the  child’s  adjustment  may  be  sound  in 


* Fellow  in  the  American  Academy  of  Pediatrics, 
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most  areas  of  his  life.  On  the  other  hand, 
there  may  be  severe  emotional  problems^. 
The  children  with  encopresis  who  eventually 
are  taken  to  child  guidance  clinics  tend  to  have 
severe  emotional  problems.  As  a result,  the 
reports  from  child  guidance  clinics  often  re- 
flect the  view  that  encopresis  is  a serious  symp- 
tom in  children  and  responds  to  treatment  with 
great  difficulty.  The  reports  from  pediatric 
clinics  or  from  psychiatric  teams  working  in 
pediatric  hospital  settings,  incline  toward  the 
view  that  encopresis  is  a symptom  which  may 
be  associated  with  a wide  variety  of  emo- 
tional stresses  and  need  not  indicate  a severe, 
or  deeply  rooted,  emotional  problem  in  the 
child.  This  difference  reflects  the  fact  that 
usually  only  the  more  difficult  cases  reach  the 
child  guidance  clinics. 

Incidence 

The  incidence  of  encopresis  has  probably 
increased,  but  the  figures  in  the  literature  are 
confusing.  There  was  certainly  a marked  in- 
crease in  Europe  during  and  after  World  War 
II  in  all  countries  except  Switzerland.  Studies 
in  the  United  States  vary  according  to  whether 
child  guidance  clinics  or  pediatric  clinics  are 
reporting.  In  1963,  a study  in  Ped'atric  Psy- 
chiatry stated  the  incidence  of  encopresis  to 
be  1.5  percent  in  1000  consecutive  cases  re- 
ferred from  pediatric  clinics  to  child  guidance 
clinics^^.  Hale  Shirley  at  Harriet  Lane  Home 
in  Baltimore  found  that  3 percent  of  all  chil- 
dren referred  to  that  clinic  had  encopresis  with 
a boy-girl  ratio  of  5 : 1 

Etiology 

Encopresis  often  arises  out  of  a hostile 
mother-child  battle  over  toilet  training.  Toilet 
training  is  one  of  the  earliest  areas  in  which 
the  parent  begins  to  make  demands  upon  the 
child  for  socially  acceptable  behavior.  During 
the  second  year  the  child  begins  to  realize  that 
something  is  happening,  that  something  is  pass- 
ing from  him.  It  is  a further  stage  in  the  dif- 
ferentiation of  himself  from  all  the  things 
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around  him  because  he  becomes  aware  that  a 
pleasant  sensation  occurs  as  he  moves  his 
bowels,  and  then  secondarily  aware  that  he  is 
losing  something  in  the  process.  This  aspect  of 
pleasure  which  the  child  demonstrates  occa- 
sionally is  very  upsetting  and  a matter  of  great 
concern  to  some  parents.  When  reared  in  a 
moral  tradition  which  equates  the  stool  with 
dirt,  the  parent  may  be  bothered  by  the  obvi- 
ous pleasure  that  the  child  takes  in  passing  his 
stool,  in  withholding  it,  in  playing  with  it  or  in 
smearing  it.  If  the  parent  has  been  emotionally 
cold  and  rejecting  toward  the  child,  the  child 
may  begin  to  fight  back,  expressing  resentment 
by  refusing  to  comply  with  the  parent’s  expec- 
tations in  toilet  training.  The  child  may  find 
encopresis  a symptom  which  infuriates  the 
parent  and  through  which  he  unconsciously  ex- 
presses resentment  and  hostility  toward  the 
* parent.  The  reciprocal  hostilities  of  parents  and 

child  over  the  problems  of  toilet  training  may 
become  entrenched,  laying  the  foundation  for 
prolonged,  encopretic  problems^. 

A general  regression  in  behavior  following 
the  birth  of  a sibling  may  lead  to  encopresis. 
When  the  child  feels  himself  displaced  in  the 
parents’  affection  by  the  birth  of  another 
child,  he  may  compete  for  their  attention  by 
regressing  to  an  infantile  level  of  behavior 
which  demands  more  activity  of  the  parents 
with  him.  Such  encopresis  usually  lasts  a few 
weeks  to  a few  months,  and  can  be  handled 
by  careful  parental  attention  to  the  needs  of 
the  child  for  reassurance  about  his  place  in 
the  family  affection.  The  child’s  role  in  the 
family  may  be  defined  as  that  of  a beloved 
and  valued  assistant  to  the  parent  in  caring 
for  the  newborn  child,  rather  than  a hostile 
competitor  of  the  young  baby.  Parents  should 
not  underestimate  the  importance  and  useful- 
ness of  talking  with  children  in  this  manner^^. 

Other  emotional  stresses  that  may  lie  behind 
encopresis  are  a lack  of  parental  love,  inse- 
curities in  the  mother-child  relationship,  and 
reaction  to  a threat  in  the  environment.  It 
may  occur  when  the  child’s  need  for  affec- 
tion and  security  are  gravely  threatened;  it 
may  occur  when  dissolution  of  the  family 
by  divorce  or  other  disruption  is  threatened. 
Encopresis  may  result  from  a complete  lack  of 
toilet  training  in  the  home.  It  also  may  follow 
simple  and  obvious  mechanical  difficulties 
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such  as  fissures,  prolapse  of  the  rectum  or  ex- 
coriations from  the  rectum®.  It  has  been  shown 
that  difficulty  over  toilet  training  may  lead  to 
rectal  accumulation  with  resulting  impaction. 
There  is  then  an  overflow  or  leakage  which 
causes  the  repeated  fecal  soiling.  This  is  the 
most  important  factor  in  children  with  con- 
stipation and  encopresis'. 

Anthony  divides  children  with  encopresis 
into  three  categories:  continuous,  discontin- 
uous and  retentive.  He  describes  the  continu- 
ous child  “as  a dirty  child  coming  from  a dirty 
family,”  burdened  with  every  conceivable  sort 
of  social  problem.  The  child’s  messiness  forms 
an  integral  part  of  the  general  messiness  and 
is,  to  some  extent,  camouflaged  by  it.  Symptom 
tolerance  in  these  families  is  surprisingly  high 
and  the  parents  are  usually  driven  to  the  clinic, 
reluctantly  and  resentfully,  by  social  agencies. 
Mother’s  general  attitude  is  one  of  “I  couldn’t 
care  less.”  She  can  give  very  little  data  on 
training  history  and  is  frequently  unable  to  re- 
call which  of  the  children  in  her  large  family 
soil  and  wet.  The  fact  that  this  type  of  en- 
copresis is  most  commonly  found  among  the 
lowest  of  the  social  classes  would  suggest  the 
operation  of  some  cultural  factors  along  with 
the  evident  psychopathology.  In  contrast,  the 
discontinuous  encopretic  is  the  compulsive 
child  of  a compulsive  family.  He  is  over-con- 
trolled and  inhibited  in  his  emotional  life  and 
scrupulous  with  regard  to  his  habits.  The 
mothers  tend  to  be  rigid  and  authoritarian  in 
their  outlook,  and  to  establish  sado-masochis- 
tic relationships  with  their  children  and  their 
husbands.  The  retentive  encopretic  child  be- 
longs to  a subgrouping  of  both  these  cate- 
gories. He  has  usually  had  strict  toilet  train- 
ing, to  which  he  responds  by  constipation  and 
later  encopresis®. 

Richmond  describes  the  personality  of  en- 
copretics  as  usually  obedient  and  conforming. 
They  control  manifestations  of  hostility  and 
aggressiveness,  except  for  their  soiling,  and 
favorably  impress  adults.  They  are  often 
stoical  about  their  symptoms,  treating  it  as  an 
unfortunate  handicap  and  hiding  their  anxiety 
and  depression  about  it  with  the  same  intensity 
as  they  hide  other  emotional  reactions.  There 
are  infrequent  displays  of  overt  emotion^®. 

Diagnosis 

As  one  would  gather  from  the  prior  dis- 
cussion of  etiology  of  encopresis,  a careful  and 
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detailed  history  is  imperative.  Physical  exami- 
nation of  the  encopretic  child  usually  reveals 
no  significant  abnormality  except  for  a com- 
monly found  fecal  impaction.  However,  one 
should  inspect  the  rectum  closely  for  presence 
of  fissures,  prolapse  of  the  rectum,  fistulas 
or  excoriations  that  may  cause  painful  defeca- 
tion. Painful  defecation  may  cause  retention 
of  feces  with  resulting  impaction.  There  is 
then  seen  commonly  the  overflow  or  leakage  of 
feces  around  the  hard  bolus  of  feces  in  the  rec- 
tum with  resulting  fecal  incontinence.  In  any 
physical  examination  of  the  child,  a rectal 
examination  should  be  a regular  part  of  the 
child’s  examination.  Protoscopy  can  be  done 
simply  in  the  office  with  use  of  a strong  test 
tube  lubricated  with  jelly.  As  the  tube  is  slowly 
inserted  into  the  rectum,  the  mucosa  can  be 
visualized  with  the  aid  of  the  light  from  an 
otoscope.  As  the  finger  is  inserted  into  the 
rectum,  the  examiner  will  commonly  encoun- 
ter a large  fecal  bolus  and  dilated  bowel  im- 
mediately after  passing  through  the  sphincter. 
This  is  in  contrast  to  the  true  aganglionic 
megacolon  in  which  one  finds  an  empty  rec- 
tum. Also  in  Hirchsprungs  Disease,  there  is 
a lack  of  the  desire  to  defecate.  Barium  ene- 
ma may  be  required  to  help  eliminate  organic 
causes  of  fecal  incontinence. 

A Case 

The  following  case  is  fairly  representative  of 
10  encopretic  children  seen  in  consultation  at 
Children’s  Hospital  and  the  Metropolitan  So- 
cial Service  Department  (Foster  home  chil- 
dren at  Children’s  Center  and  residents  of 
Ormsby  Village)  from  January  1967  to  Jan- 
uary 1968. 

Paul  was  a nine-year-old  white  male 
youngster  who  was  admitted  to  Children’s 
Hospital  because  of  fecal  incontinence  for  a 
two-year  duration.  His  physical  examination 
was  normal  except  for  the  presence  of  a large 
fecal  impaction.  A barium  enema  revealed  a 
dilated  colon  with  feces.  Protoscopy  was  per- 
formed after  removal  of  the  impaction  and  was 
normal.  Child  psychiatric  consultation  was  re- 
quested. It  was  learned  that  soiling  had  in- 
termittently been  present  since  the  mother  had 
vigorously  attempted  to  toilet  train  her  son 
with  coercion.  She  began  toilet  training  at  one 
year  of  age  and  would  tie  the  child  to  his  potty 
chair  for  long  periods  of  time.  This  was  ac- 
companied with  physical  punishment.  During 


this  time  the  mother  was  having  marital  con- 
flict with  her  alcoholic  husband  and  undergo- 
ing severe  emotional  stress.  The  father  de- 
serted the  family  consisting  of  the  patient, 
one  year  of  age,  and  two  older  sisters,  six  and 
nine  years  of  age. 

The  mother  described  herself  as  a com- 
pulsive personality  with  an  obsession  for 
cleanliness.  She  never  allowed  the  children 
to  become  dirty  and  had  been  extremely  over- 
protective  of  her  children,  especially  her  son. 
She  would  rush  to  his  defense  immediately  if 
she  anticipated  a playmate  fighting.  She  would 
walk  her  son  to  and  from  school  which  was 
three  blocks  away  from  their  home. 

Paul  was  described  as  unusually  obedient 
and  conforming.  He  was  neat  in  all  spheres  ex- 
cept for  the  encopresis.  He  was  described  as  a 
straight  “A”  student  who  was  the  favorite  of 
his  teachers.  However,  he  related  poorly  to  his 
own  peer  group.  He  was  said  to  enjoy  going 
to  church  and  all  of  the  church’s  activities. 
He  joined  his  church  at  four  years  of  age  at 
his  mother’s  insistence.  He  craved  affection 
and  cried  often  if  his  ways  were  not  met. 

Paul  stated  that  his  goal  in  life  was  to  be  a 
doctor  or  a minister.  When  asked  what  three 
things  he  wished  more  for,  he  answered:  “(1) 
to  be  a good  boy  for  the  rest  of  my  life,  (2) 
to  be  able  to  buy  Bibles  and  pass  them  out  to 
everyone,  and  (3)  to  be  able  to  control  my 
bowels.”  It  was  learned  that  from  an  early 
age,  he  was  ashamed  of  his  fecal  soiling  and 
would  frequently  hide  his  underclothes  in  an 
attempt  to  conceal  the  encopresis. 

The  mother  was  an  anxious,  fearful,  in- 
secure woman  who  frequently  would  frantical- 
ly seek  advice  from  her  parents.  Paul  had 
been  subjected  to  many  home  remedies,  laxa- 
tives, enemas,  erratic  changes  in  his  diet,  since 
his  mother  was  preoccupied  obsessively  with 
his  bowel  functioning.  She  reacted  to  the  en- 
copresis with  great  alarm,  frequent  crying 
spells  and  emotional  outbursts.  The  most  re- 
cent remedy  initiated  by  the  grandparents  was 
a prayer  meeting  with  the  neighbors  in  hope 
of  curing  Paul’s  encropresis. 

One  could  see  a deep  unconscious  conflict 
between  the  mother  and  the  child.  The  mother 
seemed  incapable  of  expressing  a genuine 
warmth  toward  the  child.  There  was  under- 
lying resentment,  hostility  and  a fear  of  re- 
jection and  abandonment.  Resentment  in  the 
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mother  was  related  to  a past  rejection,  most 
probably  by  her  husband,  while  the  hostility  in 
the  child  was  related  to  a more  anticipated  re- 
jection (primary  hostility).  The  mother  is  at- 
I tempting  to  control  and  keep  her  son  in  in- 

fancy for  fear  that  he  may  someday  leave  her. 
The  child  is  reacting  to  this  attempt  by  his 
encopresis.  He  does  not  dare  consciously  ex- 
press his  anger  and  hostility  for  fear  that  his 
mother  may  abandon  him.  This  conflict  be- 
I tween  mother  and  child  has  deep  founda- 

! tions. 

I Treatment 

(The  earliest  description  in  the  literature  of 
fecal  incontinence  due  to  possible  emotional 
origin  was  in  1881  by  Edward  Henoch  in 
Berlin.  He  described  a case  of  an  eight-year- 
; old  boy  whom  he  treated  for  fecal  incontinence 

I with  a subcutaneous  injection  of  ergotamine 

(close  to  the  rectum.  The  therapeutic  result  led 
him  to  suspect  that  the  symptom  was  psycho- 
genic in  origin.  He  treated  his  subsequent 
cases  with  injections  of  distilled  water,  “and 
as  a suggestive  measure,  gave  a couple  of 
strong  blows  with  the  hands  to  the  perianal 
tracts.”  There  are  other  reports  of  the  sa- 
distic use  of  a branding  iron  and  electrical 
shocks  to  the  rectum.  These  methods,  thank- 
fully, have  long  since  disappeared^^. 

The  treatment  of  the  encopretic  child  re- 
quires both  a pediatric  and  a psychiatric  ap- 
proach. The  pediatric  treatment  is  aimed  at 
establishing  regular  and  easy  bowel  movement 
without  discomfort.  There  are  several  methods 
that  the  physician  can  employ,  either  sepa- 
rately or  in  combinations: 

1.  The  Davidson  Method  is  divided  into 

I 

three  phases.  Phase  I requires  the  initial 
clearing  up  of  existing  fecal  impactions  with 
hypertonic  phosphate  enemas.  They  are  ad- 
ministered in  pairs  by  the  mother.  Because 
of  their  dehydrating  effect,  a pair  of  enemas 
I should  not  be  administered  more  often 

j than  morning  and  evening  of  the  same  day. 

Usually  no  child  will  require  more  than 
I four  pairs  of  enemas  to  remove  the  impac- 

' tion.  The  child  is  then  given  increasing 

amounts  of  mineral  oil  until  the  dose  is 
! large  enough  to  result  in  a regular  easy  soft 

bowel  movement.  Phase  II  stresses  the  need 
1 to  begin  the  establishment  of  a pattern  of 

j regular  bowel  movements  without  reliance 

oj  Centucky  Medical  Association  • November  1968 

I 


on  drugs  and  to  overcome  stool  holding. 
Usually  the  quantity  of  mineral  oil  can  be 
reduced  in  six  to  eight  weeks.  Phase  III  in- 
cludes repeated  evaluation  and  follow-up 
without  use  of  laxatives*’.  The  danger  of 
prolonged  use  of  mineral  oil  must  be  con- 
sidered. This  includes  influence  on  metab- 
olism of  the  oil-soluble  vitamins^”. 

2.  Local  anesthetic  ointments  and  creams 
should  be  applied  to  fissures  and  local  irrita- 
tions that  might  cause  painful  evacuations. 

3.  The  use  of  suppositories  in  this  author’s 
experience  has  replaced  the  use  of  enemas. 
There  are  several  excellent  types  available. 
One,  the  pediatric  vacuett,  is  an  effervescent 
suppository  that  liberates  carbon  dioxide 
and  stimulates  rectal  evacuation.  This  may 
be  helpful  in  establishing  regular  bowel 
movements  without  need  of  enemas  or  lax- 
atives. 

4.  Stool  softeners  are  required  for  easy 
natural  passage. 

5.  Bulk  producers  such  as  meteshylcellu- 
lose  may  be  added  to  the  treatment  regimen. 

6.  Stimulant  cathartics  may  be  used  safe- 
ly over  a three-month  period  in  gradually 
decreasing  quantities.  The  aromatic  fluid  of 
extract  of  cascara  is  equally  effective  and 
inexpensive^^. 

The  psychiatric  approach  is  carried  out 
simultaneously  with  the  medical  approach.  The 
most  useful  initial  step  is  a careful  explana- 
tion of  the  problem  to  the  mother.  The  phy- 
sician should  carefully  explain  that  no  physical 
disease  is  present,  if  it  is  not.  He  should  ex- 
plain that  the  problem  arises  out  of  emotional 
tensions  and  interpersonal  problems  of  the 
child.  It  must  be  emphasized  that  punishment, 
threats  and  other  such  maneuvers  will  not  be 
useful  in  getting  rid  of  this  symptom,  but  will 
complicate  the  situation.  The  parents  should 
be  told  that  the  encopresis  is  not  a willful  d’s- 
obedience  of  the  child,  but  rather  a symptom 
arising  out  of  emotional  stresses.  In  a more 
general  way,  these  things  can  be  explained  to 
the  child.  A child  of  four  or  five  years  of  age 
can  be  told  that  his  difficulties  are  due  to  the 
troubles  in  his  life  and  to  the  worries  and  prob- 
lems that  arise  out  of  his  relationships  with 
other  people.  A flexible  type  of  counselling 
with  parents  and  children  is  used.  Some  brief 
inquiry  should  be  made  into  the  relationship  of 
the  parents  with  the  child,  and  appropriate 
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mental  hygiene  counselling  should  be  given.  If  ful  in  helping  the  child  express  his  feelings.  It 


marital  dissension  in  the  home  is  upsetting  the 
child,  the  parents  may  be  advised  that  what- 
ever they  can  do  to  correct  the  difficulties  of 
their  marriage  may  contribute  to  the  disap- 
pearance of  their  child’s  encopresis.  One  may 
examine  the  possible  relationship  of  the  en- 
copresis to  the  birth  of  a recent  sibling,  to  dis- 
ruptions in  family  life  which  threaten  the 
child’s  security  and  affection,  or  to  the  degen- 
eration of  the  toilet  training  process  into  a 
hostile  battleground  between  mother  and  child. 
Whatever  is  emotionally  unhealthy  in  the  home 
should  be  pointed  out.  Many  cases  of  en- 
copresis will  respond  to  this  type  of  counsel- 
ling. The  cases  that  will  respond  occur  in 
those  situations  where  the  family  interpersonal 
relationships  are  sound,  and  where  difficulties 
of  a limited  nature  have  led  to  the  development 
of  the  encopresis^. 

As  one  ascends  the  scale  of  severity  in  emo- 
tional disturbance,  treatment  becomes  more 
difficult  and  referral  to  appropriate  child 
guidance,  psychiatric,  or  child  psychiatric 
sources  is  indicated.  With  the  deeper  conflicts, 
the  child  and  the  mother  must  recognize  and 
be  able  to  express  their  attitudes  freely  with- 
out guilt.  The  mother  frequently  will  express 
violent  and  hostile  reactions  toward  the  child 
in  therapy,  something  she  dared  not  do  be- 
fore^. Play  therapy  is  one  of  the  most  impor- 
tant tools  in  the  treatment  of  the  child,  as  it 
allows  the  development  of  a relationship  with 
the  therapist.  Also  as  a child  plays,  he  is  able 
to  act  out  situations  that  cause  emotional  stress 
at  home.  Hostility  that  the  child  cannot  openly 
express  may  become  apparent  toward  a sibling 
or  toward  the  parent.  Modeling  in  clay  is  an 
excellent  way  to  get  the  child  to  express  him- 
self. In  the  older  child,  art  therapy  may  be  use- 


is  especially  useful  in  the  encopretic  who  is  de- 
pressed, constricted  and  apprehensive.  The 
child  is  encouraged  to  talk  about  his  work, 
identify  figures  and  tell  stories  about  the  pic- 
tures. This  enables  him  to  express  himself  and 
work  out  his  conflicts. 


Summary 

The  various  topics  of  definition,  incidence, 
etiology,  discussion,  and  treatment  of  enco- 
presis with  a review  of  the  literature  have  been 
presented.  Emphasis  was  placed  on  the  im- 
portance of  combined  pediatric  and  psychiatric 
therapy  to  proceed  simultaneously.  This  com- 
bined approach  has  not  been  stressed  in  the 
past.  Minor  cases  may  be  treated  with  good 
results  by  the  pediatrician  or  the  family  physi- 
cian. The  more  complicated  cases  require  the 
aid  of  a child  psychiatrist.  A case  of  encopre- 
sis in  a nine-year-old  boy  was  presented  and 
discussed. 
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Accredited  by  the  Joint  Commission  on  Accreditation  and  Certified  for  Medicare 

Complete  facilities  for  evaluation  of  and  intensive  treatment  of  psychiatric  patients,  including 
individual  psychotherapy,  group  therapy,  psychodrama,  electro-convulsive  therapy,  Indoklon 
convulsive  therapy,  drugs,  social  service  work  with  families,  family  therapy,  and  an  extensive 
and  well  organized  activities  program  including  occupational  therapy,  art  therapy,  athletic 
activities  and  games,  recreational  activities  and  outings.  The  treatment  program  of  each 
patient  is  carefuUy  supervised  in  order  that  the  therapeutic  needs  of  each  patient  may  be 
realized. 

High  school  facilities  for  a limited  number  of  appropriate  patients  are  now  available  on 
grounds.  The  School  Program  is  fully  integrated  into  the  hospital  treatment  program  and 
is  accredited  through  the  Asheville  School  System. 

Complete  modern  facilities  wath  85  acres  of  landscaped  and  wooded  grounds  in  the  City 
of  Asheville. 

Brochures  and  information  on  financial  arrangements  available 
Contact:  Mrs.  Elizabeth  Harkins,  ACSW,  Coordinator  of  Admissions 

or 

Charles  W.  Neville,  Jr.,  M.D. 

Assistant  Professor  of  Psychiatry  and  Medical  Director 
Area  Code  704-253-2761 
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Presidential  Address 

George  F,  Brockman,  M.D.* * 


Almost  six-score  years  ago  our  forefathers 
established  this  Kentucky  Medical  Association 
for:  . . . “The  cultivation,  diffusion,  inter- 
change, preservation  and  general  circulation  of 
medical  knowledge  throughout  the  state”.  In  thinking 
of  this  responsibility.  Doctor  William  L.  Sutton,  in 
the  first  presidential  address,  set  a proper  standard 
of  modesty  for  his  successors:  “I  do  not  presume 
that  I shall  say  anything  which  is  not  perfectly 
familiar  to  every  gentleman  here,  nor  say  it  any 
better  than  anyone  here  would  say  it,  but,  for  mutual 
improvement:  As  iron  sharpeneth  iron,  let  every 
man  sharpen  the  face  of  his  neighbor.” 

Today  I propose  to  review  our  efforts  “to  diffuse 
medical  knowledge  across  the  state,”  or,  in  the  new 
terminology,  continuing  postgraduate  medical  educa- 
tion. 

If  this  session  is  like  those  of  recent  years,  phy- 
sician registration  will  equal  approximately  40  per- 
cent of  our  membership.  We  cannot  cite  that  as 
conclusive  evidence  that  all  physicians  in  Kentucky 
are  studying,  because  many  of  us  are  repeaters  here 
year  after  year.  We  know  that  many  of  our  colleagues 
seek  education  elsewhere — in  the  meetings  of  their 
specialty  societies,  informal  postgraduate  courses,  or 
in  hospital  staff  conferences,  or  other  sources.  Even, 
we  know,  there  are  some  who  learn  best  by  reading 
and  reflecting  in  the  quiet  shelter  of  their  own  study. 

When  we  have  accounted  for  all  of  the  physicians 
who  continue  active  in  study,  we  are  left  with  a sorry 
residue — the  under-achieving  physicians  who  make 
no  effort  to  keep  up.  They  are  becoming  one  of  our 
more  serious  problems.  In  former  days,  they  were 
subject  to  a market  discipline  of  sorts;  if  their  per- 
formance was  grossly  inadequate,  the  public  with- 
drew its  custom,  and  they  drifted  into  obscure  cor- 
ners where  their  ignorance  occasioned  little  harm.  In 
our  affluent  society,  with  medical  care  substantially 
underwritten  for  all,  the  patients  have  lost  much  of 
the  option  of  discrimination;  the  overflow  from  the 
practice  of  the  better  physicians  can  keep  these  in- 
adequate performers  entirely  too  busy. 

How  serious  is  this  problem?  I do  not  know.  We 
have  no  objective  evidence  as  to  either  the  amount 
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or  kind  of  postgraduate  medical  education  that  may 
be  needed.  The  few  studies  reported  in  literature  are 
neither  objective  nor  conclusive.  Doctor  Woolsey  of 
the  Albany  Mid-state  Medical  Center  is  now  de- 
signing a scientific  study  of  a sample  population  of 
200  physicians  as  the  first  application  of  effective 
methodology  in  this  field.  These  physicians  agree  to 
be  tested  to  establish  the  baseline  of  their  knowledge; 
to  undergo  exposure  to  various  forms  of  education; 
and  to  be  further  retested  for  an  appraisal  of  the 
effectiveness  of  various  educational  methods. 

We  might  think  that  malpractice  suits  would 
provide  some  indication  of  the  need  for  postgradu- 
ate medical  education.  Unfortunately,  we  have  access 
only  to  cases  that  have  gone  to  decision  by  courts 
of  record.  A review  of  these  indicates  that  frank 
ignorance  is  comparatively  unimportant  in  actions 
against  physicians.  Most  awards  result  from  forms  of 
mischance  or  misadventure.  The  sponge  left  in  the 
abdomen  at  operation  is  typical.  No  physician  prac- 
ticing today  does  not  know  that  foreign  bodies 
should  not  be  left  in  the  abdomen.  No  amount  of 
postgraduate  education  can  insure  against  whatever 
break  is  responsible  for  the  offending  sponge. 

What  has  been  our  attitude  on  continuing  post- 
graduate development  by  the  physician?  All  of  us 
who  have  graduated  since  the  Flexner  Reforms  have 
had  substantially  the  same  experience.  We  were 
screened  by  Admission  Committees,  who  did  as  well 
as  men  could  to  select  neophytes  with  dedication, 
intellectual  potential  and  a zeal  for  personal  attain- 
ment. Our  medical  schools  are  intended  as  communi- 
ties of  scholars,  doing  as  well  as  men  can  to  instill 
the  principles  of  observation  and  rational  thought. 
And  above  all  else,  our  teachers  have  endeavored,  by 
precept  and  exhortation,  to  point  us  on  the  path  of 
a perpetual  quest  for  personal  excellence. 

We  arrogate  no  virtues  to  ourselves  in  emphasizing 
this  quest  for  personal  excellence.  In  almost  any 
calling,  there  are  those  who  take  pride  in  being  at  the 
top  of  their  craft.  And  we,  like  those  of  other  crafts, 
have  relied  on  the  individual  continuing  his  develop- 
ment on  an  intuitive  basis,  seeking  those  additional 
facts  and  skills  that  mark  the  master  craftsman. 

Once  the  physician  has  demonstrated  the  ability 
to  graduate,  and  secure  license  to  practice,  we  have 
assumed  that  this  quest  for  excellence  would  lead 
him  to  capable  performance  for  the  rest  of  his  life. 
That  this  is  substantially  true  is  partly  evidenced  by 
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the  fact  that  in  the  past  year,  10,500  physicians  paid 
hard  cash  for  the  use  of  a gruelling  10  hour  self- 
examination  prepared  by  the  College  of  Physicians. 

When  the  specialty  boards  developed,  the  medical 
school  pattern  was  followed.  Once  a physician  had 
demonstrated  a given  level  of  competence,  it  was 
thought  that  no  further  effort  was  needed  to  compel 
his  further  development.  For  gross  misconduct  a phy- 
sician may  lose  his  license,  his  membership  in  or- 
ganized medicine,  and  his  specialty  college  affiliation, 
but  he  will  still  retain  his  certification  as  the  diplo- 
mate  of  his  specialty  board.  There  is  no  mechanism 
for  lifting  board  certification.  A partial  justification 
is  that  in  general,  specialists  work  essentially  in 
hospitals,  where  they  are  subject  to  other  forms  of 
discipline. 

After  World  War  II  the  Academy  of  General 
Practice  became  the  first  large  group  to  establish 
standards  of  continual  progress  as  a condition  for 
membership.  Standards  of  continued  physician  per- 
formance are  specified  for  the  proposed  Board  of 
Family  Practice  as  recommended  in  the  Willard  Re- 
port. 

Government,  as  a major  purchaser  of  medical  care, 
is  expressing  interest  in  the  talents  of  the  individual 
physician. 

In  Kentucky,  we  have  experienced  the  unfortunate 
results  of  an  unrealistic  approach  by  the  Title  XIX 
Administration  toward  physician  evaluation  by  ad- 
ministrative fiat. 

Administratively,  the  Federal  Government  has  en- 
dorsed standards  for  medical  practice  that  have  been 
publicly  proclaimed  as  guaranteeing  quality  medical 
care  in  the  hospital  environment:  mandatory  “stop” 
orders  for  medication;  mandatory  progress  notes; 
mandatory  consultation.  These  are  all  rules  adequate 
for  the  governance  of  faceless  junior  house  officers, 
but  are  certainly  no  stimulus  to  excellence  for  even 
an  average  clinician. 

In  New  York,  the  Health  Department  has  asserted 
the  authority  for  inspecting  the  office,  facilities,  per- 
sonnel and  records  of  physicians  who  care  for 
MEDICAID  patients.  They  further  prescribe  certain 
standards  of  postgraduate  training  which  must  be 
met  by  physicians.  This  is  a bold  assumption  of  re- 
licensing authority  by  an  agency  which  has  no  pri- 
mary licensing  authority. 

Observe  that  these  efforts,  advanced  in  the  guise 
of  insuring  the  quality  of  health  care,  are  actually 
concerned  with  government’s  more  proper  concern — 
the  quantity  (in  dollars  per  patient  served)  of  medical 
care.  This  is  in  direct  opposition  to  our  concern  with 
the  true  quality  of  patient  care. 

Can  we  avoid  an  abrasive  confrontation  with 
government  on  this  issue?  I submit  that  we  can. 

Let  us  examine  some  of  the  problems. 

The  most  popular  proposal  for  insuring  minimal 
continuing  attainment  by  the  practicing  physician 
has  been  the  requirement  that  he  undertake  some 
specified  amount  of  postgraduate  study.  The  Acade- 
my of  General  Practice  requires  150  hours  of  ap- 
proved instruction  every  three  years  for  continued 
membership.  This  has  the  advantage  of  administra- 
tive convenience.  It  provides  no  guarantee  that  the 
physician  was  attentive  during  this  exposure  to  ad- 


vanced knowledge,  and,  most  regretfully,  it  offers  no 
assurance  that  this  latest  knowledge  will  ever  be 
applied  at  the  point  of  greatest  need — the  sick  patient. 
Despite  these  defects,  the  American  Medical  Associ- 
ation has  initiated  a massive  program  for  evaluation 
of  postgraduate  courses,  and  is  contemplating  the 
establishment  of  some  form  of  certification  for  at- 
tendance. 

The  other  popular  proposal  is  periodic  examina- 
tion for  relicensure  for  physicians.  This  bogs  down 
badly  when  we  begin  to  attempt  to  specify  who  will 
be  examined  by  whom,  and  over  what  material.  Must 
the  distinguished  middle-aged  neurosurgeon  be  chal- 
lenged on  the  role  of  Cis-aconitlc  acid  in  the  anae- 
robic oxidation  of  carbohydrate,  so  that  he  can  be- 
come the  peer  (at  least  in  this  respect)  of  the  sopho- 
more medical  student?  Does  the  opthalmologist  real- 
ly need  to  understand  the  counter-current  concen- 
tration of  sodium  in  the  renal  tubule  to  satisfactorily 
transplant  a cornea? 

Whose  indications  for  the  use  of  anti-coagulants 
are  the  revealed  gospel  that  condemns  all  other  prac- 
tices as  the  teaching  of  false  prophets? 

What  legal  defense  can  a physician,  who  fails  the 
re-examination,  offer  in  any  malpractice  suit,  however 
unmerited,  by  a dissatisfied  former  patient? 

We  have  addressed  ourselves  so  far  primarily  to 
the  continued  education  of  the  practicing  clinician. 
1 am  informed  that  our  medical  centers  are  not  en- 
tirely without  a version  of  this  problem.  I find  it 
credible  that  in  any  large  department  in  any  medical 
center  old  enough  to  have  tradition  there  is  “Old 
Joe”.  He  was  the  brightest  and  most  promising  resi- 
dent of  20  years  ago,  but  somehow  the  promise 
has  never  quite  jelled.  He  has  established  tenure,  he 
does  no  harm,  but  he  adds  little  luster  to  the  institu- 
tion. Would  a voluntary  surveillance  mechanism  for 
handling  “Old  Joe”  appeal  to  our  academic  col- 
leagues? Should  there  be  some  better  mechanism  than 
the  present  plan  for  enticing  the  dean  of  the  new 
school  at  San  Cristi  into  stealing  him? 

How  can  we  propose  to  assure  ourselves,  our  col- 
leagues, our  patients  and  government  of  our  con- 
tinuing professional  competence? 

In  several  technical  areas,  government  has  recog- 
nized that  its  competence  to  exert  authority  is  sub- 
ject to  a credibility  gap — that  in  these  areas 
government  action  is  best  mediated  through  volun- 
tary consultative  agencies.  Examples  include  the 
American  Standards  Association,  the  National  Acad- 
emy of  Science,  the  U.S.  Pharmacopea  Commis- 
sion, and,  of  very  present  interest  to  us,  the  Joint 
Commission  on  Accreditation  of  Hospitals. 

These  agencies  are  voluntary,  broadly-based,  au- 
thoritative in  specialized  fields,  and  capable  of  ren- 
dering objective  decisions.  To  them,  citizens  and 
government  alike  give  credence,  and  their  decisions 
are  substantially  accorded  the  effect  of  law. 

Can  we  devise  a commission  for  the  accreditation 
of  physicians?  It  would  need  to  be,  as  the  Joint 
Commission  on  Accreditation  of  Hospitals,  outside 
the  framework  of  organized  medicine.  It  would  need 
to  be  broadly  based,  to  include  educators  and  others, 
as  well  as  both  member  and  non-member  physicians; 

{Continued  on  page  1012) 
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The  New  President 


Another  year  has  passed  for  the  Ken- 
tucky Medical  Association  and  a new 
president  has  taken  office.  These  are 
busy  years  for  the  members  and  officers  of  the 
Association  and  the  time  goes  by  quickly. 
Henry  Asman,  as  the  new  president,  brings  to 
the  office  an  unusual  background  of  experience 
in  the  Association.  He  served  as  vice-president 
of  KMA  in  1961  and  as  its  secretary  from  1963 
to  1967. 

Doctor  Asman  is  a native  of  Louisville,  a 
graduate  of  Notre  Dame  and  the  University  of 
Louisville  School  of  Medicine.  He  has  practiced 
proctology  in  Louisville  since  1939  and  is  a 
member  of  numerous  medical  societies.  He  has 
been  a consistent  worker  in  the  Jefferson 
County  Medical  Society  over  a period  of  many 
years. 

A special  article  entitled  “The  Challenges 
We  Face,”  by  Doctor  Asman,  was  in  the 
October  issue  of  The  Journal.  In  it  he  indicates 
some  of  the  special  areas  of  concern  for  KMA 


Gastroscopy  As  a 

SINCE  the  introduction  of  the  flexible 
gastroscope  by  Rudolph  Schindler,  M.D., 

36  years  ago,  there  has  been  an  ever  in- 
creasing effort  to  improve  endoscopy  of  the 
stomach,  esophagus,  and  more  recently  the 
duodenum.  Interest  in  this  method  is  indi- 
cated in  one  way  by  the  increasing  number  of 
instruments  and  improvement  of  the  technical 
approach.  The  Wolf-Schindler  type  of  scope 
with  its  multiple  prism  transmission  of  light 
in  a curved  path  was  for  the  first  10  years  the 
only  one  available.  The  original  optical  system 
has  been  improved  and  entirely  new  principles 


during  this  new  year.  Some  of  these  are  as 
follows: 

The  creation  of  a permanent  committee  on 
Plans  and  Development;  the  recruitment  of  the 
some  300  physicians  in  Kentucky  who  are  not 
members  of  KMA;  the  need  for  extensive  in- 
volvement of  KMA  members  in  the  Compre- 
hensive Health  Planning  for  the  state;  solutions 
to  be  found  for  the  many  problems  Medicaid 
still  presents;  the  problems  of  recruitment  of 
persons  for  the  health  professions;  the  constant 
challenge  of  informing  and  keeping  informed 
the  Association  members  of  the  activities  and 
areas  of  interest  of  KMA. 

Doctor  Asman  has  outlined  an  ambitious 
program  for  this  new  year  for  himself  and  for 
the  Association.  In  Kentucky  it  is  traditional  to 
give  serious  consideration  to  past  perform- 
ances. In  the  instance  of  the  new  president  of 
KMA,  the  past  performance  record  would  in- 
dicate that  we  can  expect  a very  good  year  for 
the  Association  and  that  much  will  be  ac- 
complished. 

Walter  S.  Coe,  M.D. 

Diagnostic  Aid 

of  light  transmission  found  until  there  are  now 
available  14  lens  gastroscopes,  22  fibroscopcs, 
and  13  gastrocameras.  Advancement  in  meth- 
od has  been  so  rapid  during  the  past  15 
years  that  the  physician  doing  endoscopic 
examination  has  had  a difficult  choice  of 
methods. 

With  the  smaller  and  more  flexible  scopes 
there  has  been  much  less  danger  of  trauma  to 
the  mucosa  or  perforation  of  the  wall.  These 
accidents  have  been  decreased  also  by  more 
attention  to  the  contraindications  and  a better 
selection  of  patients.  Though  the  examinations 
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are  carried  out  on  a vastly  wider  scale  and  by 
a great  many  more  physicians,  unfavorable 
consequences  are  seldom  reported. 

By  whatever  method  used,  observation  is 
still  almost  entirely  limited  to  the  stomach.  It 
has  been  hoped  that  the  fibroscope  would 
bring  endoscopic  study  of  the  duodenum  into 
easy  orbit,  but  few  examiners  have  claimed 
ability  to  see  beyond  the  pylorus  with  any 
regularity  or  great  degree  of  satisfaction. 

Use  of  the  gastric  camera  has  received  the 
greatest  impetus  in  recent  years.  Americans, 
French  and  Japanese  especially  have  devel- 
oped cameras  for  multiple  exposure  on  8 mm 
films  which  give  pictures  clear  enough  to  be 
interpreted  with  considerable  accuracy.  These 
may  be  taken  blindly  or  under  direct  observa- 
tion of  the  examiner — very  fascinating  color 
moving  pictures  are  also  obtained.  Whether 
the  photographic  film  is  superior  to  deliberate 
and  detailed  examination  of  the  mucosa  by 
direct  vision  remains  debatable.  It  is  better 
adapted  to  use  in  great  numbers  of  subjects, 
gives  opportunity  for  several  examiners  to  see 
and  discuss  the  significance  of  the  findings, 
and  provides  a permanent  record.  It  is  un- 
doubtedly the  method  of  greatest  use  in  the 
future. 

Obtaining  biopsy  of  the  gastric  mucosa  un- 
der direct  vision  is  more  easily  accomplished 
with  the  improved,  more  flexible  instruments 
and  leads  to  a better  proof  and  understanding 
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of  gastritis  and  the  positive  diagnosis  of  ma- 
lignant lesions.  Cytological  examination  is  also 
facilitated  by  this  method.  Detection  of  the 
source  of  bleeding  by  early  gastroscopy  is 
often  better  accomplished  by  direct  vision  than 
by  barium  study  which  for  a long  time  has 
been  regarded  as  too  often  unrewarding. 

Gastric  malignancy  appears  to  be  on  the 
decline  in  the  United  States  and  some  other 
areas,  but  is  of  increased  incidence  in  Japan 
and  other  far  eastern  and  Asian  countries. 
Mass  surveys  for  mahgnancy  by  x-ray  study 
were  undertaken  briefly  in  some  cities  here 
several  years  ago  but  proved  too  cumber- 
some, expensive  and  unproductive  of  results. 
Mass  surveys  by  endoscopic  methods  have  re- 
cently been  undertaken  in  Japan  and  promise 
much  more  practical  and  reliable  results.  The 
detection  of  very  early  malignancies  is  claimed 
and  this  is,  of  course,  an  objective  which  has 
been  almost  completely  elusive  for  many 
years  of  effort. 

X-ray  with  its  constant  improvement  in 
methods  and  accuracy  remains  our  chief  re- 
liance for  gastrointestinal  study,  including  the 
stomach.  Gastroscopy  has  always  been  re- 
garded as  a supplementary  adjunct  and  will 
continue  to  be  so  used,  but  it  has  been  in- 
creasingly helpful  and  necessary.  Improvement 
in  instruments  and  techniques  gives  promise 
of  its  greater  usefulness. 

Sam  a.  Overstreet,  M.D. 
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House  Chooses  Dr.  Cawood 
KMA  President-Elect 

Walter  L.  Cawood,  M.D.,  Ashland,  chairman  of 
the  KMA  Board  of  Trustees  during  the  1967-68 
Associational  year,  was  named 
president-elect  by  the  House  of 
Delegates  at  its  second  session 
September  25. 

Doctor  Cawood  succeeds 
Henry  B.  Asman,  M.D., 
Louisville,  who  was  installed  as 
president  at  the  close  of  the 
session.  Doctor  Asman  succeeds 
George  F.  Brockman,  M.D., 
Greenville. 

A 1946  graduate  of  the  University  of  Louisville 
School  of  Medicine,  Doctor  Cawood  interned  in 
Nashville,  then  served  with  the  Army  Medical  Corps 
from  1947  to  1949.  He  practiced  in  Harlan  until 
1955,  before  taking  his  residency  training  in  radiolo- 
gy at  Johns  Hopkins  Hospital.  He  has  since  prac- 
ticed in  Ashland  where  he  has  been  active  in  the 
Boyd  County  Medical  Society  and  in  KMA. 

Last  year  Doctor  Cawood  began  his  second  term 
as  KMA  trustee  for  the  Thirteenth  District  and  was 
elected  chairman  of  the  Board,  in  which  capacity 
he  served  until  his  election  in  September. 

A Bvlaw  revision  passed  at  the  second  session  of 
the  House  changed  the  number  of  KMA  vice-presi- 
dents from  three  to  one.  Edwin  P.  Solomon,  Jr., 
M.D.,  Louisville,  past  president  of  the  Jefferson 
County  Medical  Society,  was  elected  to  that  office. 

Richard  F.  Greathouse,  M.D.,  Louisville,  was 
elected  to  a second  three-year  term  as  speaker  of 
the  House  of  Delegates.  Carl  Cooper,  Jr.,  M.D., 
Bedford,  was  re-elected  vice-speaker  of  the  House. 

Elected  AMA  delegate  for  the  term  January  1, 
1969,  to  December  31,  1970,  was  incumbent  J. 
Thomas  Giannini,  M.D.,  Louisville.  Incumbent 
Charles  G.  Bryant,  M.D.,  Louisville,  was  elected 
AMA  alternate  delegate  for  the  same  term. 

Nominating  Committee  Selected 

The  KMA  House  of  Delegates  chose  the  five 
members  of  the  Nominating  Committee,  who  will 
nominate  the  1969-70  officers  of  the  Association, 
during  the  final  session  September  25. 

Members  of  the  committee  are  David  Hull,  M.D., 
Lexington,  Joseph  Miller,  M.D.,  Benton,  Fred 
Rainey,  M.D.,  Elizabethtown,  J.  Sankey  Williams, 
M.D.,  Nicholasville,  and  William  VonderHaar, 


M.D.,  Louisville.  The  chairman  will  be  chosen  at 
the  committee’s  first  meeting  at  the  time  of  the 
Interim  Meeting  March  26  and  27  in  Lexington. 


Following  his  election  by  acclamation  to  the  office  of 
KMA  president-elect,  Walter  L.  Cawood,  M.D.,  Ashland 
(right)  watches  George  F.  Brockman,  M.D.,  Greenville,  out- 
going president,  attach  the  president-elect  ribbon  to  his 
badge.  George  A.  Sehlinger,  M.D.,  Louisville,  vice  chair- 
man of  '.he  Board  of  Trustees,  supervises  the  activity. 

Board  Names  Dr.  Hess  Chairman 
Dr.  Sehlinger  Vice  Chairman 

Beginning  the  third  year  of  his  first  term  as 
trustee  for  the  Eighth  District,  Lee  C.  Hess,  M.D., 
Florence,  was  elected  chairman  of  the  KMA  Board 
of  Trustees  at  its  September  26  meeting.  Doctor 
Hess  succeeds  Walter  L.  Cawood,  M.D.,  Ashland, 
new  KMA  president-elect. 

George  A.  Sehlinger,  M.D.,  Louisville,  was  named 
vice-chairman  of  the  Board  at  the  same  meeting. 
Doctor  Sehlinger  is  also  beginning  the  third-year  of 
a first  term  as  trustee  for  the  Fifth  District. 

A general  practitioner.  Doctor  Hess  is  a 1956 
graduate  of  the  University  of  Louisville  School  of 
Medicine.  He  is  a member  of  the  Kentucky  and 
American  Academies  of  General  Practice,  an  asso- 
ciate member  of  the  Cincinnati  Academy  of  Medi- 
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cine  and  former  treasurer  of  the  Boone  County  Med- 
ical Society. 

Doctor  Sehlinger,  a urologist,  has  practiced  in 
Louisville  since  1948.  He  is  a 1940  graduate  of  the 
University  of  Louisville  School  of  Medicine,  a diplo- 
mate  of  the  American  Board  of  Urology  and  a 
fellow  of  the  American  College  of  Surgeons. 

Ballard  W.  Cassady,  M.D.,  Pikeville,  was  elected 
by  the  House  to  a second  term  as  trustee  for  the 
Fourteenth  District.  Paul  E.  Holbrook,  M.D.,  Ash- 
land, was  selected  to  fill  the  unexpired  term  of 
Doctor  Cawood  for  the  Thirteenth  District. 

Trustees  elected  to  their  first  terms  on  the  Board 
are  C.  C.  Lowry,  M.D.,  Murray,  First  District; 
Thornton  E Bryan,  Jr.,  M.D.,  Cadiz,  Third  Dis- 
trict; W.  Bruce  Hamilton,  M.D.,  Shepherdsville, 
Fourth  District;  and  Robert  N.  McLeod,  Jr.,  M.D., 
Somerset,  Twelfth  District. 

The  KMA  House  approved  a Bylaw  change  under 
which  alternate  trustees  were  selected  for  each  of  the 
15  trustee  districts.  The  new  alternate  trustees  are 
Hsted  below. 

District  Alternate  Trustee 

First  Carroll  W.  Traylor,  M.D.,  Calvert  City 

Second  Kenneth  M.  Eblen,  M.D.,  Henderson 
Third  Frederick  A.  Scott,  M.D.,  Madisonville 

Fourth  Emmett  W.  Wood,  M.D.,  Bardstown 

Fifth  W.  Fielding  Rubel,  M.D.,  Louisville 

Sixth  James  O.  Willoughby,  M.D.,  Bowling 

Green 

Seventh  Thomas  P.  Leonard,  M.D.,  Frankfort 
Eighth  Do  raid  K.  D.idderar,  M.D.,  Newport 
Ninth  James  L.  Ferrell,  M.D.,  Paris 
Tenth  Irving  F.  Kanner,  M.D.,  Lexington 

Eleventh  Hugh  Mahaffey,  M.D.,  Richmond 

Twelfth  Paul  J.  Sides,  M.D.,  Lancaster 
Thirteenth  Arthur  B.  Richards,  M.D.,  Louisa 
Fourteenth  James  A.  Holbrook,  M.D.,  Prestonsburg 
Fifteenth  Harold  L.  Bushey,  M.D.,  Barbourville 


Exchanging  congratulations  on  their  new  offices  in  KMA 
at  the  close  of  the  second  session  of  the  House  are  Presi- 
dent Henry  B.  Asman,  M.D.,  Louisville,  (left)  and  Presi- 
dent-elect Walter  L.  Cawood,  M.D.,  Ashland,  former  chair- 
man of  the  Board  of  Trustees. 

Annual  KEMPAC  Seminar  Hosts 
Ky.  Senatorial  Candidates 

The  Sixth  Annual  KEMPAC  Seminar  September 
23,  which  drew  a record  attendance  of  235  physicians 
and  their  wives,  featured  talks  by  Kentucky’s  two 
candidates  for  U.S.  senator  and  a member  of  the 
AMPAC  Board. 

Miss  Katherine  Peden,  Democratic  candidate  from 
Hopkinsville,  and  Judge  Marlow  Cook,  Republican 
candidate  from  Louisville,  expressed  their  views  on 
numerous  local  and  national  issues,  with  particular 
errphasis  on  those  topics  of  special  interest  to  the 
medical  profession. 

Mrs.  Ethel  Gastineau,  Indianapolis,  Ind.,  a mem- 
ber of  the  AMPAC  Board,  encouraged  the 
KEMPAC  mem.bers  to  take  an  active  part  in  politics, 
stressing  the  importance  of  the  woman’s  role  in  this 
area. 

John  C.  Quertermous,  M.D.,  Murray,  chairman  of 
the  KEMPAC  Board,  presided  at  the  Seminar 
which  was  held  in  the  Flag  Room  of  the  Kentucky 
Hotel. 


Performing  his  first  official  duty  as  the  new  KMA  presi- 
dent, Henry  B.  Asman,  M.D.,  Louisville,  (left)  presents  to 
George  F.  Brockman,  M.D.,  Greenville,  outgoing  presi- 
dent, a plaque  in  appreciation  for  his  year  of  service  to 
the  Association.  The  presentation  was  made  at  the  close 
of  the  second  session  of  the  House  September  25. 
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Auxiliary  Elects  Mrs.  Gardner 
Installs  Mrs.  McBeath 

The  Woman’s  Auxiliary  to  the  Kentucky  Medical 
Association  named  Mrs.  Hoyt  D.  Gardner,  Louis- 
ville, president-elect  and  installed  Mrs.  William  H. 
McBeath,  Lexington,  president  during  its  Annual 
Convention  September  23-25  in  Louisville.  Mrs.  Mc- 
Beath succeeds  Mrs.  Charles  C.  Kissinger,  Hender- 
son, 1967-68  president,  who  presided  at  the  meeting. 

Other  officers  elected  at  the  convention  include 
Mrs.  David  B.  Stevens,  Lexington,  fourth  vice-presi- 
dent; Mrs.  John  F.  Berry,  Jr.,  Lexington,  correspond- 
ing secretary;  and  Mrs.  J.  Murray  Kinsman,  Louis- 
ville, parliamentarian. 

Re-elected  to  office  were  Mrs.  F.  H.  Hodges, 
Pikeville,  first  vice-president;  Mrs.  James  A.  Harris, 
Paducah,  second  vice-president;  Mrs.  O.  J.  Stein, 
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Somerset,  third  vice-president;  Mrs.  C.  E.  Hornaday, 
Owensboro,  recording  secretary;  and  Mrs.  Bernard 
Schoo,  Louisville,  treasurer. 

Other  convention  highlights  included  a luncheon 
address  by  Mrs.  John  M.  Chenault,  Decatur,  Ala., 
president-elect  of  the  AMA  Auxiliary,  and  presenta- 
tion of  the  Community  Service  Award  to  Mrs.  Lon 
B.  Rogers,  Pikeville. 

Lt.  Governor  Nigh’s  Talk 
Highlights  Luncheon 

The  reason  why  Oklahoma’s  Lieutenant  Governor 
George  Nigh  has  earned  the  title  of  “The  New  Will 
Rogers”  was  evident  to  the  more  than  300  phy- 
sicians, their  wives  and  guests  who  attended  the 
President’s  Luncheon  September  25  at  the  Kentucky 
Hotel  during  the  Annual  Meeting. 

Lt.  Gov.  Nigh  delighted  his  captive  audience 
by  presenting  in  a unique  oratorical  style  a series 
of  highly  amusing  tales  about  his  life  in  public 
office,  particularly  during  the  time  he  served  as 
governor  to  fill  an  unexpired  term,  which  he  ad- 
mitted was  for  “only  nine  days.” 

A liberal  sprinkling  of  stories  about  Kentucky  and 
local  personalities  included  in  Lt.  Gov  Nigh’s  talk 
added  extra  enjoyment  for  the  audience  and 
brought  repeated  roars  of  laughter  and  rounds  of  ap- 
plause to  the  speaker. 

Since  the  Woman’s  Auxiliary  to  KMA  included 
the  President's  Luncheon  in  their  official  program  for 
the  first  time  this  year,  many  physicians’  wives 
had  the  opportunity  to  enjoy  Lt.  Gov.  Nigh’s  presen- 
tation with  their  husbands. 


Oklahoma's  Lieutenant  Governor  George  Nigh  enter- 
tains physicians  and  their  wives  at  the  President’s  Lunch- 
eon with  a series  of  highly  entertaining  observations  on 
contemporary  living  and  delights  his  audience  with  tales 
of  his  experiences  in  public  office.  His  talk  was  entitled 
“It's  A Fast,  Fast  World.” 


Drs.  Lansing,  Isbell  Receive 
1968  KMA  Faculty  Awards 

Allan  M.  Lansing,  M.D.,  Louisville,  and  Harris 
Isbell,  M.D.,  Lexington,  received  the  1968  KMA 
Faculty  Scientific  Achievement  awards  at  the  Presi- 
dent’s Luncheon,  September  25. 

Established  in  1962  by  the  Committee  on  Medical 
Education  which  serves  as  the  selection  committee, 
these  awards  are  presented  annually  to  a faculty 
member  at  each  of  Kentucky’s  two  medical  schools 
for  outstanding  research  or  other  important  contri- 
butions to  the  field  of  medicine. 

Doctor  Lansing,  chief  of  cardiovascular  surgery  at 
the  Lfniversity  of  Louisville  School  of  Medicine,  initi- 
ated the  first  organ  transplant  in  his  community  and 
has  been  instrumental  in  the  development  of  a na- 
tionally recognized  center  for  open  cardiac  surgery. 
His  talents  as  a teacher  and  as  a surgeon  have  been 
highly  significant  in  the  educational  program  at  the 
University. 

Doctor  Isbell,  who  has  served  as  acting  chairman 
of  the  University  of  Kentucky  Medical  Center’s  de- 
partment of  medicine,  has  gained  wide  recognition 
for  his  acnievements  in  the  field  of  drug  addiction 
research.  He  carries  a heavy  teaching  load  both  in 
the  department  of  medicine  and  the  department  of 
pharmacology  where  he  has  a joint  appointment,  and 
he  serves  as  a consultant  to  a number  of  national 
health  organizations. 

KMA  Top  Awards  Given  To 
Drs.  Fortune,  Wathen 

Carl  H.  Fortune,  M.D.,  Lexington,  and  Charles 
A.  Wathen,  M.D.,  London,  received  the  highest 
awards  of  the  Kentucky  Medical  Association  at  the 
President’s  Luncheon  September  25  during  the  An- 
nual Meeting. 

Recently  retired  from  the  Lexington  Clinic  where 
he  practiced  for  37  years.  Doctor  Fortune  was 
honored  with  the  Distinguished  Service  Medal  as  the 
most  outstanding  member  of  the  Kentucky  Medical 
Association. 

Doctor  Wathen,  a 1928  graduate  of  the  Universi- 
ty of  Louisville  School  of  Medicine  celebrating  his 
40th  class  reunion  this  year,  was  named  the  Out- 
standing General  Practitioner  in  Kentucky.  He  has 
practiced  in  London  since  1935. 

KMA’s  third  top  award  was  given  posthumously  to 
Joseph  P.  Sanford,  KMA  executive  secretary  from 
1951  to  1968.  (See  story  opposite  page.) 

Doctor  Fortune  is  a past  president  of  the  Ken- 
tucky Society  of  Internal  Medicine  and  the  Fayette 
County  Medical  Society,  and  has  served  as  governor 
for  Kentucky  of  the  American  College  of  Physicians 
since  1963. 

Throughout  his  40  years  of  practice  in  Jackson 
and  Laurel  Counties,  Doctor  Wathen  traveled  to  all 
corners  of  his  community,  often  on  horseback  over 
nearly  impassable  roads,  to  administer  to  the  sick. 
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In  1967  he  received  the  Friday  Nighters  Cup  for 
outstanding  service  to  his  community  and  has  been 
honored  as  an  Outstanding  Citizen  by  the  London 
Junior  Chamber  of  Commerce. 

Mr.  Sanford  Honored  by  KMA 
At  President’s  Luncheon 

In  two  separate  ceremonies  at  the  1968  Presi- 
dent’s Luncheon  September  25,  the  Kentucky  Medi- 
cal Association  honored  the  late  Joseph  P.  Sanford, 
executive  secretary  from  1951  until  his  death  in 
March  of  this  year. 

The  R.  Haynes  Barr  Award,  given  by  KMA  each 
year  to  a layman  for  outstanding  service  in  the  field 
of  medicine,  was  presented  posthumously  to  Mr.  San- 
ford. Mrs.  Sanford  accepted  the  award  from  Richard 
F.  Grise,  M.D.,  Bowling  Green,  chairman  of  the 
Awards  Committee. 

In  appreciation  for  his  dedication  to  the  better- 
ment of  medicine  in  Kentucky,  the  Association 
named  the  KMA  Headquarters  Office  in  Louisville 
the  Joseph  P.  Sanford  Memorial  Building.  KMA 
President  George  F.  Brockman.  M.D..  Louisville,  un- 


veiled the  bronze  plaque  to  be  placed  in  the  build- 
ing’s lobby. 


Recipients  of  KMA’s  fop  awards  of  the  President’s  Lunch- 
eon pose  with  Richard  F.  Grise,  M.D.,  Bowling  Green, 
(right)  Awards  Committee  chairman  who  made  the  pre- 
sentations. Carl  H.  Fortune,  M.D.,  Lexington,  (left)  received 
the  Distinguished  Service  Award  and  Charles  A.  Wathen, 
M.D.,  London,  was  named  the  Outstanding  General 
Practitioner. 


At  the  President’s  Luncheon  Mrs.  Joseph  P.  Sanford,  Louisville,  accepts  tho  R.  Haynes  Barr  Award  given  posthumously 
to  her  husband  in  recognition  for  his  contributions  to  Kentucky  medicine  during  the  years  he  served  as  KMA  executive 
secretary.  Richard  F.  Grise,  M.O.,  Bowling  Green,  Awards  Committee  chairman,  presents  the  award.  In  a separate  ceremony 
at  the  luncheon,  the  KMA  Headquarters  Office  was  named  the  Joseph  P.  Sanford  Memorial  Building. 
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Annual  Meeting  Highlights 


KEMPAC  members  join  their  guest  speakers  near  the  head  table  following  the  Annual  KEMPAC  Seminar  September  23 
at  the  Kentucky  Hotel.  Pictured  from  left  to  right  are  George  F.  Brockman,  M.D.,  Greenville,  KMA  president;  Miss 
Katherine  Peden,  Hopkinsville,  Democratic  candidate  for  U.S.  senator;  Fred  C.  Rainey,  M.D.,  Elizabethtown,  chairman  for 
state  affairs.  Committee  on  Legislative  Activities;  Judge  Marlow  Cook,  Louisville,  Republican  U.S.  senatorial  candidate; 
Mrs.  Ethel  Gastineau,  Indianapolis,  Ind.,  AMPAC  Board  mem'zer,  and  John  C.  Ouertermous,  M.D.,  Murray,  chairman  of 
the  KEMPAC  Board. 


UtLtLrAlhb 


Kenneth  M.  Eblen,  M.D.,  Henderson,  chairman  of  Reference  Committee  #4,  presents  his  report  to  the  delegates  at  the 
second  session  of  the  KMA  House  September  25.  Other  physicians  serving  as  reference  committee  chairmen  were  Thomas 

L.  Heavern,  M.D.,  Highland  Heights;  C.  C.  Lowry,  M.D.,  Murray;  David  B.  Stevens,  M.D.,  Lexington;  Walter  Johnson, 

M. D.,  Paducah;  and  Robert  L.  McClendon,  M.D.,  Louisville. 


Newly  elected  KMA  Vice  President  Edwin  P.  Solomon,  Jr.,  M.D.,  Louisville,  (second  from  left)  joins  other  top  officers 
of  the  Association  at  the  close  of  the  second  session  of  the  House.  With  Doctor  Solomon,  from  left  to  right,  are  S.  Randolph 
Scheen,  M.D.,  Louisville,  secretary;  Henry  B.  Asman,  M.D.,  Louisville,  president;  and  Keith  P.  Smith,  M.D.,  Corbin,  treas- 


urer. 
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Let’s  be  specific  about  Campbell’s  Soups... 


and 


There  are  more  than  30  million  people  in  America  who  are  overweight. 
During  the  next  year,  you  probably  will  see  more  than  1 ,000  of  them  in 
your  own  practice. 

One  good  way  to  help  these  patients  is  to  give  them  a reducing  diet 
based  on  ordinary  eating  patterns. 

Campbell  has  prepared  a sensible  plan  for  weight  control  based  on 
ordinary  eating  patterns.  The  plan  consists  of  a patient  in- 
struction booklet  and  a set  of  menus  which  provide  approxi- 
mately 1,200  calories  daily.  The  menus  are  balanced  to 
provide  the  minimum  daily  requirements  of  nutrients. 

To  obtain  a supply  for  your  office  write  to: 

Campbell  Soup  Company,  Box  265,  Camden,  N.  J.  08101 


In  childhooc 


Warnings:  Lomotil  should  be  used  with  caution  in 
patients  taking  barbiturates  and  with  caution,  if  not 
contraindicated,  in  patients  with  cirrhosis,  advanced 
liver  disease  or  impaired  liver  function. 
Precautions:  Lomotil  is  a Federally  exempt  narcotic 
with  theoretically  possible  addictive  potential  at 
high  dosage;  this  is  not  ordinarily  a clinical  prob- 
lem. Use  Lomotil  with  considerable  caution  in 
patients  receiving  addicting  drugs.  Recommended 
dosages  should  not  be  exceeded,  and  medication 
should  be  kept  out  of  reach  of  children.  Should  ac- 
cidental overdosage  occur,  signs  may  include  severe 
respiratory  depression,  flushing,  lethargy  or  coma. 


hypotonic  reflexes,  nystagmus,  pinpoint  pupilH 
tachycardia;  continuous  observation  is  necessary.  I 
Adverse  Reactions : Side  effects  reported  witj 
Lomotil  therapy  include  nausea,  sedation,  dizzinesT 
vomiting,  pruritus,  restlessness,  abdominal  disconj 
fort,  headache,  angioneurotic  edema,  giant  urticari:! 
lethargy,  anorexia,  numbness  of  the  extremitie 
atropine  effects,  swelling  of  the  gums,  euphori; 
depression  and  malaise.  Respiratory  depression  an 
coma  may  occur  with  overdosage.  i 

Dosage:  The  recommended  initial  daily  dosage; 
given  in  divided  doses  until  diarrhea  is  controller 
are  as  follows : 

i 


diarrheas . . . 

• careful  supervision 

• electrolyte  replacement 

• specific  anti-infective  therapy 

and... 

LOMOTIL 

TABLETS/LIQUID 

Each  tablet  and  each  5 cc.  of  liquid  contains; 

diphenoxylate  hydrochloride 2.5  mg. 

( Warning;  May  be  habit  forming) 
atropine  sulfate 0.025  mg. 

LOMOTIL,  in  conjunction  with  specifically  indicated  medical 
management,  may  be  lifesaving  in  children  with  severe 
diarrhea. 

Lomotil  lowers  the  excessive  intestinal  propulsion  characteristic 
of  diarrhea.  This  reduction  of  precipitate  intestinal  flow  allows  a 
normal  or  more  nearly  normal  reabsorption  of  fluid  and  electrolytes 
and  counteraas  the  dehydration  so  hazardous  to  children. 

Moreover,  eight  years’  experience  has  demonstrated  that  Lomotil 
controls  diarrhea  with  a minimum  of  unwanted  secondary  actions. 

Senra  del  Valle  and  his  associates^  conducted  a study  of  477 
children  with  diarrhea,  most  of  whom  were  hospitalized  with  the 
disorder.  Lomotil,  used  in  407  of  the  children,  shortened  the  dura- 
tion of  the  diarrhea. 

Grinszpan,  Goldstein  and  Divito-  used  Lomotil  in  20  children 
with  diarrhea  and  also  reported  a prompt  disappearance  of  diarrhea. 
Harris  arid  Beveridge'^  in  a double-blind  study  of  50  children  with 
diarrhea,  however,  found  no  clear  pattern  to  suggest  that  Lomotil 
influenced  the  course  of  the  condition. 

Michener,  Brown  and  TurnbulB  added  evidence  supporting  the 
beneflcial  effects  of  Lomotil  in  80  children,  concluding  that  Lomotil 
was  highly  useful  in  controlling  abdominal  cramping,  diarrhea  and 
hypermotility. 


Children:  Total  Daily  Dosage 

3-6  mo. ...  1/2  tsp.*  t.i.d.  (3  mg.)  J 1 | 

6-12mo. . . 1/2  tsp.  q.i.d.  (4  mg.)  i ® | i 

1- 2yr 1/2  tsp.  5 times  daily  (5  mg.)  ^ | | ^ J 

2- 5yr 1 tsp.  t.i.d.  (6  mg.)  Ill 

5-8yr 1 tsp.  q.i.d.  (8  mg.)  i 1 

8-12yr.  ...  1 tsp.  5 times  daily  (10  mg.)  J | ^ ^ J| 

Adults:  ....  2 tsp.  5 times  daily  (20  mg.) 
or  2 tablets  q.i.d. 

•Based  on  4 cc.  per  teaspoonful. 

Maintenance  dosage  may  be  as  low 
as  one-fourth  the  initial  daily  dosage. 


References: 

I.  Senra  del  Valle,  A.;  Linfante  de  Rufinelll,  E.  B.; 

Brumetti,  E.,  and  Rossi,  R.  H.:  El  chlorhidrato  de 
difenoxilato  en  las  diarreas  infantiles,  Sem.  Med.  (Buenos 
Aires)  727;475-484  (Oct.  4)  1965.  2.  Grinszpan,  I.  L.; 
Goldstein,  A.,  and  Divito,  J.:  El  chlorhidrato  de  difenoxilato 
en  las  diarreas  infantiles,  Sem.  Med.  (Buenos  Aires) 
725.758-763  (Aug.  27)  1964.  3.  Harris,  M.  J.,  and  Beveridge, 

J. :  Diphempxylate  in  the  Treatment  of  Acute  Gastro-Enteritis 
in  Children,  Med.  J.  Australia  2:921-922  (Nov.  27)  1965. 

4.  Michener,  W.  M.;  Brown,  C.  H.,  and  Turnbull,  R.  B.,  Jr.: 
Ulcerative  Colitis  in  Children.  II.  Medical  and  Surgical 
Therapy,  Amer.  J.  Dis.  Child.  708:236-242  (Sept.)  1964. 
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Research  in  the  Service  of  Medicine 
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when  cough 
is  not 

the  only  sound 
you  hear  ♦ . ♦ 


OMNl-TUSS*  b.i.d. 


. . . because  OMNI-TUSS  is  indicated  for  cough 
associated  with  upper  respiratory  tract  infections, 
bronchitis,  bronchiectasis,  bronchial  asthma,  emphy- 
sema, sinusitis  and  rhinitis,  hay  fever,  or  other  allergic 
conditions.  Any  of  these  conditions  may  exhibit  the 
general  symptom  syndrome — coughing,  wheezing, 
bronchospasm,  and  tenacious  mucus — which  may 
benefit  from  the  antitussive,  bronchodilative,  antihis- 
taminic,  and  expectorant  action  of  Omni-Tuss. 

The  therapeutic  usefulness  of  Omni-Tuss  is  enhanced 
by  a unique  resin  complex  formulation  providing  the 
clinically  desirable  advantages  of:  (1)  uniform  drug 
availability  throughout  an  extended  period,  (2)  8 to  12 
hours  of  symptomatic  control,  (3)  minimal  dosage 
requirement,  (4)  minimal  side  effects. 

Economical,  efficient  b.i.d.  dosage — extremely  well- 
tolerated  by  children,  6-12,  and  adults. 


‘Omni  Tuss’  Suspension:  Each  teaspoonful  (5  cc.)  contains 
10  mg.  codeine  (Warning:  May  be  habit-forming),  5 mg. 
phenyltoloxamine,  3 mg.  chlorpheniramine,  25  mg.  ephe- 
drine,  all  as  cation  exchange  resin  complexes  of  sulfonated 
polystyrene,  and  20  mg.  guaiacol  carbonate. 

Available  on  prescription  only.  Class  X exempt  narcotic. 
Permissible  on  oral  prescription. 

Dosage:  Adults:  1 teaspoonful  (5  cc.)  ql2h. 

Children  (6-\2 years):  Vi  teaspoonful  ql2h. 

Side  Effects:  Minimal,  but  when  encountered  may  include 
jitteriness,  nausea,  drying  of  mouth,  insomnia,  constipa- 
tion, which  disappear  upon  adjustment  of  the  dose  or  dis- 
continuance of  treatment. 

Precautions  and  Contraindications:  For  complete  detailed 
information,  refer  to  package  insert  or  official  brochure. 

Strasenburgh 

Strascnburgh  Laboratories  Division 
Wallace  & Tiernan  Inc.,  Rochester,  N.Y. 


When  it’s  more  than  a bad  cold 


your  patient  can  feel  better 
while  she’s  getting  better 


Achrocidin 

Tetracycline  HCl— Antihistamine— Analgesic  Compound 

Each  tablet  contains:  ACHROMYGIN®  Tetracycline  HCl  125  mg.;  Phenacetin  120  mg.; 
Caffeine  30  mg.;  Salicylamide  150  mg.;  Chlorothen  citrate  25  mg. 


In  tetracycline-sensitive  bacterial  infection  complicating  respiratory  allergy,  ACHROCIDIN 
brings  the  treatment  together  in  a single  prescription  — prompt  relief  of  headache  and  conges- 
tion together  with  effective  control  of  the  organisms  frequently  responsible  for  complications 
leading  to  prolonged  disability  in  the  susceptible  patient. 

For  children  and  elderly  patients  you  may  prefer  caffeine-free  ACHROCIDIN  Syrup.  Each 
5 cc  contains:  ACHROMYCIN  (Tetracycline)  equivalent  to  Tetracycline  HCl  125  mg.;  Phen- 
acetin 120  mg.;  Salicylamide  150  mg.;  Ascorbic  Acid  (C)  25  mg.;  Pyrilamine  Maleate  15  mg. 


Contraindications:  Hypersensitivity  to  any  compo- 
nent. 

Warning:  In  renal  impairment,  since  liver  toxicity  is 
possible,  lower  doses  are  indicated;  during  prolonged 
therapy  consider  serum  level  determinations.  Photo- 
dynamic reaction  to  sunlight  may  occur  in  hyper- 
sensitive persons.  Photosensitive  individuals  should 
avoid  exposure;  discontinue  treatment  if  skin  dis- 
comfort occurs. 

Precautions:  Drowsiness,  anorexia,  slight  gastric  dis- 
tress can  occur.  In  excessive  drowsiness,  consider 
longer  dosage  intervals.  Persons  on  full  dosage 
should  not  operate  vehicles.  Nonsusceptible  organ- 
isms may  overgrow;  treat  superinfection  appropri- 
ately. Treat  beta-hemolytic  streptococcal  infections 
at  least  10  days  to  help  prevent  rheumatic  fever  or 
acute  glomerulonephritis.  Tetracycline  may  form  a 
stable  calcium  complex  in  bone-forming  tissue  and 


may  cause  dental  staining  during  tooth  development 
(last  half  of  pregnancy,  neonatal  period,  infanc>. 
earh  childhood). 

Adverse  Reactions:  Gastrointestinal— dinovtx\n,  nau- 
sea, vomiting,  diarrhea,  stomatitis,  glossitis,  entero- 
colitis, pruritus  ani.  5A//J— maculopapular  and 
erythematous  rashes;  exfoliative  dermatitis;  photo- 
sensitivity; onycholysis,  nail  discoloration.  Kidney 
—dose-related  rise  in  BUN.  Hypersensitivity  reac- 
tions—urticaria,  angioneurotic  edema,  anaphylaxis. 
Intracranial— fontanels  in  young  infants. 
7ee//f— yellow-brown  staining;  enamel  hypoplasia. 

anemia,  thrombocytopenic  purpura,  neutro- 
penia. eosinophilia.  Z./irr— cholestasis  at  high  dosage. 

Upon  adverse  reaction,  stop  medication  and  treat 
appropriately. 


KMA  House  Acts  on  14  Resolutions,  44  Reports  Covering  Variety  of  Topics 
Including  Comprehensive  Health  Planning,  Legislative  Activities 


A total  of  44  reports  and  14  resolutions  kept  the 
members  of  the  KMA  House  of  Delegates  busy  be- 
tween September  23  and  25  during  the  KMA  Annual 
Meeting  in  Louisville. 

Two  of  the  resolution  dealth  with  legislative 
activities,  two  others  with  osteopathic  physicians, 
while  the  remainder  ranged  from  such  local  subjects 
as  home  health  care.  Comprehensive  Health  Plan- 
ning, and  Educational  Television  to  national  matters 
relating  to  the  AMA  executive  vice  president  and 
KMA  participation  in  national  meetings. 

Reports  and  resolutions  submitted  to  and  acted  on 
at  the  1968  meeting  of  the  KMA  House  of  Delegates 
will  appear  in  the  December  issue  of  the  Journal 
It  is  only  possible  to  touch  on  some  of  the  highlights 
in  this  article. 

A resolution  from  the  Jefferson  County  Medical 
Society  was  approved  instructing  KMA  to  introduce 
a resolution  into  the  AMA  House  of  Delegates  call- 
ing for  a change  in  the  bylaws  that  would  require 
the  executive  vice  president  to  be  an  active  member 
of  the  AMA.  A Fayette  County  resolution  called  for 
the  KMA  Executive  Committee  to  study  the  schedul- 
ing of  participants  for  national  meetings  so  that  a 
variety  of  trustees,  delegates  and/or  officers  can  be 
involved. 

Comprehensive  Health  Planning  was  an  item  of 
major  interest  at  the  1968  House  of  Delegates  ses- 
sions where  it  was  recorded  that  “this  is  an  im- 
portant area  worth  the  attention  of  each  member”. 
The  House  asked  that  each  trustee  be  responsible 
for  the  immediate  organization  of  a regional  health 
planning  council  in  his  given  area. 

In  the  field  of  legislative  activities,  a Board  of 
Trustees  resolution  was  approved  expressing  appreci- 
ation to  those  who  worked  “so  earnestly  and  un- 
selfishly on  behalf  of  good  health  legislation  during 
the  1968  Kentucky  General  Assembly”. 

Another  resolution  called  for  physicians  to  become 
candidates  for  the  Kentucky  General  Assembly  and 
for  other  physicians  to  offer  them  active  and  mean- 
ingful support.  The  Board  of  Trustees  was  instructed 
to  provide  such  administrative  staff  that  two  staff 
men  be  assigned  full-time  as  lobbyists  during  the 
sessions  of  the  General  Assembly.  Members  of  the 
Legislative  Committee  were  commended  for  their  ex- 
cellent work. 

The  House  of  Delegates  reaffirmed  its  policy  on 
reimbursement  on  the  usual  and  customary  basis  and 
urged  Kentucky  Physicians  Mutual,  Inc.,  to  provide 
contracts  to  as  many  of  its  subscribers  as  possible  on 
the  usual  and  customary  principle.  To  implement  such 
a program,  the  House  requested  that  a state-wide 
Claims  Review  Committee  be  established  to  review 
cases  which  could  be  referred  to  it  by  any  third 
party  and  that  KMA  assist  and  encourage  all  county 
medical  societies  with  20  or  more  active  practicing 
physicians  in  establishing  a local  claims  review  com- 
mittee. 


The  House  also  reaffirmed  KMA  policy  that  usual 
and  customary  fees  should  be  paid  for  all  physician 
services,  whether  in  or  out  of  hospitals,  and  further, 
that  these  usual  and  customary  fees  should  be  re- 
viewed no  less  frequently  than  on  an  annual  basis. 

In  discussing  the  needs  for  increasing  the  supply 
of  health  manpower,  the  Health  Careers  Committee 
report  was  adopted,  stating  that  KMA  would  sup- 
port fully  the  efforts  of  the  Kentucky  Hospital  As- 
sociation which  has  initiated  a “Health  Careers  in 
Kentucky”  foundation.  The  House  requested  that 
KMA  give  financial  support  to  this  endeavor  and  re- 
ferred the  implementation  of  the  report  to  the  Board 
of  Trustees. 

A constitutional  amendment  was  approved  chang- 
ing the  number  of  KMA  vice  presidents  from  three  to 
one,  and  another  amendment  directed  that  an  alter- 
nate trustee  be  elected  from  each  of  KMA’s  15  dis- 
tricts. 

Bylaw  changes  included  the  addition  of  a new 
membership  for  service  (armed  forces)  members,  an 
increase  in  associate  and  inactive  member  dues  from 
$8  to  $10,  and  authorization  for  two  or  more  ad- 
jacent component  societies  to  combine  into  one 
multi-county  component  society. 

In  other  actions,  the  House  of  Delegates  accepted 
a resolution  recommending  the  purchase  of  time 
from  the  Kentucky  Educational  Television  Authority 
and  the  rental  of  material  to  present  two  hours  of 
post-graduate  education  to  be  followed  by  a survey 
for  evaluating  this  media.  Kentucky  physicians  were 
asked  to  take  an  active  part  in  school  health  and 
physical  education,  and  by  adoption  of  a Fayette 
County  resolution,  physicians  were  asked  not  to  ac- 
cept payment  from  so-called  debt  adjusters  or  credit 
arrangers  which  have  recently  begun  extensive  opera- 
tions in  the  state. 

Another  Fayette  County  resolution  pointed  out  that 
some  Insurance  companies  require  considerably  more 
paper  work  by  not  accepting  the  universal  form  and 
requested  KMA  committees  to  work  with  the  ap- 
propriate departments  of  state  government  and  with 
various  insurance  companies  to  modify  the  procedures 
to  achieve  a realistic  program.  In  approving  a Hen- 
derson County  resolution,  KMA  was  asked  to  formu- 
late and  help  implement  through  county  medical  so- 
cieties a program  to  encourage  physicians  to  utilize 
home  health  services  with  local  control. 

Through  other  resolutions  approved,  the  Board  of 
Trustees  was  urged  to  request  a report  on  the  an- 
nual registration  of  physicians  (Jefferson  County); 
KMA  policy  was  reaffirmed  endorsing  the  idea  of 
the  necessity  of  physicians  being  voting  members 
of  hospital  boards  of  trustees  (McCracken  County); 
and  opthalmic  solutions  for  the  prevention  and  treat- 
ment of  glaucoma  were  requested  for  addition  to  the 
Kentucky  Medical  Assistance  Program  drug  list  (Fay- 
ette County). 
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Just  one  tablet  at  bedtime  • Prevents  pain- 
ful night  leg  cramps  • Permits  restful  sleep 

How  many  of  your  patients  stamp  their  feet  at  night 
and  lose  sleep  because  of  painful  leg  cramps?  Un- 
less prompted,  they  usually  fail  to  report  this  dis- 
tressing condition  and  suffer  needlessly. 

One  tablet  of  QUINAMM  at  bedtime  usually  con- 
trols distressing  night  cramps  and  permits  restful 
sleep  with  the  initial  dose. 


ACHROMYCIN*  V 

TETRACYCLINE 

Contraindications:  Hypersensitivity 
to  tetracycline. 

Warning:  In  renal  impairment,  since 
liver  toxicity  is  possible,  lower 
doses  are  indicated;  during  pro- 
longed therapy  consider  serum 
level  determinations.  Photody- 
namic reaction  to  sunlight  may 
occur  in  hypersensitive  persons. 
Photosensitive  individuals  should 
avoid  exposure;  discontinue  treat- 
ment if  skin  discomfort  occurs. 

Precautions:  Nonsusceptible  organ- 
isms may  overgrow;  treat  superin- 
fection appropriately.  Tetracycline 
may  form  a stable  calcium  com- 
plex in  bone-forming  tissue  and 
may  cause  dental  staining  during 
tooth  development  (last  half  of 
pregnancy,  neonatal  period,  in- 
fancy, early  childhood). 

Side  Effects:  Gastrointestinal— 
anorexia,  nausea,  vomiting,  diar- 
rhea, stomatitis,  glossitis,  entero- 
colitis, pruritus  ani.  S/c/n— maculo- 
papular  and  erythematous  rashes; 
exfoliative  dermatitis;  photosensi- 
tivity; onycholysis,  nail  discolora- 
tion. /</c/ney— dose-related  rise  in 
BUN.  Hypersensitivity  reactions— 
urticaria,  angioneurotic  edema, 
anaphylaxis,  /nfracran/a/— bulging 
fontanels  in  young  infants.  Teeth— 
yellow-brown  staining;  enamel  hy- 
poplasia. 6/ood— anemia,  thrombo- 
cytopenic purpura,  neutropenia, 
eosinophilia.  Z./Ver— cholestasis  at 
high  dosage. 


Prescribing  information— Composition:  Each  white,  beveled, 
compressed  tablet  contains:  Quinine  sulfate,  260  mg.,  Amino- 
phylline,  195  mg.  Indications:  For  the  prevention  and  treat- 
ment of  nocturnal  and  recumbency  leg  muscle  cramps,  in- 
cluding those  associated  with  arthritis,  diabetes,  varicose 
veins,  thrombophlebitis,  arteriosclerosis  and  static  foot  de- 
formities. Contraindications:  QUINAMM  is  contraindicated  in 
pregnancy  because  of  its  quinine  content.  Side  Effects/ 
Precautions:  Aminophylline  may  produce  intestinal  cramps 
in  some  instances,  and  quinine  may  produce  symptoms  of 
cinchonism,  such  as  tinnitus,  dizziness,  and  gastrointestinal 
disturbance.  Discontinue  use  if  ringing  in  the  ears,  deafness, 
skin  rash,  or  visual  disturbances  occur.  Dosage:  One  tablet 
upon  retiring.  Where  necessary,  dosage  may  be  increased  to 
one  tablet  following  the  evening  meal  and  one  tablet  upon 
retiring.  Supplied:  Bottles  of  100  and  500  tablets. 


THE  NATIONAL  DRUG  COMPANY 

DIVISION  OF  RICHARDSON-MERRELL  INC. 

PHILADELPHIA.  PENNSYLVANIA  19144 


Upon  adverse  reaction,  stop  medi- 
cation and  treat  appropriately. 


LEDERLE  LABORATORIES 

A Division  of 

American  Cyanamid  Company 
Pearl  River,  New  York  10965 

S59-8 


1000 


Suspected  tetracycline-sensitive  infection? 

I While  waiting  for  the  results  of  the  sensitivity  test, 
start  the  therapy  likely  to  succeed... 


Although  of  course  it  can’t  replace  routine 
sensitivity  testing,  your  prescription  for 
ACHROM Y CIN®  V,  in  a way,  provides  the 
) ultimate  test  of  therapy  under  rigorous  in  vivo 
conditions. 

Because  ACHROM Y CIN®  V is  effective  in 
treating  so  many  common  infections— caused  by 
strains  of  tetracycline-sensitive  organisms— 
i doesn’t  stat  dosage  of  this  time-tested  antibiotic 
' make  good  sense? 

■^—Prescribing  Information 


ACHROMYCIN*  V 


TETRACYCLINE 

The  price  differential 
is  inconsequential. 


TA.6OO0 


in  osteoarthiitic  pain 


I 

If  aspirin  doesn’t  help,  move  in 
m\h  Tandearil. 

The  trial  period  is  brief:  1 week. 
Try  one  tablet  q.i.d.  at  first.  Tandearil 
usually  startsworkingwithinSto  4 days. 
When  response  occurs,  as  little  as  1 or 
2tablets  daily  may  hold  back  pain  and 
stiffness,  and  increase  joint  motion. 

On  the  next  page  isasummary 
Df  adverse  reactions,  contraindications, 
vvarning  and  precautions. 


Tandearil. 

It  can  help  get  his  mind  off  his  knee. 

Please  review  full  Prescribing 
Information  carefully  before  prescribing. 

For  osteoarthritic  knees,  spines, 
shoulders,  hips,  etc.: 

Tandearil" 

oxyphenbutazone 


andearil,  oxyphenbutazone: 
or  brief  summary  see  next  page. 


Geigy 


f 


Tandearil 

oxyphenbutazone 


^5^  Geigy  Pharmaceuticals 
Division  of 

Geigy  Chemical  Corporation 
Ardsley,  New  York  10502 


Contraindications:  Edema;  dan- 
ger of  cardiac  decompensation;  his- 
tory or  symptoms  of  peptic  ulcer; 
renal,  hepatic  or  cardiac  damage; 
history  of  drug  allergy;  history  of 
blood  dyscrasia.  The  drug  should 
not  be  given  when  the  patient  is  se- 
nile or  when  other  potent  drugs  are 
given  concurrently. 

Warning:  This  drug  is  an  analog 
of  phenylbutazone;  sensitive  pa- 
tients may  be  cross-reactive.  If  cou- 
marin-type  anticoagulants  are  given 
simultaneously,  watch  for  excessive 
increase  in  prothrombin  time.  In- 
stances of  severe  bleeding  have  oc- 
curred. Persistent  or  severe  dyspep- 
sia may  indicate  peptic  ulcer;  perform 
upper  gastrointestinal  x-ray  diagnos- 
tic tests  if  drug  is  continued.  Pyrazole 
compounds  may  potentiate  the  phar- 
macologic action  of  sulfonylurea, 
sulfonamide-type  agents  and  insu- 
lin. Carefully  observe  patients  receiv- 
ing such  therapy.  Use  with  caution  in 
the  first  trimester  of  pregnancy,  and 
in  patients  with  thyroid  disease. 

Precautions:  Before  prescribing, 
carefully  select  patients,  avoiding 
those  responsive  to  routine  meas- 
ures as  well  as  contraindicated  pa- 
tients. Obtain  a detailed  history  and  a 
complete  physical  and  laboratory  ex- 
amination, including  a blood  count. 
The  patients  should  not  exceed  rec- 
ommended dosage,  should  be  closely 
supervised  and  should  be  warned  to 
discontinue  the  drug  and  report  im- 
mediately if  fever,  sore  throat,  or 
mouth  lesions  (symptoms  of  blood 
dyscrasia),  sudden  weight  gain  (water 
retention),  skin  reactions,  black  or 
tarry  stools  or  other  evidence  of  in- 
testinal hemorrhage  occur  Make 
complete  blood  counts  at  weekly  in- 
tervals during  early  therapy  and  at 
2-week  intervals  thereafter  Discon- 


tinue the  drug  immediately  and  in- 
stitute countermeasures  if  the  white  j 
count  changes  significantly,  granu- 
locytes decrease,  or  immature  forms 
appear  Use  greater  care  in  the  el- 
derly and  in  hypertensives. 

Adverse  Reactions:  The  more 
common  are  nausea  and  edema. 
Swelling  of  the  ankles  or  face  may 
be  minimized  by  withholding  die- 
tary salt,  reduction  in  dosage  or  use 
of  diuretics.  In  elderly  patients  and 
in  those  with  hypertension,  the  drug  I 
should  be  discontinued  with  the  ap- 
pearance of  edema.  The  drug  has 
been  associated  with  peptic  ulcer 
and  may  reactivate  a latent  peptic  ul- 
cer. The  patient  should  be  instructed 
to  take  doses  immediately  after  meals 
or  with  milk  to  minimize  gastric  up- 
set. Drug  rash  occasionally  occurs. 

If  it  does,  promptly  discontinue  the 
drug.  Agranulocytosis,  exfoliative 
dermatitis.  Stevens-Johnson  syn- 
drome, Lyell's  syndrome  (toxic  nec- 
rotizing epidermolysis),  or  a gen- 
eralized allergic  reaction  similar  to  a 
serum  sickness  syndrome  may  oc- 
cur and  require  permanent  with- 
drawal of  medication.  Agranulocy- 
tosis can  occur  suddenly  in  spite  of 
regular,  repeated  normal  white 
counts.  Stomatitis,  salivary  gland 
enlargement,  vomiting,  vertigo  and 
languor  may  occur.  Leukemia  and 
leukemoid  reactions  have  been 
reported.  While  not  definitely  at- 
tributable to  the  drug,  a causal  re- 
lationship cannot  be  excluded. 
Thrombocytopenic  purpura  and 
aplastic  anemia  may  occur.  Con- 
fusional  states,  agitation,  headache, 
blurred  vision,  optic  neuritis  and 
transient  hearing  loss  have  been  re- 
ported, as  have  hyperglycemia,  hep- 
atitis. jaundice,  hypersensitivity 
angiitis,  pericarditis  and  several 
cases  of  anuria  and  hematuria.  With 
long-term  use,  reversible  thyroid  hy- 
perplasia may  occur  infrequently. 
Moderate  lowering  of  the  red  cell 
count  due  to  hemodilution  may 
occur. 

Dosage  in  Osteoarthritis: 

Initial  3 to  6 tablets  daily  in  divided 
doses.  Usually  unnecessary  to  ex- 
ceed 4 tablets  daily.  A trial  period  of 
one  week  is  considered  adequate  to 
determine  the  therapeutic  effect  of 
the  drug.  Maintenance:  Effective 
level  often  achieved  with  1 or  2 tab- 
lets daily,  should  not  exceed  4 tab- 
lets daily. 

In  selecting  appropriate  dosage 
in  any  specific  case,  consideration 
should  be  given  to  the  patient's 
weight,  general  health,  age  and  any 
other  factors  influencing  drug 
response. 

Availability:  Tan,  round,  sugar- 
coated  tablets  of  100  mg.  in  bottles 
of  100  and  1000. 

(B)R-46-800-A 

For  complete  details,  please 
see  full  Prescribing  Information. 
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KMA  Orientation  Program  Draws  Record  Attendance  Sept.  23 


A record  attendance  of  78  physicians  was  reported  at  the  Seventh  Orientation  Program  for  new  KMA 
members  September  23  by  N.  Lewis  Bosworth,  M.D.,  Lexington,  chairman  of  the  Committee  on  Communica- 
tion and  Health  Education. 


Since  the  Orientation  Program  was  approved  in  a Bylaw  amendment  by  the  House  of  Delegates  in  1964,  it 
has  been  held  twice  annually  at  the  time  of  the  Interim  and  Annual  Meetings. 

The  names  of  those  physicians  who  attended  the  September  23  program  are  listed  below.  If  you  were  present 
and  your  name  has  been  omitted  from  this  list,  please  advise  the  KMA  Headquarters  Office. 


J.  A.  Bishop,  M.D.,  Jeffersontown 
L.  James  Black,  Jr.,  M.D.,  Pikeville 
Roy  R.  Bontrager,  M.D.,  Whitesburg 
Walter  R.  Brewer,  M.D.,  Lexington 
Harry  G.  Caldwell,  M.D.,  Lexington 
Stanley  Collis,  M.D.,  Louisville 
James  W.  Curry,  M.D.,  Louisville 
Fielding  W.  Daniel,  M.D.,  Louisville 
Robert  S.  Davis,  M.D.,  Harlan 
Harry  O.  DeBandi,  Jr.,  M.D.,  Madisonville 
John  C.  Devlin,  M.D.,  Louisville 
Bob  M.  DeWeese,  M.D.,  Louisville 
Herbert  Dickstein,  M.D.,  Louisville 
Preston  V.  Dilts,  Jr.,  M.D.,  Lexington 
William  R.  Elsea,  M.D.,  Lexington 
C.  David  Eversole,  M.D.,  Ft.  Mitchell 
Linda  S.  Fagan,  M.D.,  Richmond 
Harold  T.  Faulconer,  M.D.,  Lexington 
Roberto  Garcia-Rivera,  M.D.,  Augusta 
John  A.  Green,  M.D.,  Bowling  Green 
Robert  P.  Goodman,  M.D.,  Lexington 
Kenneth  A.  Hafendorfer,  M.D.,  Louisville 
John  N.  Hafner,  M.D.,  Louisville 
Claude  C.  Hazlett,  M.D.,  Louisville 
Philip  J.  Hulsman,  M.D.,  Louisville 
Jack  B.  Holt.  M.D.,  Russellville 


Brooks  Howard,  M.D.,  Louisville 
John  D.  Howard,  M.D.,  Louisville 
B.  J.  Jackson,  M.D.,  Lawrenceburg 
Hart  James,  M.D.,  Lexington 
Becky  John,  M.D.,  Hazard 
J.  Wesley  Johnson,  M.D.,  Ashland 
Robert  K.  Johnson,  M.D.,  Covington 
Thomas  J.  Kalmer,  M.D.,  Louisville 
William  H.  Keller,  M.D.,  Frankfort 
Robinson  P.  Kirkpatrick,  M.D.,  Danville 
A.  W.  Krupp,  M.D.,  Louisville 
Theodore  N.  Lynch,  M.D.,  Louisville 
J.  Marshall  Mahan,  M.D.,  Louisville 
Laszlo  Makk,  M.D,,  Louisville 
James  M.  McEntyre,  M.D.,  Lexington 
Charles  B.  Mercer,  M.D.,  Louisville 
Jesse  H.  Meredith,  M.D.,  Glasgow 
Wally  O.  Montgomery,  M.D.  Paducah 
Gerald  L.  Moore,  M.D.,  Louisville 
Louis  M.  Muldrow,  Jr.,  M.D..  Lexington 
Ronald  A.  Moss,  M.D.,  Lexington 
Richard  R.  Nave,  M.D.,  Louisville 
Richard  L.  O’Conner,  M.D.,  Louisville 
Lynn  L.  Ogden.  M.D.,  Louisville 
Lafayette  G.  Owen.  M.D.  Louisville 
John  D.  Perrine,  M.D.,  Lexington 


Donald  L.  Peterson,  M.D.,  McKee 
Robert  Pfeiler.  M.D.,  Louisville 
George  Alan  Playford,  M.D.,  Madisonville 
R.  L.  Rainey  M.D.,  Louisville 
Todd  G.  Richardson,  M.D.,  Louisville 
E.  D.  Roberts,  M.D.,  Murray 
Jim  L.  Rogers,  M.D.,  Madisonville 
Max  C.  Salb,  M.D.,  Kuttawa 
Bernard  F.  Sams,  M.D.,  Louisville 
Arthur  Seigel,  M.D.,  Bowling  Green 
Robert  M.  Senese,  M.D.,  Louisville 
Hugh  A.  Storrow,  M.D.,  Lexington 
Paul  L.  Tagher,  M.D.,  Florence 
Joan  E.  Thomas.  M.D.,  Louisville 
Walter  L.  Thompson,  M.D.,  Louisville 
J.  Kent  Trinkle,  M.D.,  Lexington 
W.  E.  Waltrip.  M.D.,  Owensboro 
Thomas  R.  Watson,  M.D.,  Louisville 
Jack  H.  Welch.  M.D.,  Lexington 
Wm.  G.  Wheeler,  Jr.,  M.D.,  Lexington 
Joseph  G.  Whelan,  Jr.,  M.D.,  Louisville 
Roger  K.  White,  M.D.,  Louisville 
Kenneth  R.  Wier,  M.D..  Lynch 
Cornelia  B.  Wilbur,  M.D.,  Lexington 
Robert  H.  Wilber,  M.D.,  Lebanon 
Bernard  Weisskopf,  M.D.,  Louisville 
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BREON  LABORATORIES  INC. 

Subsidiary  of  Sterling  Drug  Inc. 

90  Park  Avenue,  New  York,  N.Y.  10016 
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KMA  Membership  Reaches  All-Time  High  This  Year 


KMA  membership  of  active  physicians  in  the  state 
reached  an  all-time  high  this  year,  according  to  the 
records  of  the  membership  department  as  of  October 
15.  The  total  number  of  active  members  is  2297  as 
compared  with  last  year's  record  of  2247. 

The  number  of  counties  with  100%  KMA  and 
AMA  membership  has  also  surpassed  last  year’s 
figures.  This  year  68  counties  have  100%  member- 


ship in  KMA  and  45  counties  have  100%  member- 
ship in  the  AMA,  as  compared  to  1967  figures  of 
58  counties  and  40  counties  respectively. 

Membership  figures  supplied  by  the  membership 
department  as  of  October  15  are  contained  in  the 
chart  below.  They  do  not  include  the  associate  and 
emeritus  members. 


Number  of  Active  Physicians  in  Kentucky  Counties 
Who  Are  Members  of  KMA  and  AMA 

October  15,  1968 


COUNTIES 

ACTIVE 

PHYSI- 

CIANS 

MEMBERS 
KMA  AMA 

COUNTIES 

ACTIVE 

PHYSI- 

CIANS 

MEMBERS 
KMA  AMA 

ACTIVE 

PHYSI- 

COUNTIES  CIANS 

MEMBERS 
KMA  AMA 

7 

6 

6 

Graves 

16 

15 

15 

Menifee  ( * ) 2 

2 

1 

Allen 

7 

6 

6 

Grays  Dn 

6 

5 

5 

Mercer  1 1 

10 

9 

4 

3 

2 

Green  ( * ) 

7 

7 

6 

Metcalfe  ( * ) ( * * ) 1 

1 

1 

Ballard 

4 

3 

3 

Greenup  ( * ) 

(••) 

8 

8 

8 

Monroe  (*)  (*•)  7 

7 

7 

Barren 

24 

23 

21 

Han'oek  ( * ) 

2 

2 

1 

Montgomery  9 

7 

6 

3 

2 

1 

Hardin 

26 

24 

16 

Morgan  ( * ) 3 

3 

2 

Bell 

27 

26 

25 

Harlan 

40 

36 

34 

Muhlenberg  (*)  12 

12 

11 

Boone  ( ‘ ) ( * * ) 

15 

15 

15 

Harrison 

8 

7 

3 

Nelson  (*)  C*)  7 

7 

7 

Bourbon 

13 

12 

6 

Harr 

6 

5 

5 

Nicholas  (•)  (*•)  2 

2 

2 

Boyd 

53 

52 

51 

Henderson 

30 

28 

28 

Ohio  ( * ) 5 

5 

2 

Boyle 

24 

17 

9 

Henry  ( * ) ( 

•*) 

3 

3 

3 

Oldham  ( * ) 8 

8 

7 

Bracken 

4 

3 

2 

Hickman  ( * ) 

(••) 

2 

2 

2 

Owen  (*)  {**)  2 

2 

2 

Breathitt  (*)  C* 

) 3 

3 

3 

Hopkins 

42 

40 

37 

Owsley  ( * ) ( * * ) 4 

4 

4 

Breckinridge 

5 

4 

4 

Jackson  ( * ) 

(•*) 

1 

1 

1 

Pendleton  ( * ) 3 

3 

1 

Bullitt  ( * ) ( • • ) 

4 

4 

4 

Jefferson 

825 

767 

607 

Perry  ( * ) 17 

17 

14 

Butler  ( * ) ( • * ) 

2 

2 

2 

Jessamine  ( * ) 

6 

6 

3 

Pike  43 

24 

23 

Caldwell 

6 

5 

5 

Johnson  f * ) 

11 

11 

11 

Powell  2 

1 

1 

Calloway 

18 

17 

17 

Kenton — See  Campbell 

Pulaski  ( • ) 26 

26 

24 

Campbell-Kenton 

148 

141 

119 

Knott  (•)  (• 

'*) 

2 

2 

2 

Robertson  1 

0 

0 

Carlisle  C)  (*•) 

2 

2 

2 

Knox 

8 

7 

3 

Rockcastle  2 

1 

0 

Carroll  (*) 

5 

5 

4 

Larue  ( * ) 

3 

3 

1 

Rowan  (*)(**)  7 

7 

7 

Carter 

3 

0 

0 

Laurel  ( * ) 

10 

10 

9 

Russell  (•)  (•*)  4 

4 

4 

Casey  ( * ) ( * * ) 

5 

5 

5 

Lawrence  ( * ) 

( ••) 

8 

8 

8 

Scott  ( * ) 8 

8 

2 

Christian 

41 

34 

34 

Lee  (•)  (•• 

) 

1 

1 

1 

Shelby  ( * ) ( * * ) 7 

7 

7 

Clark 

13 

12 

11 

Leslie 

3 

2 

2 

Simpson  8 

7 

4 

Clay  (♦)  (••) 

5 

5 

5 

Letcher 

14 

12 

11 

Spencer  (*)  (**)  2 

2 

2 

Clinton  ( • ) ( * • ) 

2 

2 

2 

Lewis 

2 

0 

0 

Taylor  (*)  (••)  6 

6 

6 

Crittenden  ( * ) ( 

..)  2 

2 

2 

Lincoln  ( * ) 

(••) 

3 

3 

3 

Todd  ( * ) 4 

4 

3 

Cumberland  ( * ) ( 

..)  2 

2 

2 

Livingston 

4 

3 

2 

Trigg  ( * ) 6 

6 

5 

Daviess 

65 

64 

58 

Logan  ( • ) 

10 

10 

8 

1 rimb'.e  (*)  (**)  2 

2 

2 

Edmonson  ( * ) ( 

..)  2 

2 

2 

Lyon  ( * ) 

3 

3 

2 

Union  4 

3 

3 

Elliott 

2 

1 

1 

McCracken 

63 

54 

55 

Warren  49 

48 

42 

Estill  (•)  (••) 

5 

5 

5 

McCreary  ( * ) 

(••) 

2 

2 

2 

Washington  (*)(*•)  5 

5 

5 

Fayette 

416 

313 

272 

McLean 

4 

3 

0 

Wayne  ( * ) 6 

6 

5 

Fleming  ( • ) 

4 

4 

1 

Madison 

24 

23 

20 

Webster  ( * ) ( ' * ) 3 

3 

3 

Floyd 

22 

10 

9 

Magoffin  ( * ) 

(••) 

2 

2 

2 

Whitley  19 

18 

16 

Franklin 

38 

32 

27 

Marion  ( * ) ( 

8 

8 

8 

Wolfe  ( * ) ( * * ) 1 

1 

1 

Fulton  ( * ) ( * * ) 

9 

9 

9 

Marshall  ( * ) 

(") 

10 

10 

10 

Woodford  ( • ) 7 

7 

2 

Gallatin  C)  C* 

) 1 

1 

1 

Martin  ( * ) ( 

2 

2 

2 

— 



■ ■ — 

Garrard  ( * ) ( * * 

) 3 

3 

3 

Mason 

13 

12 

10 

Totals  2578 

2297 

1950 

Grant  C)  (**) 

4 

4 

4 

Meade  ( * ) 

3 

3 

1 

• 100%  KMA  ••  100%  AMA 


Note:  Report  includes  teaching  staffs  at  medical  schools,  physicians  in  public  health,  mental  institutions,  TB  hospitals,  VA  hospitals,  etc. 


AMA  Urges  Influenza  Vaccine 
For  High-Risk  Groups 

The  AMA  Council  on  Environmental  and  Public 
Health  predicts  a possible  influenza  outbreak  in  the 
United  States  this  winter  and  urges  physicians  to 
administer  currently  available  vaccine  to  all  high-risk 
groups. 

The  occurrence  of  an  increased  amount  of  in- 
fluenza recently  in  Hong  Kong,  due  to  a consider- 
ably altered  strain  of  A,  (Asian)  influenza  virus, 
has  led  the  AMA  Council  to  expect  a similar  out- 
break here.  Current  bivalent  and  polyvalent  vaccines 


may  provide  only  limited  protection  against  the  new 
strain  (A,  Hong  Kong/68),  and  it  may  take  from 
three  to  six  months  for  manufacturers  to  develop  and 
produce  a monovalent  vaccine  containing  it,  the 
Council  stated. 

Although  high-risk  groups  should  receive  top  pri- 
ority for  the  new  vaccine  when  it  becomes  available, 
the  Council  urges  that  they  be  immunized  now  with 
the  vaccine  that  is  on  hand.  High-risk  groups  are 
defined  as  persons  over  45  and  those  with  chronic 
illnesses  such  as  rheumatic  heart  disease,  cardiovas- 
cular disorders  and  bronchopulmonary  diseases. 

The  Council  recommends  that  individual  phy- 
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sicians  report  increased  incidence  of  flu-like  respira- 
tory disorders  promptly  to  local  and  state  health  of- 
ficials for  early  identification  of  the  causative  virus. 

Norton  Infirmary  Schedules 
Annual  Seminar  Dec.  5 

The  Eleventh  Annual  Norton  Seminar  has  been 
scheduled  December  5 at  Norton  Memorial  Infirm- 
ary, Louisville,  accord- 
ing to  Lonnie  W. 
Howerton,  Jr.,  M.D., 
Louisville,  Seminar  co- 
ordinator. 

A number  of  scientific 
topics  will  be  discussed 
by  Seminar  participants 
with  emphasis  on  the 
subject  of  diabetes.  The 
guest  speaker  will  be 
Marvin  D.  Siperstein, 
M.D.,  professor  of  in- 
ternal medicine  at  the  University  of  Texas  South- 
western Medical  School  at  Dallas. 

Doctor  Siperstein  will  discuss  “Studies  on  Nature 
of  Vascular  Diseases  of  Diabetes  Mellitus”  and 
“Diagnosis  and  Management  of  Hyperlipemic 
States,”  according  to  Doctor  Howerton. 

A 1948  graduate  from  the  University  of  Minne- 
sota Medical  School,  Doctor  Siperstein  is  the  re- 
cipient of  the  Lilly  Award  of  the  American  Diabetes 
Association  and  the  Research  Career  Award  from  the 
National  Heart  Institute  of  the  National  Institutes 
of  Health.  He  is  a member  of  many  professional  so- 
cieties. 

All  Kentucky  physicians  are  invited  to  attend  the 
Seminar  in  which  a number  of  Norton  staff  mem- 
bers will  participate.  Doctor  Howerton  said. 


Annual  Meeting  Guest  Speakers 
Enjoy  Kentucky  Hospitality 

“Speaking  for  Ted  Light,  M.D.,  president,  Ohio 
State  Medical  Association,  and  for  myself,  I wish 
to  thank  you  again  for  the  fruit  basket  and  all 
courtesies  shown  me  at  your  Annual  Meeting.” 

Lawrence  C.  Meredith,  M.D. 

Past-President 
Ohio  State  Medical  Association 
Elyria,  Ohio 

"The  great  hospitality  extended  me  when  I was  in 
Louisville  was  truly  ‘Southern  Style’  and  I enjoyed 
myself  tremendously.  I’m  just  sorry  I couldn’t  bask 
in  it  longer.  Thanks  again  for  everything.” 

The  Honorable  George  Nigh 
Lieutenant  Governor 
State  of  Oklahoma 
Oklahoma  City,  Oklahoma 

“Thank  you  for  inviting  me  to  the  Kentucky  State 
meeting.  It  was  a most  pleasant  experience.” 

Sidney  Olansky,  M.D. 

Chairman,  Section  of  Dermatology 
Emory  University  School  of  Medicine 
Atlanta,  Georgia 

“Thank  you  very  much  for  the  pleasant  time  you 
provided  for  me  in  Kentucky.  I enjoyed  very  much 
visiting  you.” 

Henning  Pontoppidan,  M.D. 
Department  of  Anaesthesia 
Massachusetts  General  Hospital 
Boston,  Massachusetts 


Doctor  Siperstein 


KPM  Board  Honors  Dr.  Miller 

Oscar  O.  Miller,  M.D.,  Louisville,  received  the 
first  title  of  Director  Emeritus  to  Kentucky  Blue 
Shield  from  the  Board  of  Directors  of  Kentucky 
Physicians  Mutual,  Inc.  on  September  21.  A mem- 
ber of  the  Board  since  its  inception  in  1949,  Doctor 
Miller  was  instrumental  in  the  formation  of  the 
Kentucky  Blue  Shield  Plan. 


“I  would  like  to  express  my  appreciation  to  you 
for  the  gracious  reception  and  kind  hospitality  ex- 
tended to  me  as  a guest  speaker  of  your  Association. 
This  opportunity  was,  indeed,  a rewarding  and  stimu- 
lating experience.” 

William  M.  Sheppe,  Jr.,  M.D. 

Department  of  Psychiatry 
University  of  Virginia  Medical  Center 
Charlottesville,  Virginia 


COMPARATIVE  REGISTRATION  FIGURES 

KMA  Annual  Meetings 


Louisville 

Louisville 

Louisville 

Louisville 

Lexington 

Louisville 

Louisville 

Louisville 

Louisville 

Louisville 

1959 

1960 

1961 

1962 

1963 

1964 

1965 

1966 

1967 

1968 

KMA  Members 

997 

1021 

996 

1014 

865 

924 

1172 

1016 

957 

101 1 

Guest  Physicians 

165 

203 

194 

208 

141 

157 

138 

195 

152 

153 

Interns-Residenfs 

128 

105 

102 

102 

69 

108 

132 

121 

94 

103 

Medical  Students 

280 

289 

237 

176 

59 

1 28 

193 

209 

222 

185 

Registered  Nurses 

34 

25 

31 

59 

31 

34 

27 

33 

24 

42 

Exhibitors 

200 

239 

204 

232 

212 

297 

297 

312 

272 

256 

Guests 

86 

99 

132 

1 23 

132 

125 

172 

126 

115 

332 

Technicians — 

Office  Assistants 

63 

33 

57 

71 

22 

61 

55 

46 

31 

29 

TOTAL  ATTENDANCE 

1953 

2014 

1953 

1985 

1531 

1 844 

2186 

2058 

1867 

21  1 1 
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“Would  you  please  convey  to  all  the  members  my 
sincere  thanks  for  asking  me  to  participate.  Kentucky 
hospitality  was  again  tremendously  evident  during  my 
time  in  Louisville,  for  which  I am  very  grateful.” 

Jerome  F.  Wiot,  M.D. 

Department  of  Radiology 
Cincinnati  General  Hospital 
Cincinnati,  Ohio 

“I  thoroughly  enjoyed  my  visit  to  Louisville  as 
guest  speaker  for  the  Kentucky  Medical  Association. 
I wish  to  thank  the  officers  of  the  Association  for 
the  many  kindnesses  extended  to  me  on  this  visit.” 

Robert  J.  Freeark,  M.D. 

Director,  Division  of  Surgery 
Cook  County  Hospital 
Chicago,  Illinois 

Spontaneous  Pneumothorax 

(Continued  from  page  97j) 

Supportive  measures  such  as  tracheostomy, 
bronchoscopy,  and  IPPB  are  not  necessary  if 
careful  attention  is  given  to  tracheal  suction, 
coughing,  etc.  The  problem  is  not  the  associat- 
ed disease  but  the  marked  burden  that  even  a 
minimal  pneumothorax  causes  the  emphysem- 
atous patient.  The  first  objective  in  this  situ- 
ation must  be  to  correct  the  pneumothorax. 
We  do  use  ventilatory  assistance  when  indicat- 
ed in  the  post- thoracotomy  patient;  however, 
only  one  tracheostomy  was  required  in  this  en- 
tire group  of  patients. 


Summary 

We  recommend  an  aggressive  approach  to 
restoration  of  desirable  physiological  condi- 
tions as  the  most  conservative  method  to  re- 
establishment of  the  patient’s  health  and  elimi- 
nation of  extended  hospital  stay,  which  un- 
necessarily keeps  patients  from  their  work  and 
livelihood.  Normal  conditions  must  be  restored 
at  the  earliest  possible  moment. 

We  use  thoracostomy  tubes  as  the  initial 
treatment  of  the  first  uncomplicated  pneumo- 
thorax with  more  than  10  percent  lung  col- 
lapse. 

Twenty-six  thoracotomies  with  excision  of 
blebs  and  pleurodesis  were  necessary  and  per- 
formed on  23  patients.  Eleven  of  these  patients 
were  aged  50  and  over.  Spontaneous  pneumo- 
thorax in  patients  aged  40  and  over,  although 
complicated,  can  be  managed  with  an  ac- 
ceptable morbidity  and  mortality  by  prompt 
and  judicious  therapy. 
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iSifigi  m 

iSB— 

The  prize-winning  scientific  exhibit  at  the  Annual  Meeting,  “The  Value  of  Gastrocamera  Endorcopy,”  was  presented 
by  D.  H.  Johnston,  M.D.  and  Ben  Watson,  M.D.,  Lexington.  They  received  a plaque  and  check  for  $200  from  Mead- 
Johnson  Laboratories,  annual  sponsor  of  the  Aesculapius  Award. 
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Was  Your  Delegate  Present? 

ROLL  CALL- 

1968  House  of  Delegates 

KMA  Annual  Meeting 

OFFICERS 


First 

Second 

Session 

Session 

Speaker 

Richard  F.  Greathouse 

Present 

Present 

Vice-Speaker 

Carl  Cooper.  Jr. 

Present 

Present 

President 

George  F.  Brockman 

Present 

Present 

President-Elect 

Henry  B.  Asman 

Present 

Present 

Vice-President 

Glenn  W.  Bryant 

Present 

Vice-President 

T.  Sankey  Williams 

Present 

Present 

Vice-President 

Luther  M.  Wilson 

Present 

Present 

Secretary 

S.  Randolph  Scheen 

Present 

Present 

Treasurer 

Keith  P.  Smith 

Present 

Present 

Delegate  to  AMA 

J.  Thomas  Giannini 

Present 

Present 

Delegate  to  AMA 

Charles  C.  Rutledge 

Present 

Present 

Delegate  to  AMA 

John  C.  Quertermous 

Present 

Present 

Alternate  Delegate 

to  the  AMA 

Charles  G.  Bryant 

Present 

Present 

Alternate  Delegate 

to  the  AMA 

Daryl  P.  Harvey 

Present 

Alternate  Delegate 

to  the  AMA 

David  B.  Stevens 

Present 

Present 

TRUSTEES 


District 

First 

Joseph  R.  Miller 

Present 

Present 

Second 

William  W.  Hall 

Present 

Present 

Third 

Gabe  A.  Payne.  Jr. 

Present 

Present 

Fourth 

Henry  S.  Soalding 

Fifth 

George  A.  Seh linger 

Present 

Present 

Sixth 

Rex  E.  Hayes 

Present 

Present 

Seventh 

D'^nald  Chatham 

Present 

Eighth 

LeRoy  C.  Hess 

Present 

Present 

Ninth 

J.  Campbell  Cantrill 

Present 

Present 

Tenth 

Andrew  M.  Moore 

Present 

Present 

Eleventh 

Douglas  H.  Jenkins 

Present 

Present 

Twelfth 

Robert  F.  Lone 

Thineenth 

Walter  L.  Cawood 

Present 

Present 

Fourteenth 

Ballard  W.  Cassady 

Present 

Present 

Fifteenth 

E.  C.  Seeley 

Present 

Present 

PAST  PRESIDENTS 

Past  President 

Robert  E.  Pennington 

Present 

Present 

Past  President 

Everett  H.  Baker 

Present 

Past  President 

Delmas  Clardy 

Present 

Present 

Past  President 

George  Archer 

Present 

Past  President 

David  M.  Cox 

Present 

Present 

DELEGATES 

First  District 

First 

Second 

County 

Session  Session 

BALLARD 

Glenn  Baird 

CALLOWAY 

Hugh  L.  Houston  (Alt.) 

Present 

Present 

CARLISLE 

FULTON 

R.  W.  Bushart 

GRAVES 

C.  F.  Burnett 

HICKMAN 

C.  J.  Mills 

LIVINGSTON 

McCracken 

Walter  Johnson 

Present 

Present 

W.  Eugene  Sloan 

Present 

Present 

Edwin  T.  Davis 

Present 

MARSHALL 

Keith  Ellis 

Present 

Present 

Second  District 

DAVIESS 

R.  J.  Phillips 

Present 

Present 

J.  S.  Oldham 

Present 

Present 

Joseph  C.  Stiles 

Present 

Present 

HANCOCK 

B.  P.  Smith 

Present 

Present 

First  Second 
Session  Session 


HENDERSON 

Kenneth  Eblen 

Present 

Present 

Charles  Kissinger 

Present 

Present 

McLEAN 

W.  G.  Edds 

Present 

OHIO 

Robert  Norsworthy 

UNION 

Wallas  N.  Bell 

Present 

Present 

WEBSTER 

Paul  M.  Taylor 

Present 

Present 

CALDWELL 

Third  District 

Ralph  Cash 

CHRISTIAN 

W.  Faxon  Payne 

Present 

Present 

Norma  T.  Shepherd 

Present 

Present 

^HT^T-^TDEN 

R.  M.  Brandon 

HOPKINS 

Loman  C.  Trover 

Present 

Faull  Trover 

Present 

Present 

LYON 

Charles  R.  Fisher  (Alt.) 

Present 

Robert  H.  Hyde 

MUHLENBERG 

Robert  Robbins 

Present 

Present 

TODD 

Ralph  D.  Lynn 

Present 

Present 

TRIGG 

Thotnton  Bryan 

Present 

Present 

BRECKINRIDGE 

Fourth  District 

t’mes  G.  Sills 

BULLITT 

W.  B.  Hamilton 

Present 

Present 

GRAYSON 

A.  L.  Embry 

Present 

GREEN 

Geotpe  C.  Cheatham 

Present 

HARDIN 

Fred  C.  Rainey 

Present 

Present 

HART 

I.  E.  McAfee 

LARUE 

Marion  A.  Douglas,  Jr. 

Present 

Present 

MARION 

MFADF 

Robert  H Wilber 

Present 

Present 

NELSON 

Emmett  Wood 

Present 

Present 

TAYLOR 

WASHINGTON 

M.  A.  Coyle 

Present 

Present 

JEFFERSON 

Fifth  District 

James  G.  Baker 

Present 

Present 

E.  Dean  Canan 

Present 

Present 

Stanley  Collis 

Present 

Present 

William  Dutbam 

Present 

Present 

Hatold  G.  Eskind 

Present 

Frank  Gaines 

Present 

Present 

John  Goldsborough 

Present 

Richard  Greathouse 

Present 

Present 

Cecil  Grumbles 

Present 

N.  I.  Handelman 

Present 

Stuart  E.  Harlowe 

Present 

Present 

John  Hemmer 

Present 

Roy  A.  Martin 

Present 

Present 

Edward  Maxwell 

Present 

Present 

Robert  L.  McClendon 

Present 

Present 

William  C.  Mitchell 

Present 

Present 

Herman  Moore 

Present 

Present 

F.  Albert  Olash 

Present 

Bernard  I.  Popham 

Present 

Present 

John  Robbins 

Carroll  Robie 

Present 

Present 

W.  Fielding  Rubel 

Present 

Present 

David  C.  Shipp 

Present 

Present 

Charles  C.  Smith 

Present 

Present 

Donn  L.  Smith 

Present 

Robert  C.  Tate 

Present 

Present 

Robert  S.  Tillett 

Present 

Donald  Varga 

Present 

Present 

William  VonderHaar 

Present 

Present 

Will  W.  Ward,  Jr. 

Present 

Present 

Lloyd  YotJp 

Present 

Present 

John  H.  Doyle  (Alt.) 

Present 

Wesley  G.  Farnsley  (Alt.)  Present 

Present 

ADAIR 

Sixth  District 
James  C.  Salato 

Present 

Present 

ALLEN 

Earl  P.  Oliver 

Present 

Present 

BARREN 

William  H.  Bryant 

Present 

Lewis  Dickinson  (Alt.) 

Present 

BUTLER 

D.  G.  Miller 

CUMBERLAND 

Robert  Chambliss 

Present 

EDMONSON 

LOGAN 

Jack  B.  riolt 

Present 

Present 

METCALFE 

MONROE 

John  Marsh 

SIMPSON 

Douglas  R.  Alvey 

WARREN 

Paul  J.  Parks 

Present 

Present 

J.  O.  Willoughby 

Present 

Present 

The  information  in  the  Roll  Call  was  taken  from  the  attendance  record  cards  signed  by  the  delegates  prior 
to  the  meetings  of  the  House,  September  23  and  25. 
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First 

Session 

Seventh  District 


ANDERSON 

Boyd  Caudill 

Present 

CARROLL 

Edgar  S.  Weaver 

FRANKLIN 

Sandford  L.  Weiler 

GALLATIN 

Harold  L.  Johnson 

Present 

GRANT 

Fred  R.  Scroggin 

HENRY 

OLDHAM 

Robert  Houston 

OWEN 

Oscar  A.  Cull 

SHELBY 

W.  P,  McKee 

SPENCER 

L.  K.  Skaggs 

TRIMBLE 

Catl  Cooper,  Jr. 

Eighth  District 

Present 

BOONE 

John  D.  Ammon 

Present 

CAMPBELL- 

Carl  J.  Brueggemann 

Present 

KENTON 

Donald  K.  Dudderar 

Donald  Janney 

Present 

Thomas  L.  Heavern,  Jr. 
Howard  A.  Heringer 

Present 

Jr.  (Alt.) 

Present 

Louis  J.  Nutini 

Ninth  District 

Present 

BATH 

BOURBON 

Richard  Wever 

Present 

BRACKEN 

J.  M.  Stevenson 

Present 

FLEMING 

Samuel  W.  Gehring 

HARRISON 

MASON 

Henry  H.  Moody 

Present 

NICHOLAS 

W.  R.  Kingsolver 

PENDLETON 

Robert  L.  McKenney 

SCOTT 

ROBERTSON 

D.  V.  Hollingsworth 

Tenth  District 

Present 

FAYETTE 

John  F.  Berry,'  Jr, 

Present 

Leslie  W.  Blakey 

Present 

M.  Cary  Blaydes 

Present 

Peter  P.  Bosomworth 

Present 

N.  L.  Bosworth 

Present 

Thomson  R.  Bryant,  Jr. 

Present 

Winston  L.  Burke 

Present 

Ri'"hard  D.  Floyd 

Present 

Carl  H,  Fortune 

Present 

David  A.  Hull 

Present 

William  S.  Jordan,  Jr. 

Present 

Irving  F.  Kanner 

Present 

’chard  B.  McEIvein 

Present 

Carl  Scott  ( Alt. ) 

Tom  F.  Wh^vne  (Alt.) 

TESSA  MINE 

T.  Sanki^v  Williams 

Present 

WOODFORD 

C.  Noel  Hall 

Eleventh  District 

Present 

CLARK 

ESTILL 

Charles  E.  Terry 

JACKSON 

LEE 

D.  L.  Peterson 

Present 

MADISON 

W.  D.  Eoling  (Alt.) 

Present 

William  P.  Grise 

Present 

MENIFEE 

D.  L.  Graves 

MONTGOMERY 

R.  7.  Salisbury 

Present 

OWSLEY 

M.  B.  Gabbard 

POWELL 

WOLFE 

Charles  G.  Noss 

Twelfth  District 


BOYLE 

John  M.  Baird 

Present 

CASEY 

George  W.  Sweeney 

CLINTON 

E.  A.  Barnes 

GARRARD 

Paul  J.  Sides 

Present 

LINCOLN 

H.  I.  Frisbie 

MrCRFARY 

H.  A.  Perry 

MFRCFR 

E.  H.  John 

PULASKI 

S.  B.  Kelley 

Present 

ROCKCASTLE 

William  M.  Wyatt 

Present 

RUSSELL 

Charles  E.  Peck 

Present 

WAYNE 

John  W.  Simmons 

Thirteenth  District 

BOYD 

Guy  Cunningham 

Present 

John  Harrison 

Present 

CARTER 

Clyde  C.  Sparks 

Present 

ELLIOTT 

John  F.  Greene 

Second 
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Present 

Present 


Present 


Present 


Present 

Present 

Present 

Present 


Present 


Present 
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Present 

Present 
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Dilantin* 

I (diphenylhydantoin) 

I PARKE-DAVIS 

I In  untold  thousands  Of 
I epileptic  patients... 
Dilantin  has  been,  and 
continues  to  be,  the 
bedrock  of  therapy. 


DILANTIN  is  useful  in  the  treatment  of  grand  mal 
epilepsy  and  certain  other  convulsive  states.  Its 
use  will  prevent  or  greatly  reduce  the  incidence 
and  severity  of  convulsive  seizures  in  a substan- 
tial percentage  of  epileptic  patients,  without  the 
hypnotic  and  narcotizing  effects  of  many  anti- 
convulsant drugs. 

PRECAUTIONS;  Periodic  examination  of  the  blood 
is  advisable.  Nystagmus  in  combination  with  diplo- 
pia and  ataxia  indicates  dosage  should  be  re- 
duced. The  possibility  of  toxic  effects  during 
pregnancy  has  not  been  explored.  ADVERSE 
REACTIONS:  Allergic  phenomena  such  as  poly- 
arthropathy, fever,  skin  eruptions,  and  acute  gen- 
eralized morbilliform  eruptions  with  or  without 
fever.  Rarely,  dermatitis  goes  on  to  exfoliation  with 
hepatitis,  and  further  dosage  is  contraindicated. 

Gingival  hypertrophy,  hirsutism,  and  excessive 
motor  activity  are  occasionally  encountered.  Dur- 
ing initial  treatment,  side  effects  may  include  gas- 
tric distress,  nausea,  weight  loss,  nervousness, 
sleeplessness,  feeling  of  unsteadiness.  Macrocy- 
tosis,  megaloblastic  anemia,  leukopenia,  granulo- 
cytopenia, thrombocytopenia,  pancytopenia, 
agranulocytosis,  and  aplastic  anemia  have  been 
reported.  Nystagmus,  lymphadenopathy,  lupus 
erythematosus,, erythema  multiforme  (Stevens- 
Johnson  syndrome),  and  a syndrome  resembling 
infectious  mononucleosis  with  jaundice  have  occurred. 
DILANTIN  is  supplied  in  several  forms  including 
Kapseals®  containing  0.1  Gm.  and  0.03  Gm. 
diphenylhydantoin  sodium. 

Parke,  Davis  & Company,  Detroit,  Michigan  48232 

The  color  combinations  of  the  banded  capsules  are 
Parke-Davis  trademarks.  The  orange-banded  white  capsule 
identifies  Parke-Davis  0.1  Gm.  diphenylhydantoin  sodium; 
the  pink-banded  white  capsule  0.03  Gm.  diphenylhydantoin  sodium. 
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First  Second 
Session  Session 


GREENUP 

Billy  Riddle 

LAWRENCE 

A.  B.  Richards  (Alt.) 

Present 

Present 

LEWIS 

MORGAN 

George  Bellamy 

ROWAN 

C.  Louise  Caudill 

Present 

Present 

Fourleenth  District 

BREATHITT 

E.  C.  Lewis 

FLOYD 

Lowell  Martin 

Present 

JOHNSON 

Glenn  R.  Powell 

Present 

Present 

KNOTT 

D G.  Barker 

Present 

LETCHER 

Jim  B.  Tolliver 

MAGOFFIN 

MARTIN 

Raymond  U.  Wells 

PERRY 

Keith  Cameron 

Present 

PIKE 

Harvey  A.  Page 

Present 

Fifteenth  District 

BELL 

Francis  A.  Forde 

Present 

Present 

Charles  B.  Stacy 

Present 

Present 

CLAY 

W.  E.  Becknell 

Present 

Present 

HARLAN 

Henry  C.  Evans 

Present 

Present 

Doane  Eischer 

Present 

Present 

KNOX 

H.  L.  Bushey 

Present 

Present 

LAUREL 

John  Rypstra 

Present 

Present 

LESLIE 

Mary  Pauline  Fox 

Present 

Present 

WHITLEY 

R.  D.  Pitman  (Alt.) 

Present 

Blue  Shield  VP’s  Elected 

The  Board  of  Directors  of  Kentucky  Physicians 
Mutual,  Inc.  elected  Avil  L.  McKinney  vice  presi- 
dent of  external  operations  and  John  C.  Watkins 
vice  president  of  internal  operations  of  Kentucky 
Blue  Shield  September  21.  Both  had  previously  been 
elected  vice  presidents  of  Kentucky  Blue  Cross  by  the 
Blue  Cross  Hospital  Plan,  Inc.  Board. 


Southern  Medical  Assn.  To  Meet 

The  62nd  Annual  Meeting  of  the  Southern  Medi- 
cal Association  has  been  scheduled  November  18-21 
at  the  Rivergate  Hotel,  New  Orleans,  La.  Special 
features  of  the  meeting  will  include  scientific  sessions 
and  meetings  of  21  specialty  groups,  color  TV,  dis- 
cussion groups,  exhibits  and  entertaining  social  func- 
tions. 

William  B.  Walsh,  M.D.,  of  the  Good  Ship  HOPE, 
will  speak  at  the  President’s  Luncheon  November 
19  at  the  Roosevelt  Hotel. 

Dr.  Rush  To  Head  Cancer  Society 

Benjamin  F.  Rush,  Jr.,  M.D.,  Lexington,  was 
elected  president  of  the  Kentucky  Division  of  the 
American  Cancer  Society  at  the  Division’s  annual 
meeting  September  19  in  Louisville.  H.  Davis  Chipps, 
M.D.,  Lexington,  was  named  president-elect. 

SPECIAL  ARTICLE 

{Continued  from  page  985) 

and  it  would  need  to  establish  criteria  of  physician 
excellence  based  on  objective,  but  realistic,  standards. 
Such  a body  would  be  reassuring  to  us,  to  our  pa- 
tients, and  to  government.  For  organized  medicine, 
such  a body  would  have  the  advantage  of  an  influ- 
ence over  the  performance  of  non-member  physicians 
which  we  will  never  be  able  to  attain. 


'COKE  HAS  THE  TASTE  YOU  NEVER  GET  TIRED  OF.’ 
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WOODFORD  B.  BISHOP,  M.D. 

Grayson 

1908-1968 

Woodford  B.  Bishop,  M.D.,  59,  a Grayson  phy- 
sician for  31  years,  died  September  21  in  King’s 
Daughters’  Hospital,  Ashland.  Doctor  Bishop  gradu- 
ated from  the  University  of  Louisville  School  of 
Medicine  in  1937  and  was  a member  of  the  staff 
of  the  J.  Q.  Stovall  Memorial  Hospital. 

MAX  BORNSTEIN,  M.D. 

Louisville 

1898-1968 

Max  Bornstein,  M.D.,  69,  an  eye,  ear,  nose  and 
throat  specialist  and  reconstructive  plastic  surgeon, 
died  October  8 at  the  Four  Courts  Hebrew  Home. 
Doctor  Bornstein  graduated  from  the  University  of 
Louisville  School  of  Medicine  in  1924  and  taught 
there  for  44  years. 

SHELBY  CARR,  M.D. 

Richmond 

1905-1968 

Shelby  Carr,  M.D.,  65,  a Richmond  practitioner 
since  1936,  died  September  20  at  M.D.  Anderson 
Hospital,  Houston,  Texas.  A graduate  of  Louisi- 
ana State  University  School  of  Medicine,  Doctor  Carr 
was  a member  of  the  Southeastern  Surgical  Congress 
and  the  Southern  Medical  Association. 

CLIVE  A.  MOSS,  M.D. 

Williamsburg 

1887-1968 

Clive  A.  Moss,  M.D.,  80,  a Williamsburg  opthal- 
mologist,  died  September  16  at  his  home.  Death  was 
attributed  to  a heart  attack.  Doctor  Moss  graduated 
from  the  University  of  Louisville  School  of  Medi- 
cine in  1909.  He  served  in  the  Medical  Reserve 
Corps  in  France  during  World  War  I and  returned 
to  Williamsburg  to  begin  practice  with  his  father. 

JOHN  J.  ROLF,  M.D. 

Covington 

1904-1968 

John  J.  Rolf,  M.D.,  63,  a Covington  physician  for 
39  years,  died  September  17  at  St.  Elizabeth  Hos- 
pital. Death  was  attributed  to  a heart  attack.  A 1930 
graduate  of  the  University  of  Cincinnati  College  of 
Medicine,  Doctor  Rolf  was  a past  president  of  the 
Campbell-Kenton  County  Medical  Society.  In  1954 
he  was  named  Outstanding  General  Practitioner  of 
the  Year  by  the  Kentucky  Academy  of  General 
Practice. 


Tuberculosis?  Influenza? 
Pneumonia?  Leukemia? 
Hodgkin’s  Disease?  Syphilis? 
Systemic  Fungal  Diseases? 
Chronic  Chest  Diseases? 
or 

HISTO? 

(Histoplasmosis— "The  Masquerader”) 


A new  aid  in  differential  diagnosis 

HISTOPLASMINJINE  TEST 

(Rosenthal) 

The  LEDERTINE^t^  Applicator  with  the  Blue  Handle 
Precautions— Nonspecific  reactions  are  rare,  but 
may  occur.  Vesiculation,  ulceration  or  necrosis 
may  occur  at  test  site  in  highly  sensitive  persons. 
The  test  should  be  used  with  caution  in  patients 
known  to  be  allergic  to  acacia,  or  to  thimerosal 
(or  other  mercurial  compounds). 


Ask  your  representative  tor  details  or  write  Medical  Advisory  Dept., 
Lederle  Laboratories.  Pearl  River.  New  York  10965.  406-8 


PSYCHIATRIC  RESIDENCIES 
FOR  G.P/S 

NIMH  residency  training  in  approved  three 
year  program.  Stipend  $12,000  plus  fringe 
benefits.  Applicants  must  have  completed 
four  years  or  more  of  practice  in  field  of 
medicine  other  than  psychiatry  and  an 
approved  internship.  Applicants  should  not 
be  over  45. 

Address  inquiries  to: 

Chairman 

Department  of  Psychiatry 
Medical  College  of  Virginia 
Richmond,  Virginia  23219 

Include  curriculum  vitae  and  recent  photo- 
graph. 
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Cotta  make  a 
pit  stop  to  take 
my  cough  syrup. 


i Full  speed  ahead, 
Fred.  These  solid 
Cough  Calmers 
can  control  that 
cough  for  6 to 
8 hours. 


1 

I 

i 


Cough  Calmere 


Each  Cough  Calmer'’’"  contains  the  same  active  ingredients 
as  a half-leaspoonful  ol  Robitussin-DM*;  Glyceryl  guaiaco- 
late,  50  mg  , Dextromethorphan  hydrobromide,  7 5 mg. 
A H Robins  Company,  Richmond.  Virginia  23220 


TofightTB- 
find  it  first! 

Make  tuberculin  testing  routine 
with  every  physical  examination. 


TUBERCULIN, TINETEST 

Side  effects  are  possible  but  rare:  vesiculation,  ulceration,  or  necrosis 
at  test  site.  Contraindications:  none,  but  use  with  caution  in  active 
tuberculosis.  Available  in  5's  and  25’s. 


330-8/6135 


STATEMENT  OF  OWNERSHIP,  MANAGEMENT 
AND  CIRCULATION 

(Act  of  October  23,  1962;  Section  4369, 

Title  39,  United  States  Code) 

1.  Dace  ot  Filing;  September  19.  1968 

2.  Title  of  Publication:  THE  JOURNAL  OF  THE  KENTUCKY 
MEDICAL  ASSOCIATION. 

5.  Frequency  of  issue;  Monthly 

4.  Location  of  known  office  of  publication:  3532  Janet  Avenue, 
Louisville,  Jefferson  County,  Kentucky  40205. 

5.  Location  of  the  headquarters  or  general  business  offices  of  the 
publishers:  Same  as  above. 

6.  Names  and  addresses  of  Publishers.  Editor,  and  Managing 

Editor:  Publisher — Kentucky  Medical  Association,  3532  Janet 

Avenue,  Louisville.  Ky.,  40205.  Editor — Walter  S.  Coe,  M.D., 
568  Medical  Towers  South,  Louisville,  Ky.,  40202.  Managing 
Editor — Robert  G.  Cox,  3532  Janet  Avenue.  Louisville,  Ky., 
40205. 

7.  Owner:  Kentucky  Medical  Association. 

8.  Known  bondholders,  mortgagees,  and  other  security  holders 
owning  or  holding  1 per  cent  or  more  of  total  amount  of  bonds, 
mortgages  or  other  securities:  None. 

9.  Paragraphs  7 and  8 include,  in  cases  where  the  stockholder 
or  security  holder  appears  upon  the  books  of  the  company  as 
trustee  or  in  any  other  fiduciary  relation,  the  name  of  the 
person  or  corporation  for  whom  such  trustee  is  acting,  also 
the  statements  in  the  two  paragraphs  show  the  affiant’s  full 
knowledge  and  belief  as  to  the  circumstances  and  conditions 
under  which  stockholders  and  security  holders  who  do  not 
appear  upon  the  books  of  the  company  as  trustees,  hold  stock 
and  securities  in  a capacity  other  than  that  of  a bona 
fide  owner.  Names  and  addresses  of  individuals  who  are  stock- 
holders of  a corporation  which  itself  is  a stockholder  or  holder 
of  bonds,  mortgages  or  other  securities  of  the  publishing  corpora- 
tion have  been  included  in  paragraphs  7 and  8 when  the  in- 
terests of  such  individuals  are  equivalent  to  1 percent  or  more 
of  the  total  amount  of  the  stock  or  securities  of  the  publishing 
corporation. 


1 0 Average 

No.  copies  Single 

each  issue  issue 

during  nearest 

preceding  filing 

1 2 months  date 

A Total  No.  copies  printed;  3140  3150 

B.  Paid  circulation 

1.  Sales  through  dealers 

and  carriers,  street  vendors 

and  counter  sales:  90  91 

2.  Mail  subscriptions:  2554  2589 

C.  Total  paid  circulation;  2644  2680 

D.  Free  distribution  including 
samples  by  mail,  carrier, 

or  other  means:  356  383 

E.  Total  distribution:  3000  3063 

F.  Office  use,  leftover, 

unaccounted,  spoiled  after  printing;  140  87 

G.  Total:  3140  3150 


I certify  that  the  statements  made  by  me  above  are  correct  and 
complete. 

Robert  G.  Cox,  Managing  Editor 


TWO  INTERNISTS— Board  Eligible 
or  Certified,  wanted  by  multi-spe- 
cialty group  in  Central  Texas  As- 
sociated with  100-bed  hospital;  $20- 
$24,000  annual  salary;  early  partner- 
ship; no  investment.  Write  G.  H. 
Wahle,  Jr.,  M.  D.  King’s  Daughters 
Clinic,  Temple,  Texas,  or  call  collect 
817  778-5501. 
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In  the  complex  picture 
of  moderate  to  severe  anxiety... 


there  is  a inewl  reason 
for  prescribing  Mellaril 

^ ^ (Thioridazine  HCl) 


, : Sectiveness  in 
kiixed  anxiety- depression 

I 

I Long  recognized  for  its  usefulness  in  the 
treatment  of  moderate  to  severe  anxiety, 

Mellaril  is  now  also  known  to  be  effective 
against  mixed  anxiety-depression. 

Often  the  symptoms  of  anxiety  states  are 
difficult  to  sort  out— even  with  the  most  careful 
probing.  The  patient  may  manifest  symptoms  of 
agitation,  restlessness,  insomnia,  somatic 
complaints.  But  what  of  the  depression  that  may 
be  mixed  in  the  total  picture?  It  is  reassuring 
to  know  that  Mellaril  may  be  prescribed— with 
strong  possibilities  of  success— when  there  is 
anxiety  alone  or  a mixture  of  anxiety 
and  depression. 


Before  prescribing  or  administering,  see  Sandoz 
literature  for  full  product  information,  including 
adverse  reactions  reported  with  phenothiazines.  The 
following  is  a brief  precautionary  statement. 
Contraindications:  Severe  central  nervous  system 
depression,  comatose  states  from  any  cause, 
hypertensive  or  hypotensive  heart  disease  of 
extreme  degree. 

Warnings:  Administer  cautiously  to  patients  who 
have  previously  exhibited  a hypersensitivity  reaction 
(e.g.,  blood  dyscrasias,  jaundice)  to  phenothiazines. 
Phenothiazines  are  capable  of  potentiating  central 
nervous  system  depressants  (e.g.,  anesthetics, 
opiates,  alcohol,  etc.)  as  well  as  atropine  and 
phosphorus  insecticides.  During  pregnancy, 
administer  only  when  necessary. 

Precautions:  There  have  been  infrequent  reports  of 
leukopenia  and/or  agranulocytosis  and  convulsive 
seizures.  In  epileptic  patients,  anticonvulsant 
medication  should  also  be  maintained.  Pigmentary 
retinopathy  may  be  avoided  by  remaining  within  the 
recommended  limits  of  dosage.  Administer 
cautiously  to  patients  participating  in  activities 
requiring  complete  mental  alertness  (e.g.,  driving). 
Orthostatic  hypotension  is  more  common  in  females 
than  in  males.  Do  not  use  epinephrine  in  treating 
drug-induced  hypotension.  Daily  doses  in  excess  of 
300  mg.  should  be  used  only  in  severe 
neuropsychiatric  conditions. 

Adverse  Reactions:  Central  Nervous  System— 
Drowsiness,  especially  with  large  doses,  early  in 
treatment;  infrequently,  pseudoparkinsonism  and 
other  extrapyramidal  symptoms;  nocturnal 
confusion,  hyperactivity,  lethargy,  psychotic 
reactions,  restlessness,  and  headache.  Autonomic 
Nervous  System— Dryness  of  mouth,  blurred  vision, 
constipation,  nausea,  vomiting,  diarrhea,  nasal 
stuffiness,  and  pallor.  Endocrine  System— 
Galactorrhea,  breast  engorgement,  amenorrhea, 
inhibition  of  ejaculation,  and  peripheral  edema. 
S/ci«— Dermatitis  and  skin  eruptions  of  the  urticarial 
type,  photosensitivity.  Cardiovascular  System— 
Changes  in  the  terminal  portion  of  the 
electrocardiogram  have  been  observed  in  some 
patients  receiving  the  phenothiazine  tranquilizers, 
including  Mellaril  (thioridazine  hydrochloride). 
While  there  is  no  evidence  at  present  that  these 
changes  are  in  any  way  precursors  of  any  significant 
disturbance  of  cardiac  rhythm,  several  sudden  and 
unexpected  deaths  apparently  due  to  cardiac  arrest 
have  occurred  in  patients  previously  showing 
electrocardiographic  changes.  The  use  of  periodic 
electrocardiograms  has  been  proposed  but  would 
appear  to  be  of  questionable  value  as  a predictive 
device.  Other— A single  case  described  as 
parotid  swelling. 

Mellaril’ 

(Thioridazine  HCl) 
25mg.t.i.d. 

for  moderate  to  severe  anxiety 
and  mixed  anxiety- depression 


SANDOZ  SANDOZ  PHARMACEUTICALS,  HANOVER,  N.  J.  68.170 


Louie  lost  weeks  with  acute  shoulder  bursitis. That’s  a ki 
of  pain,  stiffness  and  tenderness... and  also  a lot  of  fisi 
It  might  have  been  different  with  Butazolidin"'  alki 

100  mg.  phenylbutazone 

100  mg.  dried  aluminum  hydroxide  gel 

150  mg.  magnesium  trisilicate 

If  it  doesn’t  work  in  a week,  forget 


But  please  don’t  forget  this: 

Contraindications:  Edema;  danger  of  cardiac 
decompensation;  history  or  symptoms  of 
peptic  ulcer;  renal,  hepatic  or  cardiac  dam- 
age; history  of  drug  allergy;  history  of  blood 
dyscrasia.  The  drug  should  not  be  given  when 
the  patient  is  senile  or  when  other  potent 
drugs  are  given  concurrently.  Large  doses 
of  the  alka  formulation  are  contraindicated 
in  glaucoma. 

Warning:  If  coumarin-type  anticoagulants  are 
given  simultaneously,  watch  for  excessive 
increase  in  prothrombin  time.  Instances  of 
severe  bleeding  have  occurred.  Persistent  or 
severe  dyspepsia  may  indicate  peptic  ulcer; 
perform  upper  gastrointestinal  x-ray  diag- 
nostic tests  if  drug  is  continued.  Pyrazole 
compounds  may  potentiate  the  pharmacologic 
action  of  sulfonylurea,  sulfonamide-type 
agents  and  insulin.  Carefully  observe  patients 
receiving  such  therapy.  Use  with  caution  in 
the  first  trimester  of  pregnancy  and  in  patients 
with  thyroid  disease. 

Precautions:  Before  prescribing,  carefully 
select  patients,  avoiding  those  responsive  to 
routine  measures  as  well  as  contraindicated 
patients.  Obtain  a detailed  history  and  a com- 
plete physical  and  laboratory  examination, 
including  a blood  count.  Patients  should  not 
exceed  recommended  dosage,  should  be 
closely  supervised  and  should  be  warned  to 
discontinue  the  drug  and  report  immediately 
if  fever,  sore  throat,  or  mouth  lesions  (symp- 
toms of  blood  dyscrasia);  sudden  weight  gain 
(water  retention);  skin  reactions;  black  or 
tarry  stools  or  other  evidence  of  intestinal 
hemorrhage  occur.  Make  complete  blood 
counts  at  weekly  intervals  during  early  therapy 
and  at  2-week  intervals  thereafter.  Discon- 
tinue the  drug  immediately  and  institute 
countermeasures  if  the  white  count  changes 
significantly,  granulocytes  decrease,  or  im- 
mature forms  appear.  Use  greater  care  in  the 
elderly  and  in  hypertensives. 

Adverse  Reactions:  The  more  common  are 
nausea  and  edema.  Swelling  of  the  ankles  or 
face  may  be  minimized  by  withholding  dietary 
salt,  reduction  in  dosage  or  use  of  diuretics. 

(n  elderly  patients  and  in  those  with  hyperten- 
sion the  drug  should  be  discontinued  with  the 
appearance  of  edema.  The  drug  has  been  as- 
sociated with  peptic  ulcer  and  may  reactivate  a 


latent  peptic  ulcer.  The  patient  should  be 
'instructed  to  take  doses  immediately  before 
or  after  meals  or  with  milk  to  minimize  gastric 
upset.  Drug  rash  occasionally  occurs.  If  it 
does,  promptly  discontinue  the  drug.  Agranu- 
locytosis, exfoliative  dermatitis,  Stevens- 
Johnson  syndrome,  Lyell’s  syndrome  (toxic 
necrotizing  epidermolysis),  or  a generalized 
allergic  reaction  similar  to  serum  sickness  may 
occur  and  require  permanent  withdrawal  of 
medication.  Agranulocytosis  can  occur  sud- 
denly in  spite  of  regular,  repeated  normal  white 
counts.  Stomatitis,  salivary  gland  enlarge- 
ment, vomiting,  vertigo  and  languor  may 
occur.  Leukemia  and  leukemoid  reactions 
have  been  reported.  While  not  definitely  at- 
tributable to  the  drug,  a causal  relationship 
cannot  be  excluded.  Thrombocytopenic  pur- 
pura and  aplastic  anemia  may  occur.  Con- 
fusional  states,  agitation,  headache,  blurred 
vision,  optic  neuritis  and  transient  hearing  loss 
have  been  reported,  as  have  hyperglycemia, 
hepatitis,  jaundice,  hypersensitivity  angiitis, 
pericarditis  and  several  cases  of  anuria  and 
hematuria.  With  long-term  use,  reversible 
thyroid  hyperplasia  may  occur  infrequently. 
Moderate  lowering  of  the  red  cell  count  due 
to  hemodilution  may  occur. 


Dosage  in  Painful  Shoulder:  lnitial:3to6 
capsules  daily  in  3 or  4 equal  doses.  T rial 
period:  1 week.  Maintenance  dosage  should 
not  exceed  4 capsules  daily;  response  is  often 
achieved  with  1 or  2 capsules  daily. 

In  selecting  the  appropriate  dosage  in  any 
specific  case,  consideration  should  be  given 
to  the  patient’s  weight,  general  health,  age  and 
any  other  factors  influencing  drug  response. 

(8)  46-070- 

For  complete  details, 

please  see  full  prescribing  information. 

Geigy  Pharmaceuticals  ^ 

Division  of  Geigy  Chemical  Corporation 
Ardsley,  New  York  10502 


Butazolidin"^  alka  Geigy 

Capsules 

100  mg.  phenylbutazone 

100  mg,  dried  aluminum  hydroxide  gel 

150  mg.  magnesium  trisilicate 


in  depression 


Had  a divorce.” 
I'm  a real  loser, 
and  so  are 
the  kids.” 


The  loss  of  marital  compatibility  results  in 
nearly  500,000  U.S.  divorces  each  year. 

Depression  characterized  by  untold  guilt  feel- 
ings, grief  and  loneliness  may  follow. 

When  you  diagnose  depression,Tofranil  may 
be  indicated  for  relief. 

As  maintenance  therapy  during  the  active 
phase  of  depression,Tofranil  can  often  help  pre- 
vent relapse. 

The  use  of  Tofranil  in  patients  receiving  M.A.O.I.'s  is 
contraindicated.  In  patients  with  cardiovascular  disease, 
thyroid  disorders,  increased  intraocular  pressure;  in  those 
receiving  anticholinergics  (including  antiparkinsonism 
agents),  thyroid  medication  or  antihypertensive  adrenergic 
neuron-blocking  agents;  and  in  those  in  their  first  trimester 
of  pregnancy-the  special  precautions  listed  in  the  Pre- 
scribing Information  should  be  carefully  observed. 

Toxic  reactions  severe  enough  to  require  discontinu- 
ation of  Tofranil  are  uncommon.  However,  for  complete 
details,  please  refer  to  the  complete  Prescribing  Information. 

Turn  page  for  brief  summary  of  Prescribing  Information. 


Ibfranir 

Geigy 


imipramine 

hy(drochlori(de 


in  depression 


Tofranil®,  imipramine  hydrochloride 
Indications:  Tofranil  is  recommended 
for  the  treatment  of  depressive  states 
of  diverse  psychopathology. 
Contraindications:  The  concomitant 
use  of  this  agent  and  monoamine  oxi- 
dase inhibiting  (M.A.O.I.)  compounds 
is  contraindicated.  Hyperpyretic  crises 
or  severe  convulsive  seizures  may 
occur.  Potentiation  of  adverse  effects 
can  be  serious  or  even  fatal.  An  inter- 
val of  at  least  7 days  after  M.A.O.I. 
therapy  has  been  discontinued  should 
be  allovi/ed  before  this  drug  may  be 
substituted.  Initial  dosage  should 
be  low,  increases  should  be  gradual, 
and  the  patient’s  progress  should  be 
carefully  observed. 

Warning:  Clinical  reports  have  sug- 
gested that  there  may  be  a risk  of 
teratogenesis  associated  with  the  use 
of  this  compound  during  the  first  tri- 
mester of  pregnancy.  Unless,  in  the 
opinion  of  the  prescribing  physician, 
the  potential  benefits  outweigh  the 
possible  risks,  it  should  not  be  used 
during  the  first  trimester  of  pregnancy. 
Cardiovascular  complications,  includ- 
ing myocardial  infarction  and  arrhyth- 
mias, have  occasionally  occurred  in 
susceptible  individuals.  Patients  with 
cardiovascular  disease  should  be 
given  the  drug  only  under  careful  ob- 
servation and  In  low  dosage. 
Precautions:  Since  suicide  is  always  a 
possibility  in  severely  depressed  pa- 
tients and  one  which  may  persist  until 
significant  remission  occurs,  such 
patients  should  be  carefully  super- 
vised during  early  treatment.  Some 
severely  depressed  patients  may  also 
require  hospitalization  and/or  con- 
comitant electroconvulsive  therapy. 
Because  of  its  anticholinergic  effect, 
caution  should  be  observed  in  pre- 
scribing the  drug  for  patients  with 
increased  intraocular  pressure. 

In  rare  instances,  transient  cardiac 
arrhythmias  have  occurred  in  hyper- 
thyroid patients  and  in  patients  re- 
ceiving thyroid  medication  when 
this  compound  was  added  to  the 
regimen.  Imipramine  may  block  the 
pharmacologic  activity  of  guanethi- 
dine  and  other  related  adrenergic 
neuron-blocking  agents. 

The  drug  is  not  recommended  at  the 
present  time  in  patients  under  12  years 
of  age. 

Adverse  Reactions:  Dryness  of  the 
mouth,  tachycardia,  constipation,  dis- 
turbances of  accommodation,  sweat- 
ing, dizziness,  weight  gain,  urinary 
frequency  or  retention,  nausea  and 


Tofranir  Geigy 

imipramine 

hydrochloride 


vomiting,  peripheral  neuritis,  mild 
parkinson-like  syndrome,  tremors, 
rare  cases  of  falling  in  elderly  pa- 
tients, confusional  states  (with  such 
symptoms  as  hallucinations  and  dis- 
orientation), activation  of  psychosis  in 
schizophrenics  and  agitation  (includ- 
ing hypomanic  and  manic  episodes) 
which  may  require  dosage  reduction 
and/or  addition  of  a tranquilizer  or 
temporary  discontinuation  of  the  drug, 
epileptiform  seizures,  orthostatic 
hypotension  and  substantial  blood 
pressure  fall  in  hypertensive  patients, 
purpura,  transient  jaundice,  bone  mar- 
row depression  including  agranulocy- 
tosis, sensitization  and  skin  rash 
including  photosensitization,  eosino- 
philia,  and  mild  withdrawal  symptoms 
on  sudden  discontinuation  after  pro- 
longed treatment  with  high  doses. 
Occasional  hormonal  effects  (im- 
potence, decreased  libido,  and  estro- 
genic effects)  may  be  observed. 
Atropine-like  effects  may  be  more 
pronounced  (e.g.  paralytic  ileus)  in 
susceptible  patients  and  in  those 
using  anticholinergic  agents  (includ- 
ing antiparkinsonism  drugs). 
Outpatient  Adult  Dosage:  Initially, 

75  mg.  daily,  increased,  if  necessary, 
to  1 50  pr  200  mg.  Maintenance  dosage 
may  be  lower,  50  to  1 50  mg.  daily,  if 
possible. 

Geriatric  and  Adolescent  Dosage: 
Initially,  30  or  40  mg.  daily,  which  may 
be  increased  according  to  response 
and  tolerance.  It  is  usually  unneces- 
sary to  exceed  1 00  mg.  daily. 

A lag  in  therapeutic  response,  lasting 
from  a few  days  to  a few  weeks, 
should  be  expected.  When  dosage 
recommendations  are  already  being 
followed,  increasing  the  dosage  does 
not  normally  shorten  this  latency 
period  and  may  increase  the  inci- 
dence of  adverse  reactions. 
Availability:  Round  tablets  of  25  and 
50  mg.;  triangular  tablets  of  10  mg. 
for  geriatric  and  adolescent  use;  and 
ampuls,  each  containing  25  mg.  in 
2 cc.  for  I.M.  administration. 
(B)R-46-850-C 

For  complete  details,  please  refer  to 
the  full  Prescribing  Information. 


Geigy  Pharmaceuticals 

Division  of  Geigy  Chemical  Corporation 

Ardsley,  New  York  10502 
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. . . the  American  “Riviera.”  Where  glittering 
luxury  hotels  tower  above  glamorous  Collins 
Avenue;  and  medicine,  sea  and  sunshine  mix 
in  a delightful  subtropical  setting. 

Register  now,  and  be  on  hand  for  the  world’s 
largest  winter  medical  meeting— the  AMA’s 
22nd  Clinical  Convention.  At  this  midwinter 
“summer”  session  in  medicine  there  will  be 
Three  Postgraduate  Courses:  Fluid  and  Elec- 
trolyte Balance,  Diabetes,  and  Hyperthyroidism 
in  the  Elderly  Patient  • 17  Scientific  Sessions  • 
Breakfast  Roundtable  Conferences  • Color 
Television  • and  Medical  Motion  Pictures.  The 
modern,  air-conditioned  Convention  Hall  will 
house  hundreds  of  scientific  and  industrial  ex- 
hibits to  show  you  the  very  latest  in  equipment, 
services  and  drugs. 

Plan  now  to  join  your  colleagues  in  Miami 
Beach.  Be  sure  to  look  for  the  complete  scien- 
tific program,  plus  forms  for  advance  registra- 
tion and  hotel  accommodations  in  the  October 
21st  issue  of  JAMA. 


22ND  CLINICAL  CONVENTION 


DECEMBER  1-4,1968  • CONVENTION  HALL 
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"Now  that  your  acna  I*  clearing  up  nicely. 

It  might  be  a good  Idea  If  you  started  losing  some  weight," 
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Get  them  while 
they’re  easily  reversible. 

Obesity  doesn’t  happen  suddenly.  This  insidious  process  has  its  beginning— and  the 
chances  of  reversing  it  are  better— during  the  first  10  to  15  pounds  of  weight  gain. 
When  a new  dietary  pattern  must  be  established,  consider  the  adjunctive  use  of 
BAMADEX  SEQUELS.  Combining  the  proven  anorexigenic  action  of  d-ampheta- 
mine  with  the  tranquilizing  effect  of  meprobamate,  BAMADEX  SEQUELS  controls 
appetite  throughout  the  day,  usually  with  a single  capsule  daily. 


Contraindications:  Dextro-amphetamine  sulfate:  In 
hyperexcitability  and  in  agitated  prepsychotic 
states.  Previous  allergic  or  idiosyncratic  reactions 
to  meprobamate. 

Precautions:  Use  with  caution  in  patients  hyper- 
sensitive to  sympathomimetic  compounds,  who 
have  coronary  or  cardiovascular  disease,  or  are 
severely  hypertensive. 

Dextro-amphetamine  sulfate:  Excessive  use  by 
unstable  individuals  may  result  in  psychological 
dependence. 

Meprobamate:  Careful  supervision  of  dose  and 
amounts  prescribed  is  advised,  especially  for  pa- 
tients with  known  propensity  for  taking  excessive 
quantities  of  drugs.  Excessive  and  prolonged  use 
in  susceptible  persons,  e.g.  alcoholics,  former  ad- 
dicts, and  other  severe  psychoneurotics,  has  been 
reported  to  result  in  dependence  on  the  drug. 
Where  excessive  dosage  has  continued  for  weeks 
or  months,  reduce  dosage  gradually.  Sudden  with- 
drawal may  precipitate  recurrence  of  preexisting 
symptoms  such  as  anxiety,  anorexia,  or  insomnia; 
or  withdrawal  reactions  such  as  vomiting,  ataxia, 
tremors,  muscle  twitching  and,  rarely,  epileptiform 
seizures.  Should  meprobamate  cause  drowsiness 
or  visual  disturbances,  reduce  dosage  and  avoid 
operation  of  motor  vehicles,  machinery  or  other 
activity  requiring  alertness.  Effects  of  excessive  al- 
cohol consumption  may  be  increased  by  meproba- 
mate. Appropriate  caution  is  recommended  with 
patients  prone  to  excessive  drinking.  In  patients 
prone  to  both  petit  and  grand  mal  epilepsy  mepro- 
bamate may  precipitate  grand  mal  attacks.  Pre- 
scribe cautiously  and  in  small  quantities  to  patients 


with  suicidal  tendencies. 

S/de  Effects.- Overstimulation  of  the  central  nervous 
system,  jitteriness  and  insomnia  or  drowsiness. 
Dextro-amphetamine  sulfate:  Insomnia,  excitabil- 
ity, and  increased  motor  activity  are  common  and 
ordinarily  mild  side  effects.  Confusion,  anxiety, 
aggressiveness,  increased  libido,  and  hallucina- 
tions have  also  been  observed,  especially  in  men- 
tally ill  patients.  Rebound  fatigue  and  depression 
may  follow  central  stimulation.  Other  effects  may 
include  dry  mouth,  anorexia,  nausea,  vomiting, 
diarrhea,  and  increased  cardiovascular  reactivity. 

Meprobamate:  Drowsiness  may  occur  and  can 
be  associated  with  ataxia;  the  symptom  can  usu- 
ally be  controlled  by  decreasing  the  dose,  or  by 
concomitant  administration  of  central  stimulants. 
Allergic  or  idiosyncratic  reactions:  maculopapular 
rash,  acute  nonthrombocytopenic  purpura  with 
petechiae,  ecchymoses,  peripheral  edema  and 
fever,  transient  leukopenia.  A case  of  fatal  bullous 
dermatitis,  following  administration  of  meproba- 
mate and  prednisolone,  has  been  reported.  Hyper- 
sensitivity has  produced  fever,  fainting  spells, 
angioneurotic  edema,  bronchial  spasms,  hypoten- 
sive crises  (1  fatal  case),  anuria,  stomatitis,  proc- 
titis (1  case),  anaphylaxis,  agranulocytosis  and 
thrombocytopenic  purpura,  and  a fatal  instance  of 
aplastic  anemia,  but  only  when  other  drugs  known 
to  elicit  these  conditions  were  given  concomitantly. 
Fast  EEC  activity,  usually  after  excessive  dosage. 
Impairment  of  visual  accommodation.  Massive 
overdosage  may  produce  drowsiness,  lethargy,  stu- 
por, ataxia,  coma,  shock,  vasomotor  and  respira- 
tory collapse. 


Bamadex  Sequels' 

Dextro-Amphetamine  Sulfate  (15  mg.)  Sustained  Release  Capsules 
with  Meprobamate  (300  mg.) 


LEDERLE  LABORATORIES 

A Division  of  American  Cyanamid  Company 
Pearl  River,  New  York 
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KENTUCKY  MEDICAL  ASSOCIATION 

BOARD  OF  TRUSTEES— 1968-69 

Officers 


HENRY  D.  ACMAN,  1169  Eastern  Pkwy.,  Louisville  (502)  454-4649  President 

WALTER  L.  CAWOOD,  1200  Bath  Ave.,  Ashland  (606)  325-1665 President-Elect 

GEORGE  F.  BROCKMAN,  2 E.  Main  Cross,  Greenville  (502)  338-3660.  . . .Immediate  Past  President 

EDWIN  P.  SOLOMON,  JR.,  910  Heyburn  Bldg.,  Louisville  (502)  585-4123 Vice  President 

S.  RANDOLPH  SCHEEN,  1249  Medical  Arts  Bldg.,  Louisville  (502)  451-1661 Secretary 

KEITH  P.  SMITH,  Medical  Arts  Bldg.,  Corbin  (606)  528-3211 Treasurer 


RICHARD  F.  GREATHOUSE,  5 Triangle  Cen.,  Louisville  (502)  458-32 1 9 Speaker— House  of  Delegates 

CARL  COOPER,  JR.,  Bedford  (502)  255-3282 Vice-Speaker— House  of  Delegates 

LEE  C.  HESS,  7211  U.S.  42,  Florence  (606)  371-1153  Chairman  of  the  Board  of  Trustees 

GEORGE  A.  SEHLINGER,  2312  Medical  Arts  Bldg.,  Louisville  (502)  452-1552.  .Vice-Chairman  of  the 

Board  of  Trustees 


Delegates  to  the  A.M.A. 


J.  THOS.  GIANNINI,  1169  Eastern  Pkwy.,  Louisville  (502)  458-5315  Jan.  1967-Dec.  1968 

CHAS.  G.  BRYANT,  (Alt.)  1169  Eastern  Pkwy.,  Louisville  (502)  452-1558  . . Jan.  1967-Dec.  1968 

JOHN  C.  QUERTERMOUS,  205  S.  Eighth  St.,  Murray  (502)  753-5161  Jan.  1968-Dec.  1969 

DARYL  P.  HARVEY,  (Alt.)  Glasgow  (502)  651-2133  Jan.  1968-Dec.  1969 

CHAS.  C.  RUTLEDGE,  Hazard  Clinic,  Hazard  (606)  436-3121  Jan.  1968-Dec.  1969 

DAVID  B.  STEVENS,  (Alt.)  304  S.  Limestone,  Lexington  (606)  254-8008  ....  Jan.  1968-Dec.  1969 


Trustees 


1st  District  C.  C.  LOWRY,  104  N.  5th  St.,  Murray  (502)  753-1340 1971 

2nd  District WILLIAM  W.  HALL,  Mayfair  Square,  Owensboro  (502)  684-6255 1970 

3rd  District THORNTON  E.  BRYAN,  JR.,  Cadiz  Clinic,  Cadiz  (502)  522-6673  1971 

4th  District W.  BRUCE  HAMILTON,  4th  & Buckman,  Shepherdsville  (502)  543-6362 ..  1 971 

5th  District GEORGE  A.  SEHLINGER,  23 1 2 Medical  Arts  Bldg.,  Louisville  (502)  452-1552  1969 

6th  District REX  E.  HAYES,  Glasgow  (502)  651-5113  1969 

7th  District DONALD  CHATHAM,  615  Washington  St.,  Shelbyville  (502)  633-3525 ..  1 970 

8th  District  LEE  C.  HESS,  7211  U.S.  42,  Florence  (606)  371-1153  1969 

9th  District J.  CAMPBELL  CANTRILL,  St.  Luke  PI.,  Georgetown  (502)  863-1231  1970 

10th  District ANDREW  M.  MOORE,  108  E.  Maxwell,  Lexington  (606)  252-4406 1970 

11th  District DOUGLAS  H.  JENKINS,  527  W.  Main,  Richmond  (606)  623-3751 1969 

12th  District ROBERT  N.  McLEOD,  JR.,  500  Bourne  Ave.,  Somerset  (606)  678-8155.  . . .1971 

13th  District PAUL  E.  HOLBROOK,  2nd  National  Bank  Bldg.,  Ashland  (606)  324-1616.  . 1970 

14th  District BALLARD  W.  CASSADY,  Pikeville  (606)  437-6698 1971 

15th  District E.  C.  SEELEY,  Medical  Arts  Bldg.,  London  (606)  864-2357 1969 


Buyers  Guide 

NOVEMBER  BUYERS  GUIDE  FOR  JOURNAL  OF  KMA  1968 


Breon  Laboratories  1005 

Bristol  Laboratories  936 

Burroughs  Wellcome  955 

Campbell  Soup  993 

Coca-Cola  Company  1012 

Geigy  Pharmaceuticals  958-960,  1002-1004,  1016-1020 

General  Leasing  Corporation  1025 

Highland  Hospital  983 

Hynson,  Westcott  & Dunning  937 

King’s  Daughters  Clinic  1014 

Lederle  Laboratories  939,  998,  1000-1001,  1013,  1014,  1022- 

1023,  1025 

Lilly,  Eli  and  Company  948-949,  966,  996 

Medical  College  of  Virginia  1013 

Medical  Protective  Company  941 

Merck,  Sharp  & Dohme  963 


Murphy  Medical  Center  953 

National  Drug  Company  1000 

Parke,  Davis  and  Ccmpony  1011 

Pilman-Moore  Company  964-965 

Poythress,  Wm.  P.  Company  1010 


Riker  Laboratories  .... 
Robins,  A.  H.  Company 
Roche  Laboratories  .... 
Rorer  Laboratories  . . . 


951 

942-943,  945-946,  1014 

956-957,  1026 

953 


Sandoz  1015 

Searle,  G.  D.  and  Company  994-995 

Southe:n  Optical  Company  983 

Strasenburgh  Laboratories  997 

Stuart  Company  947 


Winthrop  Laboratories  950 

Wyeth  Laboratories  961 
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anticostive^ 

hematinic 


PERITINIC^ 

Hematinic  with  Vitamins  and  Fecal  Softener 


A tablct-a-day  provides: 

• Elemental  Iron  (as  Ferrous  Fumarate)  . 100  mg 

• Dioctyl  Sodium  Sulfosuccinate  (to 

counteract  constipating  effect  of  iron)  100  mg 

Vitamin  Bi 7.5  mg 

Vitamin  Bz 7.5  mg 

Vitamin  Bo 7.5  mg 

Vitamin  Bi2 50  mcgm 

Vitamin  C 200  mg 

Niacinamide 30  mg 

Folic  Acid 0.05  mg 

Pantothenic  Acid 15  mg 

f . Bottles  of  60 


anticostive,  adj.  (anti  opposed  to 
4-  costive  causing  constipation.) 
Against  constipation.  Now  isn’t 
that  a good  idea  in  an  iron-contain- 
ing  hematinic? 


A Division  of  American  Cyanamid  Company 
Pearl  River,  New  York  10965 
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DOCTOR- 

/ou  are  ''Special” 


AT 


GENERAL 

LEASING 


Because  doctors  hove  the  highest 
credit  rating,  take  better  core  of 
their  cars,  and  ore  our  best  custo- 
mers we  extend  to  you 

'k  SPECIAL  RATES 
k SPECIAL  TERMS 


LEASING 

LEASING 

ANY  MAKE 

MEDICAL  OR 

OR  MODEL 

SURGICAL 

NEW  '68  CAR 

EQUIPMENT 

Leasing  is  often  better  than 
owning  a car.  You  have  no 
Capitol  investment  ond  certain 
tax  advantages.  But  the  main 
thing  is  you  always  have  a 
dependable  car  at  your  com- 
mand— a brand  new  car  every 
two  years,  or  oftener,  if  you 
wish.  See  us  for  particulars  of 
our  special  plan  for  doctors. 


Young  doctors  just  beginning 
practice  who  need  complete  of- 
fice furnishings  and  medical  or 
surgical  equipment  will  find  our 
leasing  plan  is  specially  de- 
signed for  them.  Established 
doctors  planning  enlarged  facil- 
ities and  new  equipment  will 
also  find  our  leasing  plan  eco 
nomical  and  convenient.  Call  us 
for  details. 


PHONES:  897-1641-895-2451 

General  Leasing  Corporation 

A DIVISION  OF  KOSTER-SWOPE,  INC. 
3712  FRANKFORT  AVENUE, 
LOUISVILLE,  KY.  40207 


whenever  anxiety  induces  or  intensifies  clinical  symptoms 


I 


Librium 

(chlordiazepoxide  HCl) 

Quickly  relieves  anxiety -Helps  improve  response  in 
psychophysiologic  disorders -Seldom  impairs 
mental  acuity  or  physical  coordination,  on  proper  dosage - 
Has  wide  margin  of  safety 


Before  prescribing,  please  consult  complete 
produa  information,  a summary  of  which 
follows : 

Indications:  Indicated  when  anxiety,  tension 
and  apprehension  are  significant  components 
of  the  clinical  profile. 

Contraindications:  Patients  with  known 
hypersensitivity  to  the  drug. 

Warnings:  Caution  patients  about  possible 
combined  effects  with  alcohol  and  other  CNS 
depressants.  As  with  all  CNS-acting  drugs, 
caution  patients  against  hazardous  occupations 
requiring  complete  mental  alertness  {e.g., 
operating  machinery,  driving)  .Though  physi- 
cal and  psychological  dependence  have  rarely 
been  reported  on  recommended  doses,  use  cau- 
tion in  administering  to  addiction-prone  indi- 
viduals or  those  who  might  increase  dosage; 
withdrawal  symptoms  (including  convulsions), 
following  discontinuation  of  the  drug  and 
similar  to  those  seen  with  barbiturates,  have 
been  reported.  Use  of  any  drug  in  pregnancy, 
lactation,  or  in  women  of  childbearing  age 
requires  that  its  potential  benefits  be  weighed 
against  its  possible  hazards. 

Precautions:  In  the  elderly  and  debilitated, 
and  in  children  over  six,  limit  to  smallest  effec- 
tive dosage  (initially  10  mg  or  less  per  day)  to 
preclude  ataxia  or  oversedation,  increasing 


gradually  as  needed  and  tolerated.  Not  recom- 
mended in  children  under  six.  Though  gener- 
ally not  recommended,  if  combination  therapy 
with  other  psychotropics  seems  indicated, 
carefully  consider  individual  pharmacologic 
effects,  particularly  in  use  of  potentiating 
drugs  such  as  MAO  inhibitors  and  phenothia- 
zines.  Observe  usual  precautions  in  presence  of 
impaired  renal  or  hepatic  function.  Paradoxi- 
cal reactions  {e.g.,  excitement,  stimulation  and 
acute  rage)  have  been  reported  in  psychiatric 
patients  and  hyperactive  aggressive  children. 
Employ  usual  precautions  in  treatment  of  anxi- 
ety states  with  evidence  of  impending  depres- 
sion; suicidal  tendencies  may  be  present  and 
protective  measures  necessary.  Variable  effeas 
on  blood  coagulation  have  been  reported  very 
rarely  in  patients  receiving  the  drug  and  oral 
anticoagulants;  causal  relationship  has  not 
been  established  clinically. 

Adverse  Reactions:  Drowsiness,  ataxia  and 
confusion  may  occur,  especially  in  the  elderly 


Roche® 

LABORATORIES 
Division  of  Hoffmann  - La  Roche  Inc. 
Nutley,  New  Jersey  07110 


and  debilitated.  These  are  reversible  in  most 
instances  by  proper  dosage  adjustment,  but  ar 
also  occasionally  observed  at  the  lower  dosage 
ranges.  In  a few  instances  syncope  has  been 
reported.  Also  encountered  are  isolated  in- 
stances of  skin  eruptions,  edema,  minor  men- 
strual irregularities,  nausea  and  constipation, 
extrapyramidal  symptoms,  increased  and  de- 
creased libido— all  infrequent  and  generally 
controlled  with  dosage  reduaion;  changes  in 
EEC  patterns  (low-voltage  fast  activity)  may 
appear  during  and  after  treatment;  blood  dys- 
crasias  (including  agranulocytosis),  jaundice 
and  hepatic  dysfunaion  have  been  reported 
occasionally,  making  periodic  blood  counts 
and  liver  function  tests  advisable  during  pro- 
tracted therapy. 

Usual  Daily  Dosage:  Individualize  for  maxi- 
mum beneficial  effects.  Or<?/— Adults:  Mild 
and  moderate  anxiety  and  tension,  5 or  10  mg 
t.i.d.  or  q.i.d.;  severe  states,  20  or  25  mg  t.i.d. 
or  q.i.d.  Geriatric  patients;  5 mg  b.i.d.  to 
q.i.d.  (See  Precautions.) 

Supplied:  Librium®  (chlordiazepoxide  HCl) 
Capsules,  5 mg,  10  mg  and  25  mg— bottles  of 
50.  Libritabs’'^’^*'  (chlordiazepoxide)  Tablets, 

5 mg,  10  mg  and  25  mg— bottles  of  100.  Witl 
respect  to  clinical  activity,  capsules  and  tablets 
are  indistinguishable. 


Also  available:  hibritaCs  (chlordiazepoxide ) 5-mg,  10-mg,  25-mg  tablet 
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She’s  on  “the  pill’’ 


When  she  gets  a bacterial  infection, 
think  of  Tetrex-F.® 


Like  the  debilitated  or  diabetic  pa- 
tient, she  may  be  susceptible  to  mo- 
nilial  overgrowth. 

That’s  why  she  needs  the  extra  protection 
of  Tetrex-F  whenever  tetracycline  ther- 
apy is  indicated.  Tetrex-F  provides  well- 
tolerated  tetracycline  phosphate  complex 
for  the  bacterial  infection  — nystatin  to 
help  prevent  monilial  overgrowth. 

Tetrex-F 

(tetracycline  phosphate 
cornplex-nystatm) 

Whenever  monilia  may  threaten 
tetracycline  therapy 


PRESCRIBING  INFORMATION.  For  complete  informa- 
tion consult  Official  Package  Circular.  Indications:  Infec- 
tions of  respiratory,  gastrointestinal  and  genitourinary 
tracts  and  skin  and  soft  tissues  due  to  tetracycline-sensitive 
organisms,  in  patients  with  increased  susceptibility  to  mon- 
ilial infections.  Contraindications:  The  drug  is  contraindi- 
cated in  patients  hypersensitive  to  its  components.  Warnings : 
Photodynamic  reactions  have  been  produced  by  tetracy- 
clines. Natural  and  artificial  sunlight  should  be  avoided 
during  therapy.  Stop  treatment  if  skin  discomfort  occurs.- 
With  renal  impairment,  systemic  accumulation  and  hepa- 
totoxicity  may  occur.  In  this  situation,  lower  doses  should 
be  used.  Tooth  staining  and  enamel  hypoplasia  may  be 
induced  during  tooth  development  (last  trimester  of  preg- 
nancy, neonatal  period  and  childhood).  Precautions:  Bac- 
terial superinfections  may  occur.  Infants  may  develop  in- 
creased intracranial  pressure  with  bulging  fontanels.  In 
gonorrheal  therapy,  serologic  tests  for  syphilis  should  be 
conducted  initially  and  monthly  for  3 months.  Adverse  Re- 
actions: Glossitis,  stomatitis,  nausea,  diarrhea,  flatulence, 
proctitis,  vaginitis,  dermatitis,  and  allergic  reactions  may 
occur.  Usual  Adult  Dosage:  1 capsule  q.i.d.  Continue  for 
10  days  in  Beta-hemolytic  streptococcal  infections.  Admin- 
ister one  hour  before  or  two  hours  after  meals.  Supplied: 
Capsules,  bottles  of  16  and  100.  Each  capsule  contains 
tetracycline  phosphate  complex  equivalent  to  250  mg.  tet- 
racycline H(^l  activity  and  250,000  units  of  nystatin.  For 
Oral  Suspension,  125  mg.  tetracycline  and  125,000  u. 
nystatin/5  ml.,  60  ml.  bottles.  A.H.F.  S.  Category  8:12 

BRISTOL  LABORATORIES 
Division  of  Bristol-Myers  Co. 

Syracuse,  New  York  13201 
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[ BSP®  DISPOSABLE  UNIT 

HW&D  BRAND  OF  SODIUM  SULFOBROMOPHTHALEIN  INJECTION,  USP 


(50  mg.  per  ml.) 


1 


BROMSULPHALEIN® 
IN  A COMPLETE, 
STERILE, 
DISPOSABLE, 

& ECONOMICAL 


BSP,  one  of  the  more  valuable  single 
laboratory  procedures  for  determining 
hepatic  function,  is  now  packaged  in  a 
complete  individual  patient-unit. 

The  BSP  Disposable  Unit  contains  a 
sterile  syringe  with  the  dosage  schedule 
imprinted  on  the  barrel,  a sterile  needle, 
alcohol  swab  and  a 7.5  ml.  or  10  ml.  size 
ampule  of  terminally  sterilized  BSP 
solution.  Each  unit  contains  complete 
directions  for  use,  precautions  and 
contraindications. 


PATIENT-UNIT. 


This  all-inclusive  disposable  put-up 
lessens  the  chance  of  cross-infection  and 
saves  time  and  labor  — the  most 
costly  commodities. 


HYNSON.  WESTCOTT  & DUNNING,  INC 


BALTIMORE,  MARYLAND  21201 
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An  antibiotic 
should  work  well 
in  either  acid 
or  alkaline  urine. 


It  isn’t  always  necessary  to  adjust  urinary  pH 
in  treating  G.U.  infections. 

Not  when  the  causative  organism  is  a strain 
sensitive  to  DECLOMYCIN®  Demethylchlor- 
tetracycline,  as  is  often  the  case. 
DECLOMYCIN  remains  stable  and  active  in 
either  acid  or  alkaline  urine.  So  there’s  no  need 
to  acidify  the  urine  to  keep  the  antibiotic  at 
work. 

Why  match  the  urine  to  the  antibiotic. . .when 
you  can  match  the  antibiotic  to  the  urine. . .by 
prescribing  DECLOMYCIN.  A b.i.d.  dosage 
makes  therapy  convenient  for  your  patient. 

Effectiveness:  DECLOMYCIN  Demethylchlortetra- 
cycline  should  be  equally  or  more  effective  thera- 
peutically than  other  tetracyclines  in  infections 
caused  by  organisms  sensitive  to  the  tetracyclines. 

Contraindication:  History  of  hypersensitivity  to  de- 
methylchlortetracycline. 

Warning:  In  renal  impairment,  usual  doses  may  lead 
to  excessive  accumulation  and  liver  toxicity.  Under 
such  conditions,  lower  than  usual  doses  are  indi- 
cated, and,  if  therapy  is  prolonged,  serum  level  de- 
terminations may  be  advisable.  A photodynamic 
reaction  to  natural  or  artificial  sunlight  has  been 
observed.  Small  amounts  of  drug  and  short  exposure 
may  produce  an  exaggerated  sunburn  reaction  which 
may  range  from  erythema  to  severe  skin  manifesta- 
tions. In  a smaller  proportion,  photoallergic  reac- 
tions have  been  reported.  Patients  should  avoid 
direct  exposure  to  sunlight  and  discontinue  drug  at 
the  first  evidence  of  skin  discomfort.  Necessary  subse- 
quent courses  of  treatment  with  tetracyclines  should 
be  carefully  observed. 


Precautions:  Overgrowth  of  nonsusceptible  organ- 
isms may  occur.  Constant  observation  is  essential.  If 
new  infections  appear,  appropriate  measures  should 
be  taken.  In  infants,  increased  intracranial  pressure 
with  bulging  fontanels  has  been  observed.  AH  signs 
and  symptoms  have  disappeared  rapidly  upon  cessa- 
tion of  treatment. 

Side  Effects:  Gastrointestinal  system  — anorexia, 
nausea,  vomiting,  diarrhea,  stomatitis,  glossitis,  en- 
terocolitis, pruritus  ani.  Skin  — maculopapular  and 
erythematous  rashes;  a rare  case  of  exfoliative  der- 
matitis has  been  reported.  Photosensitivity;  ony- 
cholysis and  discoloration  of  the  nails  (rare).  Kidney 
— rise  in  BUN,  apparently  dose-related.  Transient 
increase  in  urinary  output,  sometimes  accompanied 
by  thirst  (rare).  Hypersensitivity  reactions— urticaria, 
angioneurotic  edema,  anaphylaxis.  Teeth  — dental 
staining  (yellow-brown)  in  children  of  mothers  given 
this  drug  during  the  latter  half  of  pregnancy,  and  in 
children  given  the  drug  during  the  neonatal  period, 
infancy  and  early  childhood.  Enamel  hypoplasia  has 
been  seen  in  a few  children.  If  adverse  reaction  or 
idiosyncrasy  occurs,  discontinue  medication  and  in- 
stitute appropriate  therapy.  Demethylchlortetracy- 
cline  may  form  a stable  calcium  complex  in  any 
bone-forming  tissue  with  no  serious  harmful  effects 
reported  thus  far  in  humans. 

Average  Adult  Daily  Dosage:  150  mg  q.i.d.  or  300 
mg  b.i.d.  Should  be  given  1 hour  before  or  2 hours 
after  meals,  since  absorption  is  impaired  by  the  con- 
comitant administration  of  high  calcium  content 
drugs,  foods  and  some  dairy  products.  Treatment  of 
streptococcal  infections  should  continue  for  10  days, 
even  though  symptoms  have  subsided. 

Capsules:  150  mg;  Tablets:  film  coated  — 300  mg, 
150  mg  and  75  mg  of  demethylchlortetracyclineHCl. 


BECLOMYCIN  ’ 

DEMEmryLCHLOKTETRACYCLINE 


LEDERLE  LABORATORIES,  A Division  of  American  Cyanamid  Company,  Pearl  River,  New  York 
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Continuing  Educational  Opportunities 

From  The 

KAAA  Postgraduate  Medical  Education  Office 


SEND  IN  MEETING  INFORMATION 

Many  medical  organizations  are  setting  dates  for 
their  winter  and  spring  meetings.  At  the  same  time 
they  are  choosing  the  topics  to  be  discussed,  ar- 
ranging for  speakers  and  planning  programs. 

The  Continuing  Medical  Education  office  of  the 
Kentucky  Medical  Association  would  like  to  urge 
these  societies  and  organizations  to  notify  this  of- 
fice of  these  dates  and  topics  so  they  can  be  added 
to  the  “Continuing  Education  Opportunities”  cal- 
endar in  The  Journal.  In  this  way  conflicts  in  dates 
can  be  avoided  and  a wider  audience  can  be  in- 
formed of  these  upcoming  meetings. 

Please  send  such  information,  when  available, 
to  the  KMA  Continuing  Medical  Education  Office, 
3532  Janet  Avenue,  Louisville,  Ky.  40205. 


IN  KENTUCKY 


IN  SURROUNDING  STATES 


JANUARY 

8-9  Cleveland  Clinic  Educational  Foundation 
Postgraduate  Course,  “Advances  in  Neu- 
rology,” Cleveland,  Ohio 

12-17  Society  of  Cryosurgery  Annual  Meeting.  Hil- 
ton Plaza,  Miami  Beach,  Fla. 

15-16  Cleveland  Clinic  Educational  Foundation 
Postgraduate  Course,  “Surgical  Problems  of 
the  Liver,  Biliary  System,  Pancreas  and 
Spleen,”  Cleveland,  Ohio 

20-21  Cleveland  Clinic  Educational  Foundation 
Postgraduate  Course,  “Cardiovascular  and 
Renal  Clinical  Pharmacology,”  Cleveland, 
Ohio 


JANUARY 


15  Methodist  Evangelical  Hospital,  Fourth  An- 
nual Postgraduate  Day  Symposium,  “Clini- 
cal Disturbances  in  Electrolyte  and  Acid 
Base  Metabolism,”  Louisville 


FEBRUARY 

24-26  Kentucky  Chapter,  American  College  of 
Surgeons  Sectional  Meeting,  Brown  Hotel, 
Louisville 


MARCH 

26-27  KMA  INTERIM  MEETING,  “The  Chal- 
lenge We  Face  in  1969,”  Continental  Inn, 
Lexington 


20-Feb.  28  Six-Week  Seminar,  “Educational  Science 
for  Medical  Teachers,”  Division  of  Regional 
Medical  Programs,  Dept,  of  HEW,  Univer- 
sity of  Illinois  College  of  Medicine,  Chicago, 
111. 

22  University  of  Cincinnati  College  of  Medi- 
cine Symposium,  “Man  and  the  Value  of 
Life,”  Cincinnati,  Ohio 

MARCH 

25-28  Center  for  the  Study  of  Medical  Education 
Workshop,  “Instructional  Skills  for  the 
Medical  Teacher”,  University  of  Illinois 
College  of  Medicine,  Chicago,  111. 
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The  muscle  relaxant 
that  works 

before  you  write  a prescription 

Relieve  painful  skeletal  muscle  spasm  in  your  office 
in  minutes  with  a single  2 cc.  injection  of  NORFLEX. 

Then,  for  sustained  relief,  write  a prescription 
for  NORFLEX  tablets,!  tablet  b.i.d. 


CONTRAINDICATIONS:  Due  to  its  anticholinergic 
action,  NORFLEX  should  not  be  used  in  patients 
with  glaucoma,  pyloric  or  duodenal  obstruction, 
stenosing  peptic  ulcer,  prostatic  hypertrophy  or 
obstruction  at  the  bladder  neck,  cardiospasm 
(megaesophagus)  and  myasthenia  gravis.  Use  with 
caution  in  patients  with  tachycardia.  Do  not  use 
propoxyphene  (Darvon®)  concurrently. 

WARNING:  Transient  lightheadedness  or  dizziness 
following  NORFLEX-INJECTABLE  may  occur. 

SIDE  EFFECTS:  Due  mainly  to  anticholinergic 
action  and  usually  at  high  dosage.  They  may 
include  dryness  of  the  mouth,  tachycardia, 
palpitation,  urinary  hesitancy  or  retention,  blurred 
vision,  dilatation  of  the  pupil,  increased  ocular 
tension,  weakness,  nausea,  vomiting,  headache, 
dizziness,  constipation,  and  drowsiness. 
Infrequently,  mental  confusion  in  the  elderly, 
urticaria  or  other  dermatoses.  Side  effects  are 
usually  eliminated  by  reduction  in  dosage.  Two 
cases  of  aplastic  anemia,  with  no  established 
causal  relationship,  have  been  reported. 

DOSAGE:  INJECTABLE — Average  adult  dose:  i 

one  ampul,  2 cc.  (60  mg.  orphenadrine  citrate)  J 
I.M.  or  I.V.  May  be  repeated  every  12  hours. 

Relief  may  be  maintained  with  one  f2n 

NORFLEX  tablet  b.i.d.  TABLETS  - Two  1^ 
tablets  per  day  for  adults,  one  in  the  IMw 

morning,  one  in  the  evening.  Each  tablet 
contains  100  mg.  orphenadrine  citrate.  0^ 

For  full  information,  see  Package  insert 
orP.D.R. 

Riker  Laboratories  |||l 

Northridge,  California  91 324  ^ 


Norflex 


MESSAGE 
FROM  THE 
PRESIDENT 


^ t Reason,  tofjen  tne  celebrate  tlje  birtf)  of 
Cijrist,  let  u£(  join  in  beseecliins  tlje 
^Imi’sfjtp  to  gibe  citrenstb  anb  totsibom  to 
tlje  neb)  leabersfjlp  in  our  country  in  tlje 
Oearcl)  for  peace  at  borne  anb  abroab. 

^br  Officers  anb  ^taff  of  lljUS  loin  me  (n 
extenbing  best  tolsbt^  for  a iflerrp 
Christmas  anb  a ^appp  i^eto  J9ear. 


OPTICAL  ILLUSION? 


Height  and  width  of  this  hat  are 
equai,  but  the  unbroken  height 
of  the  crown  appears  greater 
than  the  interrupted  width  of 
the  brim.  Don’t  play  games  with 
your  eyes.  Some  glasses  are 
poorly  crafted.  Rely  on  Southern 
Optical  accuracy. 


Charge  accounts^ 
invited 


’ Op^ 


SMTttlM  OMICAL  ilDC.  t4«  S 4lk^ 
MtwiH  Iru^ty  t Ckt:t»U 
MUKU  Un  UK . [Mteri  Mmft 
ST.  luniinn.  cmik 
Mwcu  Towus  iiK.  n*rs  s s»i^ 
CmnUT  UMES.M4  S.4tk^ 


Louisville 


Bowling  Green 


on 

the^^ud^et... 

^^,asy  on 

the  ^J[£other 

T a blets  Elixir  /G) 

^J^or  ^ron  ^^^J^eficiency  Q/^nem/a 


BREON  LABORATORIES  INC. 

Subsidiary  of  Sterling  Drug  Inc. 

90  Park  Avenue,  New  York,  N.Y.  10016 
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DEDICATION 


There  are  men  and  classes  of  men  that  stand  above  the  common  herd:  the  soldier, 
the  sailor,  and  the  shepherd  not  unfrequently;  the  artist  rarely;  rarelier  still,  the 
clergyman;  the  physician  almost  as  a rule.  He  is  the  flower  (such  as  it  is)  of  our 
civilization;  and  when  that  stage  of  man  is  done  with,  and  only  remembered  to  be  marvelled 
at  in  history,  he  will  be  thought  to  have  shared  as  little  as  any  in  the  defects  of  the  period, 
and  most  notably  exhibited  the  virtues  of  the  race.  Generosity  he  has,  such  as  is  possible  to 
those  who  practise  an  art,  never  to  those  who  drive  a trade;  discretion,  tested  by  a hundred 
secrets;  tact,  tried  in  a thousand  embarrassments;  and  what  are  more  important,  Heraclean 
cheerfulness  and  courage.  So  it  is  that  he  brings  air  and  cheer  into  the  sick-room,  and  often 
enough,  though  not  so  often  as  he  wishes,  brings  healing. 


Gratitude  is  but  a lame  sentiment;  thanks,  when  they  are  expressed,  are  often  more  em- 
barrassing than  welcome;  and  yet  I must  set  forth  mine  to  a few  out  of  many  doctors 
who  have  brought  me  comfort  and  help;  to  Dr.  Willey  of  San  Francisco,  whose  kindness 
to  a stranger  it  must  be  as  grateful  to  him,  as  it  is  touching  to  me,  to  remember;  to  Dr.Karl 
Ruedi  of  Davos,  the  good  genius  of  the  English  in  his  frosty  mountains;  to  Dr.  Herbert  of 
Paris,  whom  I knew  only  for  a week,  and  to  Dr.  Caissot  of  Montpellier,  whom  1 knew  only 
for  ten  days,  and  who  have  yet  written  their  names  deeply  in  my  memory;  to  Dr.  Brandt 
of  Royat;  to  Dr.  Wakefield  of  Nice;  to  Dr.  Chepnell,  whose  visits  make  it  a pleasure  to  be 
ill;  to  Dr.  Horace  Dobell,  so  wise  in  counsel;  to  Sir  Andrew  Clark,  so  unwearied  in  kind- 
ness; and  to  that  wise  youth,  my  uncle.  Dr.  Balfour. 


I forget  as  many  as  I remember;  and  I ask  both  to  pardon  me,  these  for  silence,  those  for 
inadequate  speech.  But  one  name  I have  kept  on  purpose  to  the  last,  because  it  is  a house- 
hold word  with  me,  and  because  if  I had  not  received  favors  from  so  many  hands  and  in 
so  many  quarters  of  the  world,  it  should  have  stood  upon  this  page  alone:  that  of  my  friend 
Thomas  Bodley  Scott  of  Bournemouth.  Will  he  accept  this,  although  shared  among  so  many, 
for  a dedication  to  himself?  and  when  next  my  ill-fortune  (which  has  thus  its  pleasant  side) 
brings  him  hurrying  to  me  when  he  would  fain  sit  down  to  meat  or  lie  down  to  rest,  will 
he  care  to  remember  that  he  takes  this  trouble  for  one  who  is  not  fool  enough  to  be  un- 
grateful? 


SKERRYVORE, 

BOURNEMOUTH. 


Robert  Louis  Stevenson 
1850-1894 


*This  tribute  is  printed  in  memory  of  the  60  Kentucky  physicians  who  died  during  the  past  year.  The 
complete  list  appears  on  the  following  page. 
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Deceased  Kentucky  Physicians 

1968* 


Joseph  Spalding  Abell,  Louisville 
John  Raymond  Aker,  Grayson 
Arthur  M.  Barnett,  Louisville 
Benjamin  S.  Bell,  Lexington 
Woodford  B.  Bishop,  Grayson 
Everett  D.  Blair,  Morehead 
Benjamin  Jackson  Bolin,  Columbia 
Max  Bornstein,  Louisville 
Ralph  Edwin  Cardwell,  Providence 
Shelby  Gibson  Carr,  Richmond 
William  Hershell  Cave,  Henderson 
Oscar  Louis  Cawood,  Harlan 
John  S.  Cisco,  SalyersviUe 
John  Lawson  Clay,  Morehead 
John  R.  Corum,  Madisonville 
Randolph  Dade,  Hopkinsville 
Daniel  Fortune,  Olive  Hill 
Russell  G.  Frazier,  Salt  Lake  City,  Utah 
Clyde  Louis  Carr,  Flemingsburg 
George  Hicks  Gregory,  Versailles 
Charles  P.  Harrod,  Palo  Alto,  Calif. 

Henry  Clay  Hays,  Athens,  W.  Va. 

Joseph  D.  Heitger,  Louisville 
J.  H.  Hester,  New  Smyrna  Beach,  Fla. 
John  Coburn  Hill,  Louisville 
Garfield  Howard,  Crab  Orchard 
William  Clyde  Huffman,  Iowa  City,  Iowa 
William  Frederick  Jamison,  Neptune,  N.  J. 
Victor  Jenkins,  Hopkinsville 
William  Henry  V.  Jones,  Louisville 


Griffen  C.  Kelly,  Louisville 
J.  Allen  Kirk,  Louisville 
Joseph  Henry  Kurre,  Owensboro 
Willard  Lake,  Hartford 
William  Curry  Martin,  Louisville 
Charles  Harrison  McChord,  Lexington 
Edward  Allen  McEver,  Williamsburg 
Clive  Arthur  Moss,  Williamsburg 
Chapman  S.  Moorman,  Louisville 
Louis  Nagel,  Louisville 
Marion  Wesley  Page,  Sikeston,  Mo. 
Leonard  R.  Pauly,  Ft.  Wayne,  Ind. 

John  R.  Peters,  Glendale,  Calif. 

Barton  L.  Ramsey,  Jr.,  Somerset 
William  E.  Render,  Louisville 
Harry  N.  Ritter,  Louisville 
B.  F.  Robinson,  Ft.  Lauderdale,  Fla. 

John  J.  Rolf,  Covington 
Roy  Sanders,  Dorton 
Emory  Lee  Shiflett,  Louisville 
Augustus  Darwin  Slone,  Paintsville 
Alfred  Frank  Smith,  Georgetown 
Roy  Glenwood  Spurling,  LaJolla,  Calif. 
Henry  H.  Sweets,  Jr.,  Hannibal,  Mo. 

Neil  Edison  Taylor,  Ft.  Thomas 
Alfred  James  Treherne,  New  Orleans,  La. 
Manfred  Graf  von  Linde,  New  York  City 
Stewart  C.  Way,  Palo  Alto,  Calif. 

Logan  Mitchell  Weaver,  Bowling  Green 
Earl  Patrick  Wright,  Pikeville 


*List  of  names  of  deceased  physicians  available  to  The  Journal  as  of  November  15,  1968. 
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Summation: 

In  addition  to  its  primary  indications  for  duodenal 
and  gastric  ulcer,  Robinul  Forte  (glycopyrrolate) 
u indicated  for  other  G-I  conditions  that  may 
benefit  from  anticholinergic  therapy.  Robinul-PH 
Forte  (glycopyrrolate  2 mg.  with  phenobarbital) 
it  indicated  when  these  situations  are  complicated 
by  mild  anxiety  and  tension. 
Contraindications:  Glaucoma,  urinary  blad- 
der neck  obstruction,  pyloric  obstruction,  stenosis 
with  significant  gastric  retention,  prostatic 
hypertrophy,  duodenal  obstruction,  cardiospasm 
(megaesophagus),  and  achalasia  of  the  esophagus, 
•nd  in  the  case  of  Robinul-PH  Forte,  sensitivity 
to  phenobarbital. 

Precautions:  Administer  with  caution  in  the 
presence  of  incipient  glaucoma. 

Adverse  Reactions:  Dryness  of  the  mouth, 
I blurred  vision,  urinary  difficulties,  and  constipa- 
tion are  rarely  troublesome  and  may  generally  be 
controlled  by  reduction  of  dosage.  Other  side 
effects  associated  with  the  use  of  anticholinergic 
Jrugs  include  tachycardia,  palpitation,  dilatation 
jf  the  pupil,  increased  ocular  tension,  weakness, 
lausea,  vomiting,  headache,  dizziness,  drowsi- 
less,  and  rash. 

Dosage:  Should  be  adjusted  according  to  indi- 
/idual  patient  response.  Average  and  maximum 
•ecommended  dose  is  I tablet  three  times  a day; 
n the  a.m.,  early  p.m.,  and  at  bedtime.  See 
woduct  literature  for  full  prescribing  information, 
iupply:  Robinul  (glycopyrrolate  I mg.):  Robinul 
•orte  (glycopyrrolate  2 mg.);  Robinul-PH  (glyco- 
>3rrrolate  1 mg.)  with  phenobarbital  16.2  mg. 
Warning:  may  be  habit  forming):  Robinul-PH 
'orte  (glycopyrrolate  2 mg.)  with  phenobarbital 
6.2  mg.  (Warning:  may  be  habit  forming),  in 
•ottles  of  100  and  500  tablets.  A.  H.  Robins 
'ompany,  Richmond,  Va.  23220. 


I 


/I'H'I^OBINS 


In  peptic  ulcer  therapy,  won’t  you 
give  Robinul  Forte  a RdrTrial? 

(glycopyrrolate) 


Six  years  ago  the  A.  H.  Robins 
Company  introduced  glycopyrro- 
late, a unique  anticholinergic  agent 
described  in  the  prescribing  lltera- 
ire  as  more  closely  approaching  the 
ideal  compound  for  controlling 
gastric  hyperacidity  and  hyper- 
"Jpnotility  of  the  G-I  tract.  Although 
glycopyrrolate  (Robinul  Forte) 
found  good  acceptance  among  numerous  physicians, 
many  others  just  didn’t  seem  to  want  to  give  it  a try, 
probably  because  the  anticholinergic  they  were  al- 
ready using  was  giving  acceptable  results. 

However,  we  believe  you’ll  agree  there’s  always 
room  for  a better  anticholinergic.  This  is  why  we’re 
asking  you  to  give  Robinul  Forte  a fair  trial.  Robinul 
Forte  exerts  a highly  specific  antisecretory  action  and 
marked  inhibitory  effect  on  intestinal  tone.  We’re  con- 
vinced you’ll  agree  that  this  is  indeed  an  outstanding 
drug  when  you  observe  its  outstanding  suppression  of 
ulcer  symptoms.  Furthermore,  it  is  unique  in  that  it 
reduces  intestinal  tone,  yet  has  little  or  no  effect  on 
peristalsis.  In  addition,  the  incidence  of  the  more 
bothersome  peripheral  side  effects  is  low. 

No  longer  does  the  physician  have  to  look  for  extreme 
dry  mouth  as  the  measure  of  his  anticholinergic’s  ef- 


fectiveness. The  only  way  we  can  demonstrate  to  you 
firsthand  the  efficacy  of  glycopyrrolate  (Robinul 
Forte)  is  for  you  to  try  it  in  your  practice.  That’s 
why  we’re  asking  you  to  give  it  a Fair  Trial.  How  can 
you  give  it  a Fair 


way: 

First:  When  you 
your  very  next  ulcer 
patient,  write  him  a 
script  as  shown . 

Next:  Wait  1 0 days 
or  until  your  patient  comes  in  for  his  next  appointment 
and  get  his  “verdict”  as  to  how  he  feels.  Examine  all 
the  evidence  and  make  your  evaluation  of  his  condition. 

Finally:  Render  your  ver- 
dict. If  it’s  “significant  im- 
provement and  marked  relief  of 
symptoms,”  then  we  believe 
you’ll  agree  that  Robinul  Forte 
has  proved  its  worth,  and  we 
rest  our  case.  If  not,  consider 
our  case  for  Robinul  Forte 
closed.  That’s  a Fair  Trial, 
Doctor,  and  it’s  all  we  ask. 


RobinuF  Forte 

(glycopyrrolate,  2 mg.) 

The  summation  is  an  important 
part  of  every  case.  Y ou’ll  find  ours 
on  the  preceding  page.  Doctor. 


in  osteoarthr  itic  pain 


9 

If  aspirin  doesn’t  help,  move  in 
with  Tandearil. 

The  trial  period  is  brief:  1 week. 
Try  one  tablet  q.i.d.  at  first.  Tandearil 
usually  startsworking  within  3 to  4 days. 
When  response  occurs,  as  little  as  1 or 
2 tablets  daily  may  hold  back  pain  and 
stiffness,  and  increase  joint  motion. 

' On  the  next  page  isasummary 

,of  adverse  reactions,  contraindications, 
warning  and  precautions. 


Tandearil. 

It  can  help  get  his  mind  off  his  knee. 

Please  review  full  Prescribing 
Information  carefully  before  prescribing. 

For  osteoarthritic  knees,  spines, 
shoulders,  hips,  etc.: 

Tandearil" 

oxyphenbutazone 


fandearil,  oxyphenbutazone: 

For  brief  summary  see  next  page. 


Geigy 


TA.6006 


Tandearil 

oxyphenbutazone 


Geigy  Pharmaceuticals 
Division  of 

Geigy  Chemical  Corporation 
Ardsley,  New  York  10502 


Contraindications:  Edema:  dan- 
ger of  cardiac  decompensation;  his- 
tory or  symptoms  of  peptic  ulcer; 
renal,  hepatic  or  cardiac  damage: 
history  of  drug  allergy;  history  of 
blood  dyscrasia  The  drug  should 
not  be  given  when  the  patient  is  se- 
nile or  when  other  potent  drugs  are 
given  concurrently. 

Warning:  This  drug  is  an  analog 
of  phenylbutazone;  sensitive  pa- 
tients may  be  cross-reactive.  If  cou- 
marin-type  anticoagulants  are  given 
simultaneously,  watch  for  excessive 
increase  in  prothrombin  time.  In- 
stances of  severe  bleeding  have  oc- 
curred Persistent  or  severe  dyspep- 
sia may  indicate  peptic  ulcer;  perform 
upper  gastrointestinal  x-ray  diagnos- 
tic tests  If  drug  is  continued.  Pyrazole 
compounds  may  potentiate  the  phar- 
macologic action  of  sulfonylurea, 
sulfonamide-type  agents  and  Insu- 
lin. Carefully  observe  patients  receiv- 
ing such  therapy.  Use  with  caution  in 
the  first  trimester  of  pregnancy,  and 
in  patients  with  thyroid  disease. 

Precautions:  Before  prescribing, 
carefully  select  patients,  avoiding 
those  responsive  to  routine  meas- 
ures as  well  as  contraindicated  pa- 
tients. Obtain  a detailed  history  and  a 
complete  physical  and  laboratory  ex- 
amination, including  a blood  count. 
The  patients  should  not  exceed  rec- 
ommended dosage,  should  be  closely 
supervised  and  should  be  warned  to 
discontinue  the  drug  and  report  im- 
mediately if  fever,  sore  throat,  or 
mouth  lesions  (symptoms  of  blood 
dyscrasia),  sudden  weight  gain  (water 
retention),  skin  reactions,  black  or 
tarry  stools  or  other  evidence  of  in- 
testinal hemorrhage  occur  Make 
complete  blood  counts  at  weekly  In- 
tervals during  early  therapy  and  at 
2-week  intervals  thereafter  Discon- 


tinue the  drug  immediately  and  in- 
stitute countermeasures  If  the  white  ■ 

count  changes  significantly,  granu-  | 

locytes  decrease,  or  immature  forms 
appear.  Use  greater  care  in  the  el- 
derly and  in  hypertensives. 

Adverse  Reactions:  The  more 
common  are  nausea  and  edema. 

Swelling  of  the  ankles  or  face  may 
be  minimized  by  withholding  die- 
tary salt,  reduction  in  dosage  or  use 
of  diuretics.  In  elderly  patients  and 
in  those  with  hypertension,  the  drug  ' 
should  be  discontinued  with  the  ap- 
pearance of  edema.  The  drug  has 
been  associated  with  peptic  ulcer 
and  may  reactivate  a latent  peptic  ul- 
cer. The  patient  should  be  instructed  ^ 
to  take  doses  immediately  after  meals 
or  with  milk  to  minimize  gastric  up- 
set. Drug  rash  occasionally  occurs. 

If  it  does,  promptly  discontinue  the 
drug.  Agranulocytosis,  exfoliative 
dermatitis.  Stevens-Johnson  syn- 
drome. Lyell  s syndrome  (toxic  nec- 
rotizing epidermolysis),  or  a gen- 
eralized allergic  reaction  similar  to  a 
serum  sickness  syndrome  may  oc-  i 
cur  and  require  permanent  with-  ^ 

drawal  of  medication.  Agranulocy- 
tosis can  occur  suddenly  in  spite  of 
regular,  repeated  normal  white 
counts.  Stomatitis,  salivary  gland 
enlargement,  vomiting,  vertigo  and 
languor  may  occur.  Leukemia  and 
leukemoid  reactions  have  been 
reported.  While  not  definitely  at- 
tributable to  the  drug,  a causal  re- 
lationship cannot  be  excluded. 
Thrombocytopenic  purpura  and 
aplastic  anemia  may  occur.  Con- 
fusional  states,  agitation,  headache, 
blurred  vision,  optic  neuritis  and 
transient  hearing  loss  have  been  re- 
ported. as  have  hyperglycemia,  hep- 
atitis, jaundice,  hypersensitivity 
angiitis,  pericarditis  and  several 
cases  of  anuria  and  hematuria.  With 
long-term  use.  reversible  thyroid  hy- 
perplasia may  occur  Infrequently. 
Moderate  lowering  of  the  red  cell 
count  due  to  hemodilution  may 
occur. 

Dosage  in  Osteoarthritis: 

Initial:  3 to  6 tablets  daily  in  divided 
doses.  Usually  unnecessary  to  ex- 
ceed 4 tablets  daily.  A trial  period  of 
one  week  is  considered  adequate  to 
determine  the  therapeutic  effect  of 
the  drug.  Maintenance:  Effective 
level  often  achieved  with  1 or  2 tab- 
lets daily,  should  not  exceed  4 tab- 
lets daily. 

In  selecting  appropriate  dosage 
in  any  specific  case,  consideration 
should  be  given  to  the  patient's 
weight,  general  health,  age  and  any 
other  factors  influencing  drug 
response. 

Availability:  Tan,  round,  sugar- 
coated  tablets  of  100  mg.  in  bottles 
of  100  and  1000. 

(B)R-46-800-A 

For  complete  details,  please 
see  full  Prescribing  Information. 
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Abbott  Laboratories 

A.rmour  Pharmaceutical  Company 

Blue  Cross — Blue  Shielci 

Breon  Laboratories 

Bristol  Laboratories 

Burroughs  Wellcome  & Co.,  Inc. 

Campbell  Soup  Company 

The  Carnation  Company 

Chicago  Medical  Society 

Coca-Cola  Company 

Dearborn  Inn 

Dorothea  Dix  Hospital 

Dorsey  Laboratories 

Eastern  Laboratories 

Geigy  Laboratories 

General  Leasing  Corporation 

Gerber  Products  Company 

Glenbrook  Laboratories 

Heart  Association  of  Louisville  and 
Jefferson  County 

Highland  Hospital 

Hynson,  Westcott  & Dunning,  Inc. 

KEMPAC 

Kentucky  Chapter,  Arthritis  Foundation 
Kentucky  Hotel 

Kentucky  TB  & RD  Association 
Kentucky  Travel  Division 
King's  Daughters  Clinic 
Lederle  Laboratories 
Eli  Lilly  & Company 


Medical  College  of  Virginia 
Medical  Protective  Company 
Merck  Sharp  & Dohme 
Murphy  Medical  Center 
Mutual  of  Omaha 
National  Drug  Company 
Ohio  State  Medical  Association 
Parke  Davis  & Company,  Inc. 

Pfizer  Laboratories 

Pitman-Moore,  Div.  of  Dow  Chemical  Co, 
Wm.  P.  Poythress  & Co.,  Inc. 

Riker  Laboratories 
A.  H.  Robins  Company 
Roche  Laboratories 
J.  B.  Roerig  & Co. 

William  H.  Rorer,  Inc. 

Sandoz 

G.  D.  Searle  & Co. 

Smith,  Kline  & French  Laboratories 
Southern  Optical  Company 
SS.  Mary  and  Elizabeth  Hospital 
Strasenburgh  Laboratories 

The  Stuart  Co.,  Div.  of  Atlas  Chemical 
Industries 

Syntex  Corporation 
University  of  Louisville 
USV  Pharmaceutical  Corp. 

Whitehouse  Inn 
Winthrop  Laboratories 
Wyeth  Laboratories 
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From  the  files  of  the 


COMMITTEE  FOR  THE 

STUDY  OF  MATERNAL  MORTALITY 


CASE  9-67.  This  24  year  old  married,  white 
gravida  2,  para  1,  was  under  the  care  of  a 
private  physician  whom  she  consulted  during 
the  third  month  of  pregnancy.  Her  last  known 
menstrual  period  had  begun  on  October  15,  1966, 
so  that  the  expected  date  of  delivery  was  July  22, 
1967.  A summary  of  her  prenatal  care  showed  the 
following: 


February 

March 

April  19 

B.P. 

no/70 

110/70 

110/70 

Wf. 

149'/, 

152 

162'/, 

B.P. 

April  28 

May  1 5 

May  29 

June  1 2 

110/70 

120/60 

110/60 

120/80 

Wt. 

167'/, 

167 

165 

170 

VDRL  was  non-reactive.  Hb  was  12.2 

The  patient  was  admitted  at  11:30  p.m.  on  June 
14  complaining  of  abdominal  pain  that  had  begun 
suddenly  about  9:30  p.m.  and  had  remained  more 
or  less  constant.  Examination  showed  that  she  was 
not  in  labor.  Her  blood  pressure  was  140/76,  pulse 
84;  the  fetal  heart  beat  was  counted  at  128  and  the 
cervix  was  closed.  She  was  given  a sedative  for 
pain. 

On  the  following  morning  at  8:00  a.m.  the  blood 
pressure  was  140/70,  pulse  120,  and  the  lungs  were 
clear;  however,  she  could  not  lie  down  because  of 
the  pain.  The  fetal  heart  rate  was  148.  There  was  no 
localized  rigidity  and  the  findings  on  vaginal  exami- 
nation were  as  before.  A blood  count  on  June  15 
showed  a hemoglobin  of  13.8  gm.,  hematocrit  41%, 
WBC  11,600  with  82  segs,  15  lymphs,  3 stabs.  A 
catheterized  urine  was  negative  for  sugar  and  albu- 
min, and  showed  6-8  WBC  and  10-12  RBC.  A gen- 
eral surgeon  was  called  in  consultation  and  recom- 
mended cesarean  section. 

Under  spinal  anethesia  (8  mg  Pontocaine)  a mid- 
line incision  was  made  extending  above  the  umbi- 
licus. Bloody  purulent  fluid  was  encountered  im- 
mediately when  the  peritoneal  cavity  was  opened. 


Both  the  small  and  large  bowel  showed  dusky  dis- 
coloration. The  stomach  and  first  part  of  the  duo- 
denum appeared  normal,  as  did  the  descending 
colon.  A cesarean  section  was  performed  with  de- 
livery of  a living  premature  infant,  and  the  uterus 
was  closed  in  two  layers. 

A massive  volvulus  was  present;  this  was  reduced, 
and  the  bowel  showed  some  return  of  color.  Since  it 
was  considered  impossible  to  resect  the  entire  small 
bowel  starting  at  the  second  portion  of  the  duodenum, 
it  was  hoped  the  return  of  viability  would  be  ade- 
quate. Deflation  of  the  distended  right  colon  was 
carried  out  by  suction  through  a purse  string  and  the 
defect  was  closed  by  an  additional  purse  string 
suture. 

The  patient’s  status  was  amazingly  good  consider- 
ing the  condition  of  the  bowel,  but  toward  the  end  of 
the  procedure  her  blood  pressure  was  markedly  de- 
pressed. The  abdomen  was  closed  with  through  and 
through  sutures,  and  two  large  tissue  drains  were 
brought  out  the  lower  end  of  the  incision.  She  re- 
ceived 500  cc  of  blood  during  the  procedure.  The 
patient’s  general  appearance  was  described  as  “fair”, 
but  her  prognosis  was  considered  extremely  grave. 
She  became  anuric  and  hypotensive,  and  she  died 
at  11:30  p.m.,  some  12  hours  after  the  section. 

The  final  diagnosis  was  listed  as  uterine  pregnancy, 
34  weeks,  and  massive  mesenteric  thrombosis  due  to 
volvulus  of  the  mesentery. 

Comments 

This  was  considered  an  indirect  obstetric  death 
without  preventable  features.  Volvulus  accounts  for 
between  15  and  25%  of  all  intestinal  obstructions 
during  pregnancy,  and  over  one-half  of  the  cases  are 
encountered  in  the  third  trimester.  The  left  side  of 
the  colon  is  most  commonly  affected,  the  small  in- 
testine being  involved  only  rarely.  In  reported  cases, 
cesarean  section  was  necessary  in  one-third  of  the 
cases  as  a preliminary  for  adequate  exposure. 
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In  the  complex  picture 
of  moderate  to  severe  anxiety... 


there  is  a inewl  reason 
for  prescribing  Mellaril 

^ (Thioridazine  HCl) 


effectiveness  in 

mixed  anxiety- depression 


t 


Long  recognized  for  its  usefulness  in  the 
treatment  of  moderate  to  severe  anxiety, 
Mellaril  is  now  also  known  to  be  effective 
against  mixed  anxiety-depression. 


Often  the  symptoms  of  anxiety  states  are 
difficult  to  sort  out— even  with  the  most  careful 
probing.  The  patient  may  manifest  symptoms  of 
I agitation,  restlessness,  insomnia,  somatic 
complaints.  But  what  of  the  depression  that  may 
! be  mixed  in  the  total  picture?  It  is  reassuring 
I to  know  that  Mellaril  may  be  prescribed— with 
I strong  possibilities  of  success— when  there  is 
anxiety  alone  or  a mixture  of  anxiety 
and  depression. 


Before  prescribing  or  administering,  see  Sandoz 
literature  for  full  product  information,  including 
adverse  reactions  reported  with  phenothiazines.  The 
following  is  a brief  precautionary  statement. 
Contraindications:  Severe  central  nervous  system 
depression,  comatose  states  from  any  cause, 
hypertensive  or  hypotensive  heart  disease  of 
extreme  degree. 

Warnings:  Administer  cautiously  to  patients  who 
have  previously  exhibited  a hypersensitivity  reaction 
(e.g.,  blood  dyscrasias,  jaundice)  to  phenothiazines. 
Phenothiazines  are  capable  of  potentiating  central 
nervous  system  depressants  (e.g.,  anesthetics, 
opiates,  alcohol,  etc.)  as  well  as  atropine  and 
phosphorus  insecticides.  During  pregnancy, 
administer  only  when  necessary. 

Precautions:  There  have  been  infrequent  reports  of 
leukopenia  and/or  agranulocytosis  and  convulsive 
seizures.  In  epileptic  patients,  anticonvulsant 
medication  should  also  be  maintained.  Pigmentary 
retinopathy  may  be  avoided  by  remaining  within  the 
recommended  limits  of  dosage.  Administer 
cautiously  to  patients  participating  in  activities 
requiring  complete  mental  alertness  (e.g.,  driving). 
Orthostatic  hypotension  is  more  common  in  females 
than  in  males.  Do  not  use  epinephrine  in  treating 
drug-induced  hypotension.  Daily  doses  in  excess  of 
300  mg.  should  be  used  only  in  severe 
neuropsychiatric  conditions. 

Adverse  Reactions:  Central  Nervous  System — 
Drowsiness,  especially  with  large  doses,  early  in 
treatment;  infrequently,  pseudoparkinsonism  and 
other  extrapyramidal  symptoms;  nocturnal 
confusion,  hyperactivity,  lethargy,  psychotic 
reactions,  restlessness,  and  headache.  Autonomic 
Nervous  System— Dryness  of  mouth,  blurred  vision, 
constipation,  nausea,  vomiting,  diarrhea,  nasal 
stuffiness,  and  pallor.  Endocrine  System— 
Galactorrhea,  breast  engorgement,  amenorrhea, 
inhibition  of  ejaculation,  and  peripheral  edema. 
S/cin— Dermatitis  and  skin  eruptions  of  the  urticarial 
type,  photosensitivity.  Cardiovascular  System — 
Changes  in  the  terminal  portion  of  the 
electrocardiogram  have  been  observed  in  some 
patients  receiving  the  phenothiazine  tranquilizers, 
including  Mellaril  (thioridazine  hydrochloride). 
While  there  is  no  evidence  at  present  that  these 
changes  are  in  any  way  precursors  of  any  significant 
disturbance  of  cardiac  rhythm,  several  sudden  and 
unexpected  deaths  apparently  due  to  cardiac  arrest 
have  occurred  in  patients  previously  showing 
electrocardiographic  changes.  The  use  of  periodic 
electrocardiograms  has  been  proposed  but  would 
appear  to  be  of  questionable  value  as  a predictive 
device.  Other— A single  case  described  as 
parotid  swelling. 

Mellaril 

(Thioridazine  HCl) 

25  mg.t.i.d. 

for  moderate  to  severe  anxiety 
and  mixed  anxiety-depression 


SANDOZ  SANDOZ  PHARMACEUTICALS,  HANOVER,  N.  J.  6s-i69 


How  much  does 

the  anticostive* 
hematinic  cost? 

A • No  more  than 
costive  hematinics 
cost! 


The  anticostive  hematinic  is 

PERITINIC* 

Hematinicwith  Vitamins  and  Fecal  Softener 


A tablet-a-day  provides: 

• Elemental  Iron  (as  Ferrous  Fumarate) 100  mg 

• Dioctyl  Sodium  Sulfosuccinate  (to  counteract 

constipating  eSect  of  iron) 100  mg 

Vitamin  Bi 7.5  mg 

Vitamin  Ba 7.5  mg 

Vitamin  Be 7.5  mg 

Vitamin  B12 50  mcgm 

Vitamin  C 200  mg 

Niacinamide 30  mg 

Folic  Acid 0.05  mg 

Pantothenic  Acid 15  mg 

Bottles  of  60 

* 


anticostive,  ad],  {anti  opposed  to 
+ costive  causing  constipation.) 
Against  constipation.  Now  isn’t 
that  a good  idea  in  an  iron-contain- 
ing hematinic? 


LEDERLE  LABORATORIES 


A Division  of  American  Cyanamid  Company 
Pearl  River,  New  York  10965 


T\0‘(triacetyloleandoniycin) 

Brief  Summary 


INDICATIONS:  Include  staphylococci, 
streptococci,  pneumococci  and  gono- 
cocci. Recommended  for  acute,  severe  in- 
fections where  adequate  sensitivity  test- 
ing has  demonstrated  susceptibility  to 
this  antibiotic  and  resistance  to  less 
toxic  agents. 

CONTRAINDICATIONS:  Contraindicated  in 
pre-existing  liver  disease  or  dysfunction, 
and  in  individuals  hypersensitive  to  the 
drug. 

PRECAUTIONS:  CAUTION:  USE  OF  THIS 
DRUG  MAY  PRODUCE  ALTERATIONS  IN 
LIVER  FUNCTION  TESTS  AND  JAUNDICE.  CLIN- 
ICAL EXPERIENCE  AVAILABLE  THUS  FAR 
INDICATES  THAT  THESE  LIVER  CHANGES 
WERE  REVERSIBLE  FOLLOWING  DISCONTIN- 
UATION OF  THE  DRUG. 

Not  recommended  for  prophylaxis  or  in 
the  treatment  of  infectious  processes, 
which  may  require  more  than  ten  days 
continuous  therapy.  In  view  of  the  possi- 
ble hepatotoxicity  of  this  drug  when  ther- 
apy beyond  ten  days  proves  necessary, 
other  less  toxic  agents  should  be  used.  If 
clinical  judgment  dictates  continuation 
of  therapy  for  longer  periods,  serial  moni- 
toring of  liver  profile  is  recommended, 
and  the  drug  should  be  discontinued  at 
the  first  evidence  of  any  form  of  liver 
abnormality.  When  treating  gonorrhea  in 
which  lesions  of  primary  or  secondary 
syphilis  are  suspected,  proper  diagnostic 
procedures,  including  dark-field  examina- 
tions, should  be  followed.  In  other  cases 
in  which  concomitant  syphilis  is  sus- 
pected, monthly  serological  tests  should 
be  made  for  at  least  four  months.  When 
used  in  streptococcal  infections,  therapy 
should  be  continued  for  ten  days  to  pre- 
vent the  development  of  rheumatic  fever 
or  glomerulonephritis.  The  use  of  antibi- 
otics may  occasionally  permit  overgrowth 
of  nonsusceptible  organisms.  A resistant 
infection  or  superinfection  requires  re- 
evaluation  of  the  patient’s  therapy.  In  the 
event  such  occurs  with  this  drug  the 
medication  should  be  discontinued,  and 
specific  antibacterial  and  supportive 
therapy  instituted. 

ADVERSE  REACTIONS:  Although  reactions 
of  an  allergic  nature  are  infrequent  and 
seldom  severe,  those  of  the  anaphylac- 
toid type  have  occurred  on  rare  occasions. 


J.B.ROERIG  DIVISION 

CHAS.  PFIZER  & CO.,  INC. 
235  EAST  42nd  STREET 
NEW  YORK,  N.Y.  10017 


In  vitro 

susceptibility  results 

-“TAO 


(triacetyl- 

oleandomycin) 


in  Staphylococcus 
aureus  cultures, 
as  shown  in 
studies  of 
antibiotics. 


(triacetyl- 

J-£iSL/  oleandomycin) 

is  a macrolide  antibiotic,  for  use  only  in 
the  treatment  of  acute  severe 
infections  where  adequate 
sensitivity  testing  has 
demonstrated  susceptibility 
to  this  antibiotic  and  resistance 
to  other  less  toxic  agents. 
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when  cough 
is  not 

the  only  sound 
you  hear  ♦ ♦ ♦ 


OMNI-TUSS*  b.i.d. 


. . . because  OMNl-TUSS  is  indicated  for  cough 
associated  with  upper  respiratory  tract  infections, 
bronchitis,  bronchiectasis,  bronchial  asthma,  emphy- 
sema, sinusitis  and  rhinitis,  hay  fever,  or  other  allergic 
conditions.  Any  of  these  conditions  may  exhibit  the 
general  symptom  syndrome— coughing,  wheezing, 
bronchospasm,  and  tenacious  mucus — which  may 
benefit  from  the  antitussive,  bronchodilative,  antihis- 
taminic,  and  expectorant  action  of  Omni-Tuss. 

The  therapeutic  usefulness  of  Omni-Tuss  is  enhanced 
by  a unique  resin  complex  formulation  providing  the 
clinically  desirable  advantages  of:  (I)  uniform  drug 
availability  throughout  an  extended  period,  (2)  8 to  12 
hours  of  symptomatic  control,  (3)  minimal  dosage 
requirement,  (4)  minimal  side  effects. 

Economical,  efficient  b.i.d.  dosage — extremely  well- 
tolerated  by  children,  6-12,  and  adults. 


‘Omni  Tuss’  Suspension:  Each  teaspoonful  (5  cc.)  contains 
10  mg.  codeine  (Warning:  May  be  habit-forming),  5 mg. 
phenyltoloxamine,  3 mg.  chlorpheniramine,  25  mg.  ephe- 
drine,  all  as  cation  exchange  resin  complexes  of  sulfonated 
polystyrene,  and  20  mg.  guaiacol  carbonate. 

Available  on  prescription  only.  Class  X exempt  narcotic. 
Permissible  on  oral  prescription. 

Dosage:  Adults:  1 teaspoonful  (5  cc.)  ql2h. 

Children  (6-12 years):  Yi  teaspoonful  ql2h. 

Side  Effects:  Minimal,  but  when  encountered  may  include 
jitteriness,  nausea,  drying  of  mouth,  insomnia,  constipa- 
tion, which  disappear  upon  adjustment  of  the  dose  or  dis- 
continuance of  treatment. 

Precautions  and  Contraindications:  For  complete  detailed 
information,  refer  to  package  insert  or  official  brochure. 

Strasenburgh 

Strasenburgh  Laboratories  Division 
Wallace  & Tiernan  Inc.,  Rochester,  N.Y. 


THE  INSURANCE  PAGE 


Usual  and  Customary 


WE  are  aware  that  the  public  is  asking  for 
and  in  some  instances  demanding  paid- 
in-full  medical  programs. 

The  American  Medical  Association  has  pre- 
viously endorsed  the  concept  of  payment  of 
physicians’  fees  by  pre-payment  organizations 
and  third  parties  on  a Usual  and  Customary 
basis. 

At  the  recent  Kentucky  Medical  Association 
Annual  Meeting  our  House  of  Delegates  re- 
affirmed its  support  of  this  principle  and  ap- 
proved a mechanism  of  local  Peer  Review  for 
cases  that  cannot  be  routinely  processed. 

Kentucky  Blue  Shield  in  its  desire  to  meet 
the  needs  and  demands  of  the  public  agreed 
to  develop  such  a program  and  called  upon  the 
Kentucky  Medical  Association  to  assist  in  the 
development  of  the  necessary  guidelines  for  its 
administration.  Through  a cooperative  effort, 
the  Kentucky  Medical  Association — Blue 
Shield  Confidential  Fee  Survey  was  conducted. 
From  this  survey  data  was  gathered  and  sta- 
tistical guidelines  were  developed  that  enabled 
Blue  Shield  to  process  claims  under  the  Usual 
and  Customary  Program.  Blue  Shield’s  Pro- 
gram provides  flexibility  and  is  so  defined  that 
these  guidelines  are  continuously  revised  as 
physicians’  fees  change. 


However,  there  is  no  mechanism  that  can 
guarantee  a physician  that  his  charge  will 
always  be  paid  in  full.  There  must  be  some 
system  that  provides  for  handling  those  cases 
that  exceed  a maximum  beyond  which  they 
cannot  be  processed  routinely. 

To  provide  for  the  handling  of  these  cases 
the  KMA  Resolution  urges  county  medical  so- 
cieties having  20  or  more  active  physician 
members  to  establish  a review  committee,  and 
invites  county  societies  having  from  10  to  20 
members  to  establish  their  own  local  review 
committees.  For  those  counties  too  small  to 
have  local  review,  a KMA  Claims  Review  Com- 
mittee has  been  appointed  to  serve  as  a re- 
view mechanism.  This  committee  will  also 
serve  in  an  advisory  capacity  to  Blue  Shield 
and  third  parties  in  the  administration  of  their 
Usual  and  Customary  programs. 

Both  the  American  Medical  Association  and 
the  Kentucky  Medical  Association  have  en- 
dorsed the  Usual  and  Customary  concept,  and 
the  support  of  each  individual  physician  is  vi- 
tal to  the  success  of  a Usual  and  Customary 
program  in  Kentucky.  It  is  evident  that  Blue 
Shield  with  its  unique  relationship  to  physi- 
cians should  be  organized  medicine’s  instru- 
ment for  providing  a paid-in-full  program  for 
our  people. 

William  W.  Hall,  M.D. 
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It’s  almost  as  if  you  were  there  to 
give  an  injection  of  penicillin 


V-Cillin  Pediatric  dependable  oral  penicillin  therapy 

Potassium  Phenoxymethyl  Peniciiiin 


Description:  V-Cillin  K,  the  potassium  salt  of  V-Cillin®  (phe- 
noxymethyl penicillin,  Lilly),  combines  acid  stability  with  immedi- 
ate solubility  and  rapid  absorption.  Higher,  more  rapid  serum 
levels  are  obtained  than  with  equal  oral  doses  of  penicillin  G. 
Indications:  Streptococcus,  pneumococcus,  and  gonococcus  in- 
fections: infections  caused  by  sensitive  strains  of  staphylococci; 
prophylaxis  of  streptococcus  infections  in  patients  with  a history 
of  rheumatic  fever:  and  prevention  of  bacterial  endocarditis  after 
tonsillectomy  and  tooth  extraction  in  patients  with  a history  of 
rheumatic  fever  or  congenital  heart  disease. 

Contraindication:  Penicillin  hypersensitivity. 

Warnings:  In  rare  instances,  penicillin  may  cause  acute  anaphy- 
laxis which  may  prove  fatal  unless  promptly  controlled.  This  type 
of  reaction  appears  more  frequently  in  patients  with  a history  of 
sensitivity  reactions  to  penicillin  or  with  bronchial  asthma  or 
other  allergies.  Resuscitative  drugs  should  be  readily  available. 
These  include  epinephrine  and  pressor  drugs  (as  well  as  oxygen 
for  inhalation)  for  immediate  allergic  manifestations  and  anti- 
histamines and  corticosteroids  for  delayed  effects. 

Precautions:  Use  cautiously,  if  at  all,  in  a patient  with  a strongly 
positive  history  of  allergy. 

In  prolonged  therapy  with  penicillin,  and  particularly  with  high 
parenteral  dosage  schedules,  frequent  evaluation  of  the  renal 
and  hematopoietic  systems  is  recommended. 

In  suspected  staphylococcus  infections,  proper  laboratory 
studies  (including  sensitivity  tests)  should  be  performed. 

The  use  of  penicilfin  may  be  associated  with  the  overgrowth 
of  penicillin-insensitive  organisms.  In  such  cases,  discontinue 
administration  and  take  appropriate  measures. 


Adverse  Reactions:  Although  serious  allergic  reactions  are  much 
less  common  with  oral  penicillin  than  with  intramuscular  forms, 
manifestations  of  penicillin  allergy  may  occur. 

Penicillin  is  a substance  of  low  toxicity,  but  it  possesses  a sig- 
nificant index  of  sensitization.  The  following  hypersensitivity  re- 
actions have  been  reported:  skin  rashes  ranging  from  maculo- 
papular  eruptions  to  exfoliative  dermatitis;  urticaria;  and  reac- 
tions resembling  serum  sickness,  including  chills,  fever,  edema, 
arthralgia,  and  prostration.  Severe  and  often  fatal  anaphylaxis 
has  occurred  (see  Warnings).  Hemolytic  anemia,  leukopenia, 
thrombocytopenia,  and  nephropathy  are  rarely  observed  side- 
effects  and  are  usually  associated  with  high  parenteral  dosage. 

Administration  and  Dosage:  Usual  dosage  range,  125  mg. 
(200,000  units)  three  times  a day  to  500  mg.  (800.000  units)  every 
four  hours.  For  infants,  50  mg.  per  Kg.  per  day  divided  into  three 
doses. 

See  package  literature  for  detailed  dosage  instructions  for 
prophylaxis  of  streptococcus  infections,  surgery,  gonorrhea,  and 
severe  infections. 

How  Supplied:  Tablets  V-Cillin  K®  (Potassium  Phenoxymethyl 
Penicillin  Tablets,  U.S.P.),  125  mg.  (200,000  units),  250  mg. 
(400,000  units),  and  500  mg.  (800,000  units). 

V-Cillin  K®  (potassium  phenoxymethyl  penicillin,  Lilly),  Pedi- 
atric. for  Oral  Solution.  125  mg.  (200,000  units)  and  250  mg. 
(400,000  units)  per  5 cc.  of  solution  (approximately  one  tea- 
spoonful). [042567A] 

Additional  information  available 
to  physicians  upon  request. 

Eli  Lilly  and  Company,  Indianapolis,  Indiana  46206 
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Management  of  the  Patient 
"Overcome  by  Smoke”t 

Donald  M.  Thomas,  M.D.* *  and  Eugene  H.  Conner.  M.D, 

Louisville,  Kentucky 


All  patients  ” overcome  by  smoke”  are  not 
victims  of  asphyxia,  but  may  be  suffering 
from  the  effects  of  toxic  gases,  the  inges- 
tion of  particidate  smoke,  and  the  effects 
of  heat  and  hyperventilation.  Oxygen 
therapy  alone  is  often  inadequate  treat- 
ment. 

Newspaper  accounts  of  major  fires 
almost  invariably  tell  of  a number  of 
firemen  “overcome  by  smoke”  and 
taken  to  hospitals  for  treatment.  A survey 
based  on  newspaper  accounts,  conducted  by 
the  International  Association  of  Fire  Chiefs, 
indicates  that  320  firefighters  were  victims  of 
“smoke  inhalation”  during  the  first  three 
months  of  1967.  Thirteen  required  hospitaliza- 
tion and  three  died.^  In  addition  to  these  in- 
dividuals, an  unknown  number  of  civilian  fire 
victims  suffer  similar  injuries. 

The  labels  “overcome  by  smoke”  or  “victim 
of  smoke  inhalation”  are  generally  applied  to 
anyone  who  collapses  or  becomes  unconscious 
at  the  scene  of  a fire  or  develops  respiratory 
symptoms  following  exposure  to  smoke.  These 
individuals  have  usually  been  considered  to  be 
suffering  from  asphyxia,  and  the  standard 

fFrom  the  department  of  anesthesiology.  University 
of  Louisville  School  of  Medicine,  Louisville,  Ken- 
tucky 

*Surgeon,  Louisville  Division  of  Fire 


practice  of  both  first  aiders  and  physicians  in 
such  cases  has  been  the  administration  of 
oxygen  by  inhalation  if  the  patient  is  breath- 
ing spontaneously,  or  by  some  type  of  me- 
chanical ventilation  if  spontaneous  respiration 
is  absent  or  depressed.  This  approach  is  fine 
when  the  patient  is  indeed  asphyxiated,  but 
the  physician  should  remember  that  many 
patients  “overcome  by  smoke”  are  not  asphyxi- 
ated, but  are  incapacitated  by  conditions  in 
which  oxygen  deficiency  does  not  play  a pri- 
mary part. 

The  Nature  of  Smoke 

Before  considering  further  the  many  factors 
which  may  cause  an  individual  to  be  “over- 
come by  smoke”  some  discussion  of  the  na- 
ture and  composition  of  fire  smoke  is  in  order. 

Visible  smoke  produced  by  the  burning  of 
common  organic  materials  such  as  wood,  cot- 
ton, and  paper  is  a suspension  of  carbon  parti- 
cles in  air,  mixed  with  volatilized  products  of 
combustion,  gases,  and  often  steam.  As  this 
mixture  cools,  some  of  the  combustion  prod- 
ucts condense  on  the  carbon  particles  which 
come  to  contain  a number  of  complex  organic 
acids  and  aldehydes  and  give  the  smoke  its 
characteristic  irritating  properties  when  in  con- 
tact with  mucous  membranes. 

Along  with  the  visible  smoke,  a number  of 
gases  are  produced  by  the  combustion  process. 
The  composition  of  these  gases  is  variable,  de- 
pending on  what  substance  is  burning  and  the 
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conditions  of  burning.  Carbon  dioxide  and  car- 
bon monoxide  are  always  present  in  varying 
proportions  and  account  for  the  bulk  of  the 
gases  produced. 2 A summary  of  the  other 
principle  toxic  combustion  products  of  com- 
mon substances  is  presented  in  Table  I. 

In  addition  to  the  gases  produced  by  com- 
bustion, the  smoke  may  contain  other  toxic 
chemicals  liberated  as  a result  of  industrial 
fires  or  explosions  and  volatilized  by  the  heat 
of  the  fire.  In  some  cases,  toxic  chemicals  may 
have  been  employed  as  extinguishing  agents, 
further  adding  to  the  risk. 

Effects  of  Smoke  Exposure 

Exposure  of  patients  to  the  complex  mix- 
ture that  is  smoke  may  produce  a variety  of 
physiological  disturbances  which  may  cause 
the  individual  to  be  “overcome  by  smoke.” 
Hypoxia  is  only  one  of  these  disturbances. 
Others  result  from  the  ingestion  and  inhala- 
tion of  particulate  smoke,  and  exposure  to 
toxic,  but  not  asphyxiating,  gases  and  chemi- 
cals. In  addition  to  these  direct  effects  of 
smoke  exposure,  the  patient  may  be  in  diffi- 
culty due  to  the  hyperventilation  syndrome  or 
the  effects  of  heat. 

Hypoxia 

Hypoxia  in  the  patient  “overcome  by  smoke” 
may  be  the  result  of  breathing  an  atmosphere 
deficient  in  oxygen  content  because  the  pa- 
tient has  been  trapped  in  an  enclosed  space 
where  the  oxygen  has  been  consumed  by  fire 
or  driven  out  by  the  space-occupying  effect  of 
smoke  or  gases.  This  type  of  hypoxia  is  more 
common  in  civilian  fire  victims  than  in  fire- 
fighters, since  the  latter  are  usually  able  to 
ventilate  such  areas  before  entering  or  bring 
an  oxygen  supply  with  them  in  the  form  of 
self-contained  breathing  apparatus. 

A more  common  cause  of  hypoxia  associ- 
ated with  smoke  exposure  is  carbon  mon- 
oxide poisoning.  This  gas  is  a common  prod- 
uct of  the  combustion  of  any  organic  material, 
and  the  inhalation  of  even  low  concentrations 
of  this  gas  produces  hypoxia  by  virtue  of  its 
greater  affinity  for  hemoglobin  than  that  of 
oxygen.  The  resutling  carboxyhemoglobin  can- 
not transport  oxygen.  Most  patients  tolerate 
conversion  of  up  to  20  percent  of  their 
hemoglobin  to  carboxyhemoglobin  with  little 
difficulty  but  the  presence  of  30  percent 
carboxyhemoglobin  will  almost  invariably  pro- 


by  Smoke" — Thomas  and  Conner  ^ 

duce  symptoms  of  hypoxia. 

The  widespread  use  of  protective  gas  masks  | 

has  materially  reduced  the  incidence  of  clinic- 
ally detectable  carbon  monoxide  poisoning  in  I 

firemen  following  a single  exposure  to  smoke. 

These  masks  are  usually  worn  whenever  heavy 
smoke  is  present,  but  removed  when  the  fire  ( 

is  out  and  the  building  ventilated.  Studies  ® 

made  by  the  Denver  Fire  Department‘s  have 
shown  that  significant  concentrations  of  car- 
bon monoxide  may  still  be  present  after  a 
fire  has  been  extinguished,  or  may  be 
evolved  by  fires  that  produce  little  visible  , 

smoke  to  suggest  the  need  for  a gas  mask.  I 

Under  these  conditions,  the  carboxyhemoglo- 
bin level  in  the  blood  of  the  exposed  firemen 
may  not  rise  high  enough  to  produce  symp-  | 

toms,  but  a second  or  third  exposure  to  simi- 
lar conditions  within  the  next  few  hours  will  ^ 

have  a cumulative  effect  because  carbon  mon-  j 

oxide  remains  combined  with  hemoglobin  for 
many  hours.  Thus,  carbon  monoxide  poison- 
ing in  firemen  occurs  most  often  after  repeated  i 

exposures  to  low  concentrations  of  the  gas, 
and  it  occurs  despite  the  fact  that  properly 
functioning  gas  masks  were  available,  but  were  > 

removed  too  soon  or  were  not  worn  at  all. 

The  use  of  a gas  mask  or  other  respiratory 
protective  device  may  actually  cause  hypoxia 
if  such  devices  are  improperly  used  or  prove 
to  be  faulty.  These  devices  are  discussed  in 
detail  in  the  American  Industrial  Hygiene  As- 
sociation’s Respiratory  Protective  Devices  « 

Manual,^  and  only  a few  of  their  common 
hazards  will  be  presented  here.  Most  fire  de- 
partments are  equipped  with  two  types  of 
respiratory  protective  devices:  gas  masks,  and 
self-contained  breathing  apparatus.  The  gas 
mask  is  usually  a full-face  mask  supplied  with 
a universal  filter  cannister  which  is  designed 
to  protect  against  carbon  monoxide  and  cer- 
tain other  gases  in  low  concentrations  by 
chemical  absorption  from  the  inspired  air. 

Filters  are  provided  to  remove  particulate 
smoke  as  well.  The  gas  mask  has  no  intrinsic 
oxygen  supply,  and  the  wearer  will  suffer 
hypoxia  if  the  mask  is  used  in  oxygen-deficient 
atmospheres.  Hypoxia  may  also  result  if  the 
wearer  does  heavy  work  and  is  unable  to 
draw  a sufficient  volume  of  air  through  the 
high  resistance  of  the  cannister,  or  if  carbon 
monoxide  enters  due  to  a poor  mask  fit,  or  an 
exhausted  or  faulty  cannister. 
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TABLE  I 

PRINCIPLE  TOXIC  COMBUSTION  PRODUCTS  OF  COMMON  SUBSTANCES* 


f 


5 

I 


Substance  Pulmonary  Irritants 


wood,  cotton 
newspaper 

Acetaldehyde,  Formaldehyde 

petroleum  products 

Acrolein 

wool,  silk 

Ammonia 

nitrocellulose  film 
cellulose  acetate  film 

Oxides  of  nitrogen 
None 

polyester  resins 

Hydrogen  chloride 

polyurethane  foam 

Isocyanates 

polyvinylchloride 

Hydrogen  chloride,  phosgene, 
chlorine 

polyfluorocarbons 
(e.g.  Teflon®) 

Octafluroisobutylene 

phenolic  resins 

Ammonia,  formaldehyde 

melamine  resins 

Ammonia 

rubber  latex  foam 
neoprene  foam 

Unknown,  but  exposed  rats 
die  from  pulmonary  edema 

*Carbon  monoxide 

and  carbon  dioxide  are  produced  in  a 

Self-contained  breathing  apparatus  as  used 
in  the  fire  service  usually  consists  of  a full 
face  mask  with  non-rebreathing  valves  cou- 
pled to  a tank  of  compressed  air  via  a demand 
valve.  In  some  cases,  oxygen-supplied  masks 
employing  closed  rebreathing  with  carbon  di- 
oxide absorption  are  used.  This  equipment  af- 
fords complete  protection  against  the  inhala- 
tion of  all  types  of  smoke  and  toxic  gases, 
and  may  be  used  to  enter  areas  of  reduced 
oxygen  content.  However,  hypoxia  may  re- 
sult while  using  this  apparatus  if  the  valves 
are  faulty,  the  air  supply  becomes  exhausted, 
or  the  wearer  overbreathes  the  capability  of 
the  demand  valve  to  supply  air.  Hypoxia  that 
may  develop  while  using  any  type  of  respira- 
tory protective  device  is  often  unrecognized 
until  an  advanced  stage  is  reached  because 
the  victim  believes  himself  to  be  protected. 
The  physician  may  be  similarly  misled. 

Regardless  of  the  cause  of  hypoxia,  similar 
symptoms  appear  in  all  cases.  At  first,  there 
is  impairment  of  judgment,  headache,  and 
dizziness.  Later  delirium,  convulsions  and 
coma  are  seen.  In  carbon  monoxide  poisoning 
the  skin  and  mucous  membranes  may  appear 
flushed,  whereas  cyanosis  may  accompany 
other  types  of  hypoxia.  All  types  of  hypoxia 
should  be  treated  by  the  inhalation  of  oxygen. 
For  the  treatment  of  carbon  monoxide  poison- 


other  Toxic  Gases  Reference 


Acetic  acid.  Methane, 
Formic  acid 

#2 

Similar  to  wood,  etc. 

#2, 

#3 

Hydrogen  sulphide. 
Hydrogen  cyanide 

#2, 

#3 

Similar  to  wood 

#2 

Similar  to  wood 

#2 

#4 

Hydrogen  cyanide 

#4 

#4 

#4, 

#5 

Hydrogen  cyanide 

#6 

Hydrogen  cyanide 

#6 

#4 

cases. 

ing,  100  percent  oxygen  is  required.  This  may 
be  supplied  by  a non-rebreathing  mask  or 
anesthesia  machine,  but  cannot  be  supplied 
by  conventional  oxygen  masks,  tents  or  cathe- 
ters. If  respiration  is  absent  or  depressed, 
emergency  resuscitation  should  be  carried  out 
according  to  accepted  methods,  using  mouth- 
to-mouth  breathing  or  a properly  functioning 
mechanical  resuscitator. 

Since  an  episode  of  hypoxia  may  be  fol- 
lowed by  a period  of  several  hours  during 
which  judgment  and  other  mental  functions 
are  impaired,  these  patients  should  be  ob- 
served for  several  hours  following  apparent  re- 
covery. In  the  case  of  firemen,  they  should  not 
be  returned  to  work  in  the  same  fire,  in  spite 
of  an  apparent  rapid  recovery. 

The  patient  “overcome  by  smoke”  may  in- 
deed, then,  be  a victim  of  hypoxia,  but  factors 
other  than  asphyxia  may  be  responsible  for 
all  or  part  of  the  patient’s  difficulties. 

Effects  of  Particulate  Smoke 

Exposure  to  clouds  of  heavy  fire  smoke 
may  produce  disturbances  entirely  aside  from 
hypoxia  due  to  the  space-occupying  proper- 
ties of  such  smoke,  or  the  toxic  effects  of 
gases  mixed  with  the  particulate  matter.  Smoke 
particles  consist  mostly  of  carbon,  often  coat- 
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ed  with  condensed  products  of  combustion 
such  as  organic  acids  and  aldehydes.  Some 
particles  are  small  enough  (0.005-1.0)  mi- 
crons®) to  be  inhaled  deeply  into  the  lungs. 
The  effect  of  inhaling  such  particles  on  pul- 
monary function  has  not  been  evaluated 
acutely  or  chronically.  Clinically,  the  inhala- 
tion of  smoke  particles  appears  to  do  little 
harm  other  than  to  produce  a mild  irritation 
of  the  tracheobronchial  tree  with  some  cough, 
increased  secretions,  and  complaints  of  sub- 
sternal  burning  sensations. 

A great  deal  more  damage  seems  to  be  done 
by  smoke  particles  which  are  not  inhaled  at 
all.  Irritation  of  the  conjunctiva  may  result 
from  contact  with  the  eyes,  and  a great  deal 
of  particulate  smoke  becomes  deposited  on  the 
mucosae  of  the  nose  and  pharynx,  producing 
irritation  of  these  structures.  Most  of  this  ma- 
terial is  then  swallowed,  resulting  in  gastritis. 
Nausea  and  vomiting  may  begin  in  a very 
short  time,  become  severe  enough  to  be  in- 
capacitating, and  persist  for  many  hours. 

Since  the  symptoms  in  this  instance  are 
produced  by  ingestion.  Levin®  has  suggested 
that  this  condition  be  called  “smoke  poison- 
ing” to  clearly  distinguish  it  from  smoke  in- 
halation. Smoke  poisoning  is  probably  the 
most  common  problem  in  patients  “overcome 
by  smoke”,  and  the  administration  of  oxygen 
is  of  no  value.  The  oral  administration  of  any 
common  antacid  preparation  usually  brings 
prompt  relief. 

Toxic  Gases  and  Vapors 

The  most  common  toxic  gas  found  in  fire 
smoke  is  carbon  monoxide,  and  the  effects  of 
this  gas  on  patients  “overcome  by  smoke”  have 
been  discussed.  Smoke  may  contain  a num- 
ber of  other  gases  with  serious  toxic  properties 
entirely  unrelated  to  asphyxia.  For  the  purpose 
of  discussion,  these  agents  may  be  divided  into 
gases  which  are  primarily  pulmonary  irritants 
and  those  with  other  actions. 

Pulmonary  Irritants 

Patients  “overcome  by  smoke”  may  have 
been  exposed  to  two  types  of  pulmonary  irri- 
tants. These  are  the  organic  aldehydes,  such 
as  acrylic  aldehyde  (acrolein)  and  acetalde- 
hyde (Table  I),  and  the  acid  anhydrides. 
While  the  former  are  certainly  capable  of 
producing  severe  pulmonary  lesions  in  the 
laboratory^,  their  toxicity  under  clinical  condi- 


tions appears  to  be  much  less  than  that  of  the 
latter  group.  This  is  probably  because  the  al- 
dehydes tend  to  condense  out  of  the  smoke 
before  they  can  be  inhaled,  while  the  acid  an- 
hydrides normally  exist  in  the  gaseous  state 
which  allows  them  to  enter  the  lungs  more 
readily. 

Thus,  the  pulmonary  lesions  due  to  chemi- 
cal irritants  are  most  often  produced  by 
chlorine,  phosgene,  and  other  similar  com- 
pounds either  produced  by  combustion  (Ta- 
ble I)  or  released  from  storage  tanks,  e.g. 
chlorine,  or  refrigerating  units,  e.g.  sulphur  di- 
oxide or  ammonia.  Exposure  to  pulmonary 
irritants  is  becoming  more  common  due  to  the 
increasing  use  of  plastics  which  produce  these 
toxic  gases  when  burned. 

The  clinical  picture  and  pathologic  changes 
in  the  lungs  seen  after  exposure  to  pul- 
monary irritants  have  been  described  by  Con- 
ner, Dubois,  and  Comroe^®.  Initially,  there  is 
intense  choking  and  coughing  which  diminishes 
when  the  victim  is  removed  to  fresh  air.  This 
is  followed  by  a period  of  up  to  six  hours  dur- 
ing which  there  are  few,  if  any,  symptoms  or 
signs  to  suggest  that  any  damage  has  been 
done.  At  the  end  of  this  period,  respiratory 
distress  appears  rapidly  and  varying  combina- 
tions of  pulmonary  edema,  atelectasis,  acute 
emphysema  and  bronchopneumonia  occur. 
Death  may  result  in  a few  hours  after  the  on- 
set of  symptoms. 

It  is  important  to  establish  as  soon  as  possi- 
ble whether  the  patient  “overcome  by  smoke” 
has  been  exposed  to  a pulmonary  irritant,  as 
immediate  treatment  with  large  doses  of 
steroids  will  usually  prevent  the  development 
of  serious  damage.  Since  the  inhalation  of 
these  irritants  usually  produces  an  intense 
sensation  of  choking  or  suffocation,  a history 
of  exposure  to  “choking  smoke”  should  be 
sought  from  the  patient.  The  physician  should 
also  attempt  to  ascertain  if  the  fire  involved 
plastics  or  synthetic  fibers,  if  there  were  any 
known  leaks  of  chlorine  or  similar  substances, 
and  what  type  of  respiratory  protective  device 
was  used,  if  any.  The  cannister  type  gas  mask 
does  not  afford  adequate  protection  against 
the  acid  anhydride  pulmonary  irritants.  If 
there  is  a good  history  of  exposure  to  a pul- 
monary irritant,  the  patient  should  be  hospi- 
talized and  given  500  mgm  of  hydrocortisone 
sodium  succinate  (Solu  Cortef®)  intravenous- 
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ly  at  once,  followed  by  100  mgm  every  four 
hours  until  a total  of  one  gram  has  been  giv- 
l en.  If  no  symptoms  develop,  therapy  can  be 

4 stopped  and  the  patient  discharged.  If  symp- 

,,  toms  appear,  steroid  therapy  is  continued  for 

I three  or  four  days  with  gradual  reduction  in 

[ dosage. 

The  use  of  steroids  in  the  treatment  of  this 
type  of  chemical  injury  to  the  respiratory  tract 
^ is  based  on  the  suggestion  of  Conner,  et  al, 

I and  supported  by  published  experiences  with 

' their  use  in  similar  conditions  such  as  aspira- 

tion of  acid  gastric  contents,  and  in  pois- 
oning by  the  higher  oxides  of  nitrogen. The 
particular  regimen  of  therapy  presented  above 
has  been  used  by  the  present  authors  with  ex- 
I cellent  results  in  seven  patients,  two  of  whom 

were  exposed  to  chlorine,  two  to  phosgene, 
one  to  higher  oxides  of  nitrogen,  and  two  to 
unidentified  pulmonary  irritants. 

^ When  the  history  of  exposure  is  not  clear, 

the  patient  should  be  kept  under  close  obser- 
^ vation  for  at  least  12  hours,  and  the  chest 

frequently  examined  for  the  presence  of 
asthmatic  wheezes.  The  appearance  of 

wheezes  is  usually  the  first  sign  of  impending 
! difficulty,  and  steroid  therapy,  as  outlined 

above,  should  be  started  at  once  and  con- 
tinued for  several  days.  Bronchodilators  and 
intermittent  positive  pressure  breathing  are  also 
helpful  in  any  patient  who  experiences  symp- 
toms of  pulmonary  irritation.  Other  suppor- 
tive therapy,  such  as  tracheotomy,  continuous 
' artificial  ventilation,  and  treatment  for  pul- 

monary edema  may  be  necessary,  as  described 
by  Conner  et  al.^® 

Other  Gases  and  Vapors 

Exposure  to  a number  of  chemicals  which 
^ are  not  pulmonary  irritants  may  occur  as  a 

consequence  of  fires  and  result  in  the  patient 
being  “overcome  by  smoke.”  Poisoning  by  hy- 
drogen sulphide  or  hydrogen  cyanide  may  oc- 
cur, as  these  gases  may  be  formed  as  prod- 
ucts of  combustion.  (Table  I)  Industrial  fires 
may  cause  leaks  from  storage  or  processing 
equipment,  releasing  their  contents  in  large 
quantities.  -Heat  will  increase  the  vaporization 
of  these  substances,  and  very  high  concentra- 
tions may  be  inhaled  by  unprotected  or  un- 
wary individuals.  Most  of  the  common  indus- 
trial solvents  such  as  benzene,  toluene,  carbon 
tetrachloride,  etc.  have  a narcotic  action  when 

Kentucky  Medical  Association  • December  1968 


inhaled  in  high  concentration, and  varying 
degrees  of  central  nervous  system  depression, 
including  unconsciousness,  may  be  produced. 
If  the  fire  involves  a plant,  manufacturing 
known  toxic  substances  such  as  insecticides, 
then  individuals  “overcome  by  smoke”  may  be 
poisoned  by  these  agents. 

Chemical  poisoning  may  result  from  non- 
industrial fires  if  chemical  extinguishing  agents 
such  as  carbon  tetrachloride  or  methyl  bro- 
mide have  been  employed.  Fortunately,  these 
agents  are  little  used  nowadays,  having  been 
largely  replaced  by  less  hazardous  agents  such 
as  carbon  dioxide,  foam  and  dry  powder. 

As  in  the  case  of  exposure  to  pulmonary  irri- 
tants, the  physician  caring  for  the  patient 
“overcome  by  smoke”  must  obtain  an  ade- 
quate history  as  to  what  was  burning,  what 
chemicals  were  used  or  stored  in  the  building, 
the  presence  or  absence  of  any  known  leaks 
of  these  substances,  and  what  extinguishing 
agents  were  used.  The  toxic  chemical  involved 
should  be  identified  as  soon  as  possible  so 
that  specific  therapy  can  be  undertaken  in  ad- 
dition to  general  supportive  measures  such  as 
airway  maintenance,  oxygen  and  artificial 
respiration. 

Effects  of  Heat 

The  patient  “overcome  by  smoke”  may  be 
more  a casualty  of  the  heat  that  accompanies 
the  fire  than  of  the  smoke,  and  he  may  be 
suffering  from  thermal  injury  to  the  respira- 
tory tract  or  dehydration.  The  inhalation  of 
flame  or  hot,  dry  air  will  ordinarily  produce 
injury  only  to  the  nose,  mouth,  and  pharynx, 
since  the  specific  heat  of  dry  air  is  too  low  to 
burn  the  lower  respiratory  tract. On  the 
other  hand,  the  inhalation  of  steam  or  very 
moist,  hot  air  is  capable  of  producing  severe 
injury  of  the  lower  respiratory  tract. Steam 
inhalation  may  follow  the  rupture  of  boilers 
or  steam  lines,  but  more  often  the  steam  is 
evolved  in  the  course  of  fighting  the  fire.  The 
common  use  of  “fog”  to  extinguish  fires  in  en- 
closed spaces  such  as  rooms  is  a good  ex- 
ample. Here,  a special  nozzle  is  used  to  gen- 
erate a heavy  mist  of  small  particles  of  water 
which  serve  to  smother  the  fire,  but  heat 
quickly  turns  much  of  the  water  to  steam 
which  may  be  inhaled  by  firefighters  or  per- 
sons trapped  in  the  room.  The  management 
of  patents  with  thermal  injury  to  the  respiratory 
tract  is  carried  out  as  described  above  for  the 
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lesions  produced  by  pulmonary  irritant  chemi-  Finally,  the  patient  “overcome  by  smoke” 


cals.  The  major  difference  between  these  two 
injuries  is  the  rapid  onset  of  symptoms  after 
thermal  injury. 

Firefighters  working  in  their  heavy  protec- 
tive garments  in  the  presence  of  heat  may  lose 
sufficient  salt  and  water  from  perspiration  to 
become  severely  dehydrated  and  collapse. 
Milder  degrees  of  dehydration  may  also  com- 
plicate the  patient’s  other  difficulties.  This 
problem  is  managed  by  removing  the  patient 
to  a cool  place  and  the  intravenous  adminis- 
tration of  physiological  saline  solution.  The 
administration  of  large  volumes  of  fluid  and 
electrolytes  intravenously  may  be  necessary  to 
correct  dehydration  and  restore  the  blood 
volume  and  urine  output.  Ocassionally,  active 
cooling  of  the  patient  will  be  needed  to  lower 
an  abnormally  elevated  body  temperature. 
Firefighters  should  be  encouraged  to  rehydrate 
themselves  promptly  after  exposure  to  condi- 
tions of  high  temperature,  since  they  often  ex- 
perience repeated  exposures  during  a 24-hour 
duty  period. 

Indirect  Effects  of  Smoke  Exposure 

A number  of  patients  “overcome  by  smoke” 
are  found  to  have  a typical  hyperventilation 
syndrome,  with  deep,  rapid  respirations.  This 
causes  rapid  “blow-off”  of  carbon  dioxide  and 
respiratory  alkalosis  which  leads  to  dizziness, 
numbness  of  the  hands  and  feet,  carpopedal 
spasm  and  sometimes  unconsciousness.  These 
symptoms  usually  develop  after  leaving  a 
smoke-filled  environment  rather  than  while  in 
it.  In  some  cases,  the  hyperventilation  is  due  to 
anxiety  alone,  but  in  most  it  is  probably  a 
physiologic  response  to  hypoventilation  which 
took  place  during  exposure  in  an  attempt  to 
avoid  breathing  the  smoke.  The  administration 
of  oxygen  from  a resuscitator  increases  the 
degree  of  hyperventilation  and  aggravates  the 
symptoms.  These  individuals  respond  rapid- 
ly if  made  to  rebreathe  their  exhaled  air  so 
that  the  carbon  dioxide  tension  returns  to 
normal. 


may  collapse  as  a result  of  heart  disease.  The 
stresses  of  fear,  the  emergency  situation,  heat, 
heavy  physical  effort  and  hypoxia  may  com- 
bine to  produce  myocardial  infarction  or  other 
acute  cardiac  emergencies.  Firemen  in  the  50- 
60  year  age  group  are  especially  vulnerable, 
but  civilian  fire  victims  and  persons  of  other 
age  groups  are  not  exempt.  An  electrocardio- 
gram should  be  done  routinely  on  anyone 
“overcome  by  smoke”  who  is  over  50  years  of 
age  or  has  evidence  of  pre-existing  cardiovas- 
cular disease. 


Summary 

All  patients  “overcome  by  smoke”  are  not 
victims  of  asphyxia,  but  may  be  suffering  from 
the  effects  of  toxic  gases,  the  ingestion  of  par- 
ticulate smoke,  and  the  effects  of  heat  and 
hyperventilation.  Oxygen  therapy  alone  is  of- 
ten inadequate  treatment. 
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‘ Lt.  Col.  Charles  E.  Shields,  MC 

Fort  Knox,  Kentucky 


^ A significant  event  in  1968,  the  Centen- 

I nial  of  the  birth  of  Karl  Landsteiner , 

M.D.,  is  the  interest  in  old  and  new  con- 
tributions of  blood  group  immunology 
, and  how  these  relate  to  organ  trans- 

I plantation.  The  current  status  of  blood 

group  immunology  is  presented  with  a 
discussion  of  pertinent  problems  and 
progress. 

IT  seems  most  appropriate  in  1968  to  center 
attention  on  Karl  Landsteiner,  M.D.,  the 
Father  of  Immunohematology,  and  to  re- 
view the  scientific  events  arising  from  and 
since  his  discovery  of  the  human  A-B-O 
^ blood  groups  in  1900-1901.  (Figure  1)  We 

celebrate,  this  year,  the  100th  anniversary 
of  Doctor  Landsteiner’s  birth  and,  indeed, 
the  exciting  story  begins  when  Gregor  Men- 
del’s original  genetic  findings  in  1865  were  re- 
discovered in  1900  by  De  Vries,  Correns,  and 
Tschermak,  independently.  It  was  here  that 
^ the  scientific  basis  for  new  disciplines  was 

laid  down.  These  include  the  rapid  expansion 
of  genetics,  cytology,  blood  group  serology, 
and  immunology  into  what  we  know  today  as 
cytogenetics,  immunohematology,  immuno- 
chemistry,  immunogenetics  and  immunoan- 
thropology. 

Materials  and  Methods 

Following  the  discovery  of  the  A-B-0  sys- 
tem, no  new  system  was  found  for  25  years 
until  Landsteiner  and  Levine,  using  rabbit  im- 

fFrom  the  Blood  Transfusion  Division,  U.S.  Army 
Medical  Research  Laboratory,  Fort  Knox,  Ky. 

* Director,  Blood  Transfusion  Division 


FIGURE  1 

mune  serum  produced  with  human  red  cells, 
identified  the  MN  and  P antigens  and  systems. 

The  next  major  steps  came  in  1940-41  when 
Landsteiner  and  Wiener  immunized  rabbits 
with  the  erythrocytes  of  the  Rhesus  monkey, 
and  with  the  anti-Rhesus  serum  were  able  to 
identify  an  antigen  on  the  red  cells  of  ap- 
proximately 85  percent  of  New  York  adults 
tested. 

At  about  the  same  time  (1939-41),  equally 
important  work  was  being  pursued  by  Levine 
and  others  who  showed  that  hemolytic  disease 
of  the  newborn  is  caused  by  iso-immuniza- 
tion between  fetus  and  mother  during  preg- 
nancy. 
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NAME 
ABO 
MNS 
P 

Rhesus  (Rh) 

Lutheran  (Lu) 

Lewis  (Le) 

Kell  (K) 

Duffy  (Fy) 

Kidd  (Jk) 

Diego  (Di) 

I 

Yt 

Auberger  (Au) 

Xg 

Dombrock  (Do) 

FIGURE  2 

Following  the  application  of  the  anti-globu- 
lin (Coombs)  test  in  1945,  the  discovery  of 
new  systems  came  more  rapidly.  The  discov- 
eries were  achieved  by  the  use  of  this  new 
tool,  with  clinical  studies  of  patients  receiving 
massive  blood  transfusion  and  in  cases  of 
hemolytic  disease  of  the  newborn. 

How  many  blood  group  systems  are  there 
today?  (Figure  2).  We  can  probably  account 
for  15  in  the  following  order:  A-B-O,  Lewis, 
MNS’s,  P,  Rhesus,  Lutheran,  Kell,  Duffy,  Kidd, 
Diego,  Cartwright,  Auberger,  Xg,  Dombrock, 
and  I. 

NOMENCLATURE 

Prior  to  1941,  there  was  much  confusion  in 
identifying  blood  group  donors,  interpreting  re- 
sults of  serological  tests,  and  even  in  compati- 
bility testing  due  to  the  existence  of  three  sys- 
tems of  nomenclature. 

In  1907  Jansky  suggested  the  designation  of 
the  blood  groups  by  numbers  (Roman  numer- 
als), and  a short  time  later  Moss  made  a simi- 
lar proposal,  reversing  the  Jansky  groups  I and 
IV.  When  compared  to  the  International 
Nomenclature  of  Landsteiner  (A-B-O),  the 
situation  was  such  that  Jansky’s  group  I was 
group  O while  in  the  Moss  system  group  O 
was  Roman  numeral  IV.  (Table  1) 


TABLE  1 

International 

Jansky 

Moss 

O 

1 

IV 

A 

II 

II 

B 

III 

III 

AB 

IV 

1 

The  International  Nomenclature  of  Land- 
steiner has  been  mandatory  in  the  U.  S.  Army 
since  1941.  It  is  not  generally  appreciated  that 
the  military  was  a pioneer  in  this  important 
standardization  of  A-B-O  nomenclature. 

Not  as  easily  resolved  stands  the  problem  of 
agreement  on  a single  universal  or  internation- 
al set  of  appropriate  symbols  for  the  Rh  blood 
group  system.  There  are  two  widely  used  sys- 
tems in  use  today  among  blood  banks,  blood 
group  serology  laboratories,  and  scientists  in 
related  fields  of  genetics,  sero-anthropology, 
and  many  others.  These  are: 

1.  The  Wiener  Rh-Hr  nomenclature 

2.  The  Fisher-Race  CDE  nomenclature 

Because  of  Wiener’s  contribution  to  stand- 
ardization of  forensic  procedures,  the  official 
report  of  paternity  studies  performed  in  our 
Reference  and  Forensic-Testing  Laboratory 
uses  the  Wiener  Rh-Hr  nomenclature  ex- 
clusively. On  the  other  hand,  because  of  gov- 
ernment requirement  through  the  Division 
of  Biologies  Standards  of  the  National  Insti- 
tutes of  Health,  Rh  antisera  are  labelled  with 
symbols  representing  both  the  Wiener  and 
Fisher-Race  systems.  Kiel  has  recently  raised 
the  question  in  his  published  study  on  “Blood 
Tests  for  Paternity  Claims:  Are  Army  Proce- 
dures Adequate?”  In  this  review.  Doctor  Kiel 
concludes,  “that  it  would  appear  that  Army 
Regulation  608-99  should  be  revised  to  avail 
the  serviceman  of  the  benefits  of  blood  test- 
ing procedures  before  he  is  asked  to  make  a 
decision  regarding  admission  of  paternity.” 
Possibly  during  the  revision  of  this  AR  prog- 
ress can  be  made  in  standardizing  the  Rh  sys- 
tem of  nomenclature  by  the  military  as  suc- 
cessfully as  it  resolved  the  A-B-O  problem  in 
1941. 

THE  XG  BLOOD  GROUP  SYSTEM 

The  normal  number  of  chromosomes  in 
man  is  46.  All  of  the  blood  group  systems 
(genes)  known,  until  1962,  were  located,  as 
genes,  on  chromosomes  referred  to  as  auto- 
somes.  (Figure  3)  The  exact  loci  of  these 
blood  group  genes  and  the  specific  autosomes 
on  which  they  are  located  are  still  not  known. 
However,  the  first  sex-linked  blood  group  sys- 
tem was  discovered  in  1962  by  Mann,  et  al.^, 
and  named  Xg.  The  Xg^  blood  group  is  pres- 
ent in  62  percent  of  Caucasian  males  and  89 
percent  of  Caucasian  females. 

One  of  the  applications  of  the  Xg  blood 
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1945 
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1946 
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1956 
1956 

1961 

1962 
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FIGURE  3.  The  last  two  photographs  (X  and  Yl  in  lower 
right  hand  corner  show  X and  Y chromosomes  of  a 
normal  man. 

(This  photograph  courtesy  of  the  Upjohn  Co.,  Kalamazoo, 
Mich.,  from  "Genes  in  Action”,  1966,  page  9.) 

group  system  is  in  studying  sex  chromosome 
abnormalities  and,  specifically,  whether  non- 
disjunction in  Klinefelter’s  and  Turner’s  syn- 
drome has  occurred  at  oogenesis  or  spermato- 
genesis. 

SERUM  PROTEIN  GROUPS 

In  addition  to  the  red  cell  antigens,  atten- 
tion has  been  directed  to  the  serum  protein 
antigens  and  the  serum  protein  groups. 

Polymorphism  is  the  occurrence  of  two  or 
more  genetically  determined  alternative 
phenotypes  in  a population,  in  frequencies 
too  great  to  be  maintained  by  mutation  alone. 
These  genetic  variations  are  especially  seen 
in  the  human  immunoglobulins. 

In  1956,  Grubb,  et  al  demonstrated  that 
rheumatoid  sera  contained  antibodies  reacting 
with  antigens  carried  by  gamma  globulin  in 
the  serum  of  certain  patients  with  rheumatoid 
arthritis.  (Figure  4)  The  antigenic  determi- 
nant was  subsequently  named  Gm(a)  and 
was  localized  to  the  heavy  chain  of  IgG.  In 
1960-61,  Ropartz,  et  al.^  showed  that  the 
light  chains  of  immunoglobulins  also  carry 
specific  determinants  which,  like  Gm,  were 
first  detected  by  showing  that  they  would  in^ 
hibit  the  reaction  between  a particular  serum 
(anti-Inv)  and  Rh-sensitized  red  cells. 

The  demonstration  of  the  genetic  polymor- 
phism of  antigens  on  the  IgG  molecules  of 
man  described  by  Grubb,  et  al.  and  Ropartz, 
et  al.  above  provide  a new  approach  to  prob- 


lems in  formal  genetics,  population  genetics, 
biochemical  genetics,  and,  eventually,  per- 
haps clinical  genetics  (Steinberg). 

Arthur  G.  Steinberg,  Ph.D.  states  that  at 
least  21  genetically  polymorphic  antigens  have 
been  demonstrated  on  the  IgG  molecules  of 
man.  Seventeen  are  inherited  via  one  “genetic 
system”  and  four  via  another.  A genetic  sys- 
tem in  man  may  be  defined  as  a section  of  a 
chromosome  (i.e.,  a sequence  of  DNA)  that 
determines  a series  of  phenotypes  that  are  not 
randomly  distributed  in  population  samples 
and  that,  as  shown  by  family  studies,  appear 
to  be  inherited  by  a gene  system.  The  first 
set  is  known  as  the  Gm  factors,  the  second 
as  the  Inv  factors'*. 

Transfusion  reactions  due  to  serum  incom- 
patible for  the  Gm  and  Inv  factors  can  con- 
ceivably occur  but  are  unlikely  to  be  com- 
mon. Further  work  to  delineate  the  frequency 
of  this  phenomenon  in  unexplained  transfu- 
sion reactions  is  certainly  necessary. 

SERUM  PROTEIN  GROUPS 


SYSTEM 


GLOBULIN  FRACTION 


Gm  y{yG) 

Inv  "V 

Haptoglobin  ^2 

Transferrin  Pj 


FIGURE  4 


FUNCTION 

Antibody 

Antibody 

Hb-binding 

Fe-binding 


Other  serum  groups  are  haptoglobin  and 
transferrin.  When  hemoglobin  (Hb)  is  added 
to  serum  or  plasma,  it  forms  a stable  complex 
with  haptoglobin  (Hp),  and  alpha2  globulin®. 
Since  this  complex  is  not  excreted,  the  plasma 
Hp  level  is  a major  determinant  of  the  renal 
threshold  for  Mb'*.  Transferrin  is  a glyco- 
protein of  about  90,000  molecular  weight  with 
a 5.5  percent  carbohydrate  contenF. 

Since  iron  is  an  essential  component  of 
hemoglobin  as  well  as  a number  of  other  im- 
portant tissue  components,  the  beta  globulin, 
transferrin  (or  siderophilin),  which  binds  and 
transports  iron  is  an  indispensable  serum  pro- 
tein*. 


FORENSIC  APPLICATIONS 

In  1903,  Landsteiner  and  Richter  published 
a paper  on  the  “Utilization  of  Individual  Blood 
Differences  for  the  Forensic  Practice.”  Since 
then  great  strides  have  been  made  in  applying 
these  principles  to  erythrocytes,  serum,  blood 
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RESULTS  OF  PATERNITY  TESTING  BY  TWO  METHODS 


Group  and  M - N 

Subgroup  Type 

Father  Aj  MNss 

Mother  Aj  NNSs 

Child  Aj  NNss 

Gm  TYPING  OF  SAME  FAMILY 

Father  Gm  (a-,  z-,  f+,  b+) 

Mother  Gm(a-.  z-.  f+,  b+) 

Child  Gm  (a+.  z+,  f+.  b+) 

FIGURE  5 

crusts,  stains,  semen,  saliva  and  hair.  In  our 
Forensic-Testing  Laboratory  at  Fort  Knox,  we 
have  employed  one  of  the  newer  systems.  The 
use  of  the  Gm  system  in  conjunction  with  the 
blood  group  systems  has  been  reported  as  a 
possible  adjunct  in  paternity  cases^.  Human 
sera  retain  the  Gm  factors  well  when  stored 
at  -20 °C.  An  example  of  application  is  seen 
in  Figure  5.  The  blood  groups  provide  no  ex- 
clusion for  the  putative  father.  The  Gm  typing, 
however,  sheds  a different  light  on  the  study. 
The  findings  are  interpreted  as  showing  that 
the  child  possesses  the  genetic  antigens  Gm  (a) 
and  (z)  which  could  not  have  been  inherited 
from  the  mother  or  putative  father.  Such  a 
finding  indicates  the  putative  father  can  be 
excluded  as  the  child’s  father.  These  findings 
do  not  constitute  legal  evidence  and  as  such 
can  only  be  used  in  addition  to  other  blood 
grouping  studies.  The  results  of  the  Gm  typing 
are  interesting  in  that  they  bring  new  informa- 
tion to  bear  on  the  problem. 

The  use  of  serum  for  forensic  purposes  will 
undoubtedly  find  greater  use  in  the  future  as 
the  studies  of  the  various  polymorphic  anti- 
gens of  the  serum  constituents  reach  the  level 
of  sophistication  of  the  red  cell  antigens.  The 
wide  variety  of  genetically  variable  traits  found 
amoung  the  serum  immunoglobulins,  hapto- 
globins, transferrins,  and  lipoproteins,  to  name 
a few,  may  eventually  permit  the  establishment 
of  an  individual  profile  as  specific  as  finger- 
prints— such  information  has  obvious  forensic 
value. 

BLOOD  PRESERVATION,  SHIPPING,  AND  STORAGE 

Our  discussion  would  not  be  complete  with- 
out mention  of  blood  preservation.  In  a recent 
study,  ACD  and  CPD  with  and  without 


Rh  - Hr 
Type 

Rho 

Rho 

Rh„ 


adenine  had  survival  values  over  70  percent 
after  28  days  storage.  After  35  and  42  days, 
only  those  containing  adenine  remained  over 
70  percent.  During  these  studies,  none  of  the 
recipients  demonstrated  signs  of  toxicity. 

Because  of  these  findings,  use  of  adenine 
to  help  preserve  blood  has  been  proposed  with 
the  use  of  35  days  as  the  new  expiration  pe- 
riod, though  blood  stored  for  42  days  could  be 
used  in  an  emergency. 

Frozen  blood  has  been  used  for  the  past 
several  years  with  some  degree  of  success.  It 
certainly  has  an  urgent  need  in  long-term 
storage  of  the  very  rare  human  blood  groups. 
Long-term  preservation  (1  year)  seems  a 
reality  now,  also,  for  human  platelets.  In  re- 
gard to  frozen  red  cells,  the  extension  of  the 
post-thaw  shelf  life  is  an  area  under  investiga- 
tion and  the  use  of  an  adenine  supplement 
would  seem  to  be  an  important  avenue  of  in- 
vestigation. 

AUTOMATION  IN  IMMUNOHEMATOLOGY 

The  next  aspect  we  will  review  is  the  cur- 
rent role  of  automation  in  this  field. 

In  our  laboratories  at  Fort  Knox  we  have 
an  autoanalyzer  in  daily  operation  to  assist  in 
the  routine  procedures  of  our  blood  processing 
laboratory.  (Figure  6)  This  15-channel  ap- 
paratus performs  red  cell  grouping,  serum 
grouping,  and  antibody  screening.  Rh  typing, 
a test  for  syphilis,  and  a test  for  infectious  mon- 
onucleosis are  also  carried  out  on  this  auto- 
analyzer. 

Other  machines  are  employed  for  prenatal 
Rh  antibody  screening,  red  cell  survival 
studies,  and,  most  recently,  the  development 
by  Captain  Stephen  D.  Litwin  at  our  Fort 
Knox  laboratories,  of  an  automated  technic 
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Blood  Banking  and  Immunohematology — Camp  and  Shields 


for  Gm  typing.  Three  special  machines  are 
also  under  study.  They  are: 

1.  Detection  and  measurement  of  natural  A 
and  B antibodies 

2.  Detection  and  measurement  of  immune 
A and  B antibodies 

3.  Detection  and  measurement  of  hemoly- 
sins 

The  attainment  of  a quantitative  hemag- 
glutination test  which  can  be  standardized  is 
now  possible. 

Summary 

Advances  in  the  field  of  immunohemato- 
logy are  making  their  way  into  today’s  re- 
search and  clinical  laboratories  and  blood 
banks.  The  newer  technics  being  evolved  and 
actually  in  use  require  the  constant  training 
of  our  staff  personnel.  A rapid  scan  sees  to- 
day’s technologists  not  only  employing  excel- 
lent blood  collection  technics,  including  plas- 
mapheresis, but  also  the  most  sophisticated 
antibody  screening  and  crossmatch  compati- 
bility tests.  In  addition,  they  are  engaged  in 
the  adjoining  specialties  of  immunogenetics 
and  immunochemistry  in  the  search  to  learn 
more  about  the  polymorphisms  in  our  blood, 
a few  of  which  have  been  discussed  in  this 
paper.  Therefore,  today’s  laboratories  are  in- 
creasingly developing  experience  with  com- 
plex scientific  equipment,  fitting  in  more  ex- 
perienced type  personnel  into  their  operation 
and  training  existing  technologists.  These  new- 
er technics  include:  electrophoresis,  immuno- 
electrophoresis,  immunodiffusion,  ultracentri- 
fugation, and  chromatography. 

Finally,  we  close  on  the  theme  that  we  are 
commemorating  in  1968  the  centennial  of  the 


birth  of  Karl  Landsteiner.  Therefore,  we 
would  like  to  give  you  a progress  report  on  the 
availability  of  translations  and  reproductions 
of  scientific  treatises  in  blood  group  immuno- 
logy. 

This  series  of  fundamental  research  reports 
from  the  field  of  blood  group  immunology  has 
been  prepared  for  the  Fellowship  in  Blood 
Banking  and  Immunohematology  for  career 
military  personnel.  Some  have  been  translated 
from  other  languages  while  others,  originally 
in  English,  have  become  inaccessible.  One 
very  recent  report  has  been  included  because 
it  so  perfectly  supplements  an  older  paper  on 
the  same  topic.  It  is  upon  such  fundamentals 
that  the  specialty  of  blood  transfusion  therapy 
has  reached  its  present  level  of  pre-eminence. 

The  translation  in  1964  of  Arne  Gammel- 
gaard’s  thesis  on  weak  A blood  resulted 
from  our  belief  that  it  was  of  fundamental  im- 
portance to  the  study  of  group  A bloods  weak- 
er than  Ao.  Despite  its  inaccessibility  for 
more  than  20  years,  this  work  has  been  cited 
in  the  references  of  the  majority  of  papers 
dealing  with  this  subject  which  have  appeared 
in  English  during  the  past  decade  and  more. 
In  retrospect,  much  of  the  confusion  in  class- 
ification of  the  weak  subgroups  of  A might 
have  been  avoided  had  Gammelgaard’s  data 
and  conclusions  been  more  widely  appreciat- 
ed. Impressed  by  the  impact  of  the  Gammel- 
gaard  experience,  and  desiring  to  encourage 
scholarly  pursuit  in  the  Fellowship  in  Blood 
Banking  and  Immunohematology,  we  have 
assembled  34  papers  and  two  monographs 
mainly  from  the  older  scientific  literature. 
Having  thus  been  faced  with  substantial  effort 

(Continued  on  page  1133) 


Manuscript  Memos 


Manuscripts  should  be  submitted  in  duplicate  to 
The  Journal  of  KM  A,  an  original  copy  and  one  car- 
bon and  typed  with  double  spacing.  Maximum  length 
of  an  article  should  not  exceed  4500  words;  the  Board 
of  Consultants  on  Scientific  Articles  prefers  that  they 
be  briefer  than  this  when  possible. 

In  submitting  a manuscript,  the  author  is  requested 
to  include  a concise  summary,  not  to  exceed  35  words, 
to  be  used  as  a sub-title  when  the  article  is  published 
in  The  Journal.  The  purpose  of  the  summary  is  to 
create  additional  interest  and  encourage  greater 
readership. 

Footnotes  and  bibliographies  should  conform  to  the 
style  of  the  Quarterly  Cumulative  Index  Medicus  pub- 
lished by  the  American  Medical  Association.  This  re- 
quires in  the  order  given:  name  of  author,  title  of  arti- 
cle, name  of  periodical,  with  volume,  page,  month — 
day  of  month  if  weekly — and  year.  The  Journal  of 
the  KMA  does  not  assume  responsibility  for  the 
accuracy  of  references  used  with  scientific  articles. 


All  scientific  material  appearing  in  The  Journal  is 
reviewed  by  the  Board  of  Consultants  on  Scientific 
Articles.  The  editors  may  use  up  to  six  illustrations, 
with  the  essayist  bearing  the  cost  of  all  over  three 
one-column  halftones. 

Arrangements  for  reprints  of  an  article  should  be 
made  directly  with  the  publisher  of  The  Journal, 
Gibbs-Inman  Printing  Company,  817  W.  Market  St., 
Louisville,  Ky. 

The  bylaws  of  the  Kentucky  Medical  Association 
provide  that  all  scientific  discussions  and  papers  read 
before  the  KMA  Annual  Meeting  shall  be  referred 
to  the  KMA  Journal  for  consideration  for  publication. 
The  bylaws  further  state  that  the  editor  or  the  as- 
sociate editor  may  accept  or  reject  these  papers  as  it 
appears  advisable  and  return  them  to  the  author  if  not 
considered  suitable  for  publication. 

Please  mail  your  scientific  articles  to  The  Journal 
of  the  Kentucky  Medical  Association,  3532  Janet 
Ave.,  Louisville,  Kentucky  40205. 
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Drugs  and  the  Physician-Patient  Relationship 

Donn  L.  Smith,  M.D.* 


ONE  of  the  most  fundamental  elements 
of  the  physician-patient  relationship  in- 
volves the  employment  of  drugs  by  the 
physician  in  the  therapy  prescribed  by  him  in 
the  management  of  illness  and  in  the  preven- 
tion of  disease  for  his  patients. 

This  important  relationship  is  being  exposed 
to  scrutiny  by  a fairly  large  number  of  third 
party  organizations  as  well  as  by  a highly  in- 
formed and  interested  public.  A recent  report 
by  the  HEW  Task  Force  on  Prescription 
Drugs  represents  a look  at  the  problem  by  a 
major  government  agency.  Besides  the  phar- 
maceutical industry,  the  interested  third  par- 
ties include  federal  agencies,  insurance  com- 
panies, voluntary  health  organizations,  state 
health  departments  and  others  traditionally 
concerned,  including  county  and  state  medical 
societies  and  the  AMA  itself,  particularly 
through  its  Council  on  Drugs. 

The  increased  public  exposure  of  the  thera- 
peutic interface  between  patient  and  physician 
is  introducing  new  and  critical  questions  and 
problems.  The  manner  in  which  these  problems 
are  solved  will  have  significant  and  possibly 
far-reaching  impact  upon  the  practice  of  medi- 
cine as  it  is  now  constituted. 

Some  of  the  questions  which  must  be  faced 
are:  Will  a regulating  and  policing  function  be 
interposed  at  the  patient-physician  interface  by 
third  party  intervention?  Will  physicians  be 
required  to  adhere  to  dosage  levels  and  regimes 
developed  by  third  party  agencies?  Will  the 
physician’s  choice  of  therapeutic  agent  be  pre- 
scribed by  rule  and  regulation?  Will  the  phy- 
sician retain  any  of  the  requisite  freedom  of 
action  in  his  management  of  the  patient’s 
health  problems?  Can  the  confidential  and 
privileged  nature  of  the  physician-patient  re- 


*Dean, University  of  Louisville  School  of  Medicine, 
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lationship  survive  in  the  face  of  substantial 
involvement  of  third  parties?  These  and  other 
questions  are  now  being  raised;  answers  and 
solutions  will  be  urgently  required. 

It  would  appear  that  the  medical  profession 
may  not  be  the  sole  producer  of  the  necessary 
answers  and  solutions.  In  this  context,  it  is 
incumbent  upon  the  profession  to  demonstrate 
its  fitness  and  desire  to  produce  as  many  sig- 
nificant answers  as  may  be  required.  Part  of 
such  a demonstration  will  be  a solidarity  of 
purpose  within  the  medical  profession  to  the 
end  that  we  must  exercise  a major  and  ef- 
fective influence  in  the  determination  of  the 
nature  and  extent  of  the  patient-physician  re- 
lationship relative  to  therapy  in  all  forms. 

Reasonable  and  acceptable  solutions  to  this 
complex  and  important  relationship  will  re- 
quire full  consideration  of  a common  denomi- 
nator applicable  to  all  of  the  facets  and  com- 
plications which  may  arise.  Such  a common 
denominator  is  most  certainly  the  ultimate  wel- 
fare of  the  patient. 

If  the  medical  community  and  all  of  the 
interested  and  concerned  third  party  agencies 
and  organizations  can  agree  that  patient  wel- 
fare is  to  be  the  primary  objective  and  the 
basic  indicator,  then  adequate  and  just  deci- 
sions may  be  forthcoming.  It  would  appear  to 
be  essential  that  the  general  public  must  be 
informed  and  educated  to  this  objective,  inas- 
much as  the  public  will,  in  one  way  or  another, 
undoubtedly  sit  in  final  judgment. 

The  current  prerogatives  of  the  third  parties 
are  worth  reviewing.  It  is  accepted,  in  our 
current  frame  of  reference,  that  third  parties 
may  be  legitimately  concerned  with:  purity 
and  production  standards  for  therapeutic 
agents,  accuracy  in  statements  concerning  dos- 
age forms,  accurately  stated  amounts  of  active 
agents  in  dosage  forms,  assurance  of  the  avail- 
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ability  of  critical  therapeutic  agents,  supervi- 
sion of  the  clinical  reliability  and  safety  of  new 
preparations,  and  professionally  oriented  su- 
pervision of  claims  made  by  the  manufacturers 
relative  to  therapeutic  compounds.  Effective 
and  positive  action  in  these  areas  are  conceded 
to  be  in  the  domain  of  the  public  welfare  by 
most  physicians. 

From  the  scientific  point  of  view,  accurately 
stated  and  reliable  information  concerning  dos- 
age range,  including  minimum  effective  and 
maximum  safe  dose  amounts,  are  generally 
welcomed  as  valuable  supporting  data  for  the 
practicing  physician.  Information  dealing  with 
cumulative  action,  side  effects,  known  contra- 
indications, and  cautionary  measures  also  are 
welcomed  and  have  proven  to  be  in  the  best 
interest  of  patient  and  physician  alike. 

Another  area  where  third  party  activity 
could  be  expressed  with  positive  benefit  is  in 
the  area  of  drug  costs.  All  of  these  activities 
may  be  properly  undertaken  and  addressed 
in  a very  meaningful  way  to  the  welfare  of 
the  patient.  In  addition,  any  necessary  restric- 
tions imposed  by  third  party  activities  as  listed 
above  would  result  in  little  invasion  of  the 
traditional  rights  of  the  physician  to  conduct 
the  management  of  his  patients’  medical  prob- 
lems. 

Third  party  activities  of  this  type  are  proper- 
ly ancillary  to  the  practice  of  medicine,  and 
the  conscientious  and  concerned  physician 
may  respond  to  them  in  a positive  way.  There 
may  be  differences  of  opinion  among  third 
party  groups,  which  include  the  pharmaceuti- 
cal industry,  concerning  the  appropriate  mech- 
anisms and  the  efficiency  of  the  way  in  which 
control  activities  are  currently  conducted.  This 
need  not  concern  the  physician,  who  may  well 
benefit  from  the  ultimate  solution  of  problems 
between  third  party  groups,  provided  that  a 
policing  and  regulatory  system  is  not  allowed 
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to  evolve  in  terms  of  intervention  between  the 
physician  and  his  patient. 

The  medical  community  must  discharge 
several  obligations  if  the  free  expression  of 
the  patient-physician  relationship  is  to  remain 
intact.  First,  all  physicians  must  assume  a posi- 
tive and  confident  posture  towards  the  desira- 
bility of  freedom  of  action  by  the  physician  in 
his  usage  of  the  therapeutic  agents.  We  should 
react  vigorously  against  any  attempt  at  third 
party  interference  in  the  basic  physician-pa- 
tient relationship.  Secondly,  and  equally  im- 
portant, all  physicians  must  develop  and  main- 
tain a high  degree  of  competency  in  the  utili- 
zation of  drugs,  employ  such  agents  in  a con- 
scientious and  rational  manner,  and  continue 
to  give  the  welfare  of  the  patient  highly  com- 
petent and  exclusive  attention. 

The  medical  schools  may  play  a major  role 
in  this  problem.  Improved  educational  efforts 
in  therapeutics  for  students  and  house  staff 
plus  more  active  participation  in  continuing 
education  for  practitioners  would  be  effective 
measures.  This  type  of  educational  activity  falls 
well  within  the  mission  of  the  schools  of  medi- 
cine. 

It  is  by  these  means  that  the  medical  com- 
munity may  demonstrate  and  realistically 
maintain  the  appropriate  leadership  in  affairs 
related  to  the  patient-physician  relationship. 
By  a positive  approach  involving  high  stand- 
ards of  practice,  life-long  scholarship  and  co- 
operation with  others  who  are  legitimately 
concerned  with  the  public  welfare,  the  physi- 
cian may  effectively  protect,  by  deserving,  his 
traditional  freedom  of  action  in  patient  care 
and  in  the  use  of  therapeutic  drugs.  It  is  of 
equal  importance,  however,  that  all  attempts 
to  introduce  any  intervention  between  the  pa- 
tient and  his  physician,  by  any  third  party 
agency,  be  resisted  in  a positive  and  effective 
manner. 
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Seeking  Public  Office  — A Challenge  to  the  Physician 


The  resolution,  “Physician  Candidates 
for  the  Kentucky  General  Assembly,” 
as  endorsed  by  the  KMA  1968  House  of 
Delegates,  invites  all  of  us  to  seek  public  of- 
fice. This  editorial  supports  that  plea  and  tells 
why  it  must  be  done.  Separation  of  the  medieal 
profession  and  government  forever  disappeared 
with  the  roll  top  desk  and  the  horse  and  buggy. 
Now  our  traditional  fee  for  service  and  doctor- 
patient  system  of  medical  practice  is  on  public 
trial.  The  final  decision  will  be  spoken  by  the 
people  through  their  elected  representatives. 
Medical  “expert”  opinion  has  not  been  re- 
quested for  this  trial  and  those  who  oppose  us 
have  involved  the  doctrine  of  “res  ipsa 
loquitor.” 


Physicians  possess  special  insight  into  prob- 
lems of  human  behavior.  Our  life’s  work 
demonstrates  social  concern  and  a commit- 
ment to  human  suffering.  We  are  well-edu- 
cated, self-employed,  and  well  able  to  afford 
public  service. 

Our  collective  responsibility  demands  ef- 
fective participation  in  public  decision  mak- 
ing. The  public  will  is  best  served  by  represent- 
ing it  in  legislative  chambers.  One  hundred 
House  seats  and  one-half  of  the  Senate  will  be 
elected  in  November,  1969.  Mitch  Denham, 
M.D.,  Maysville,  has  shown  the  way.  We  must 
accept  the  challenge  to  follow. 

David  B.  Stevens,  M.D. 


A Thank  You 


This  is  the  sixty-sixth  Christmas  season 
for  The  Journal  and  the  past  year  seems 
to  have  gone  by  very  quickly.  These  are 
busy  times  for  the  physicians  of  Kentucky  as 
they  are  for  the  editors  and  staff  of  The 
Journal.  It  has  been  a good  year  for  The 
Journal  of  the  Kentucky  Medical  Association 
and  the  editors  take  this  opportunity  to  thank 
all  of  those  who  contributed  to  its  pages  during 
the  year. 

Many  excellent  scientific  articles  were  pub- 
lished. Our  thanks  to  the  authors  who  sub- 
mitted these  scientific  papers.  We  thank  our 
scientific  consultants  for  the  thoughtful  and 
conscientious  manner  in  which  they  carried  out 
their  assignments. 

A number  of  Kentucky  physicians  and  others 
have  written  timely  special  articles  that  con- 
tributed to  the  understanding  of  special  prob- 
lems. On  occasions  individuals  have  contributed 
general  news  items  that  have  been  of  special 


interest  to  Kentucky  physicians.  All  of  these 
help  The  Journal  perform  its  special  service  to 
Kentucky  physicians. 

There  exists  a good  relationship  between 
the  physicians  in  private  practice  and  the  facul- 
ties of  the  two  medical  schools  in  this  state. 
This  is  reflected  in  the  helpful  cooperation  that 
the  editors  of  The  Journal  consistently  receive 
from  individual  members  of  the  faculties.  We 
are  grateful  for  this  kind  of  pleasant  and  ef- 
fective relationship. 

Again,  a special  thanks  to  the  companies 
that  have  chosen  to  advertise  their  products 
in  The  Journal  during  this  past  year.  We  know 
all  Kentucky  physicians  join  the  editors  in  ex- 
pressing our  gratitude  for  their  support. 

To  all  of  these  our  thanks — and  our  best 
wishes  for  a Merry  Christmas  and  a Happy 
New  Year. 

Walter  S.  Coe.  M.D. 
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"will  it  ease  the  pain?" 

Mylanta  helps  relieve  ulcer  pain  with  the  two  most  widely 
prescribed  antacids:  aluminum  and  magnesium  hydroxides. 

will  it  help  "my  gassy  stomach"? 

Mylanta  also  contains  simethicone;  for  concomitant  relief 
of  G.l.  gas  distress. 

"will  this  one  taste  O.  K.?" 


solved  by 

Mylanta 

aluminum  and  magnesium  hydroxides  p/us  simethicone 


1 1 1^7  ulcer: 

antacid 

puzzle 


The  prolonged  acceptance  of  Mylanta  was  recently 
confirmed  in  87.5%  of  104  patients  — after  a total  of  20,459 
documented  days  of  therapy.*  *Danhot,  i.  e.:  Report  on  tiie. 


Composition:  Each  Mylanta  chewable  tablet  or  teaspoonful 

(5  ml.)  contains:  magnesium  hydroxide,  200  mg.;  aluminum  hydroxide, 

dried  gel,  200  mg.;  simethicone,  20  mg.  Dosage:  One  or  two  tablets  (well 

chewed  or  allowed  to  dissolve  in  the  mouth)  or  one 

or  two  teaspoonfuls  to  be  taken  between  meals  and  at  bedtime. 


Division/Pasadena,  Calif. 
ATLAS  CHEMICAL  INDUSTRIES,  INC. 
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o two  wome 


quite  a 


tiare 

like... 


and  no  other  oral 
contraceptive  is  quite 
like  Ovulen-22* 

Each  tablet  contains  ethynodiol  diacetate  1 mg.,  mestranol  0. 1 mg. 


The  progestin  is  distinctive,  and  for  some  women  this  may  mean  a 
different  clinical  response.  The  Compack®  tablet  dispenser 
is  distinctive;  its  functional  simplicity  makes  it  virtually 
patient-proof.  The  acceptance  of  Ovulen-2 1 is  distinctive. . . 
together  with  Ovulen®,  it  is  more  often  prescribed  than  any  other 
individual  contraceptive  product  currently  available. 


Indication— Oral  contraception. 

Contraindications— Thrombophlebitis,  thromboembolic  disorders, 
cerebral  apoplexy  or  a past  history  of  these  conditions,  markedly 
impaired  liver  function,  known  or  suspected  carcinoma  of  the  breast, 
known  or  suspected  estrogen-dependent  neoplasia,  undiagnosed  ab- 
normal genital  bleeding. 

Warnings— Watch  for  the  earliest  manifestations  of  thrombotic  dis- 
orders (thrombophlebitis,  cerebrovascular  disorders,  pulmonary  em- 
bolism, retinal  thrombosis)  ; if  present  or  suspected  discontinue  the 
drug  immediately. 

British  studies  reported  in  April  1968’’“  estimate  there  is  a seven- 
to  tenfold  increase  in  mortality  and  morbidity  due  to  thromboembolic 
diseases  in  women  taking  oral  contraceptives.  In  these  controlled 
retrospective  studies,  involving  36  reported  deaths  and  58  hospitali- 
zations due  to  "idiopathic”  thromboembolism,  statistical  evaluation 
indicated  that  the  differences  observed  between  users  and  non-users 
were  highly  significant.  The  conclusions  reached  in  the  studies  are 
summarized  in  the  table  below: 


Comparison  of  Mortality  and  Hospitalization  Rates  Due  to  Thromboem- 
bolic Disease  in  Users  and  Non-Users  of  Oral  Contraceptives  in  Britain. 


Category 

Mortality  Rates 

Hospitalization 

Rates 

(Morbidity) 

Age  20-34 

Age  35-44 

Age  20-44 

Users  of  Oral 

Contraceptives 

1.5/100,000 

3.9/100.000 

47/100,000 

Non-Users 

0.2/100,000 

0.5/100,000 

5/100,000 

No  comparable  studies  are  yet  available  in  the  United  States.  The 
British  data,  especially  as  they  indicate  the  magnitude  of  the  in- 
creased risk  to  the  individual  patient,  cannot  be  applied  directly  to 
women  in  other  countries  in  which  the  incidences  of  spontaneously 
occurring  thromboembolic  disease  may  differ. 

Discontinue  medication  pending  examination  if  there  is  sudden 
partial  or  complete  loss  of  vision,  or  sudden  onset  of  proptosis, 
diplopia  or  migraine.  Withdraw  medication  if  papilledema  or  retinal 
vascular  lesions  are  found. 

Since  the  safety  of  Ovulen  in  pregnancy  has  not  been  demon- 
strated, it  is  recommended  that  pregnancy  be  ruled  out  for  any 
patient  who  has  missed  two  consecutive  periods  before  continuing 
the  contraceptive  regimen.  If  the  patient  has  not  adhered  to  the  pre- 
scribed schedule  the  possibility  of  pregnancy  should  be  considered 
at  the  first  missed  period. 

A small  fraction  of  the  hormone  agents  in  oral  contraceptives  has 
been  identified  in  the  milk  of  mothers  receiving  these  drugs.  The 
long-range  effect  to  the  nursing  infant  cannot  be  determined  at  this 
time. 

Precautions— Pretreatment  physical  examination  should  include 
special  reference  to  the  breasts  and  pelvic  organs,  and  a Papanicolaou 
smear. 

Endocrine  and  possibly  liver  function  tests  may  be  affected  by 
Ovulen.  Therefore,  it  is  recommended  that  such  tests  if  abnormal 
be  repeated  after  the  drug  has  been  withdrawn  for  two  months. 

Pre-existing  uterine  fibromyomas  may  increase  in  size  under  the 
influence  of  progestogen-estrogen  preparations. 

Because  these  agents  may  cause  some  degree  of  fluid  retention, 
conditions  which  might  be  influenced  by  this  factor,  such  as  epilepsy. 


migraine,  asthma,  cardiac  or  renal  dysfunction,  require  careful 
observation. 

In  breakthrough  bleeding,  and  all  irregular  vaginal  bleeding,  con- 
sider nonfunctional  causes.  Adequate  diagnostic  measures  are  indi- 
cated in  undiagnosed  vaginal  bleeding. 

Carefully  observe  patients  with  a histor>-  of  psychic  depression 
and  discontinue  the  drug  if  severe  depression  recurs. 

Any  possible  influence  of  prolonged  Ovulen  therapy  on  pituitary, 
ovarian,  adrenal,  hepatic  or  uterine  function  awaits  further  study. 

A decrease  in  glucose  tolerance  has  occurred  in  a significant  per- 
centage of  patients  on  oral  contraceptives.  The  mechanism  of  this 
decrease  is  obscure.  For  this  reason,  diabetic  patients  should  be  ob- 
served carefully  while  receiving  Ovulen. 

Because  of  the  effects  of  estrogens  on  epiphyseal  closure  Ovulen 
should  be  used  judiciously  in  young  patients  in  whom  bone  growth 
is  not  complete. 

The  age  of  the  patient  constitutes  no  absolute  limiting  factor, 
although  Ovulen  therapy  may  mask  the  onset  of  the  climacteric. 

The  pathologist  should  be  informed  of  Ovulen  therapy  when 
relevant  specimens  are  submitted. 

Adverse  Reactions— A statistically  significant  association  has  been 
shown  between  use  of  oral  contraceptives  and  the  following  serious 
adverse  reactions:  thrombophlebitis,  pulmonary  embolism. 

Although  available  evidence  is  suggestive  of  an  association,  such 
a relationship  has  been  neither  confirmed  nor  refuted  for  the  follow- 
ing serious  adverse  reactions:  cerebrovascular  accidents,  neuro-ocular 
lesions,  e.g.,  retinal  thrombosis  and  optic  neuritis. 

The  following  adverse  reactions  are  known  to  occur  in  patients 
receiving  oral  contraceptives:  nausea,  vomiting,  gastrointestinal 
symptoms  (such  as  abdominal  cramps  and  bloating),  breakthrough 
bleeding,  spotting,  change  in  menstrual  flow,  amenorrhea  during 
and  after  treatment,  edema,  chloasma  or  melasma,  breast  changes 
(tenderness,  enlargement,  secretion),  change  in  weight,  changes  in 
cervical  erosion  and  cervical  secretions,  suppression  of  lactation 
when  given  immediately  post  partum,  cholestatic  jaundice,  migraine, 
allergic  rash,  rise  in  blood  pressure  in  susceptible  individuals,  men- 
tal depression. 

Although  the  following  adverse  reactions  have  been  reported  in 
users  of  oral  contraceptives,  an  association  has  been  neither  con- 
firmed nor  refuted:  anovulation  post  treatment,  premenstrual-like 
syndrome,  changes  in  libido,  changes  in  appetite,  cystitis-like  syn- 
drome, headache,  nervousness,  dizziness,  fatigue,  backache,  hirsutism, 
loss  of  scalp  hair,  erythema  multiforme  and  nodosum,  hemorrhagic 
eruption,  itching. 

The  following  laboratory  results  may  be  altered  by  oral  contra- 
ceptives: hepatic  function:  increased  sulfobromophthalein  and  other 
tests;  coagulation  tests:  increase  in  prothrombin.  Factors  VII,  VIII, 
IX  and  X;  thyroid  function:  increase  in  FBI  and  butanol  extractable 
protein  bound  iodine,  and  decrease  in  T“  uptake  values ; metyrapone 
test;  pregnanediol  determination. 

References:  1.  Inman,  W.  H.  W.,  and  Vessey,  M.  P.:  Brit.  Med. 
J.  2:193-199  (April  27)  1968.  2.  Vessey,  M.  P.,  and  Doll,  R.:  Brit. 
Med.  J.  2:199-205  (April  27)  1968. 

Before  prescribing  see  Detailed  Product  Information. 
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The  John  Gaunt  Brooks  Memorial  Meeting  of 
The  Kentucky  Medical  Association 

Terrace  Room,  Kentucky  Hotel,  Louisville,  Kentucky,  September  23,  25,  1968 
Digest*  of  Proceedings  of  the  Regular  Sessions  of  the 

HOUSE  OF  DELEGATES 

Richard  F.  Greathouse,  M.D.,  Louisville 
Speaker  of  the  House,  Presiding 


First  Session 

Speaker  Greathouse  called  the  meeting  of 
the  KMA  House  of  Delegates  to  order  and 
called  upon  Carl  Fortune,  M.D.,  Lexing- 
ton, to  give  the  invocation.  John  F.  Berry, 

M.  D.,  Lexington,  Chairman  of  the  Creden- 
tials Committee,  reported  that  a quorum  was 
present.  A motion  was  made,  seconded,  and 
passed  that  the  Minutes  of  the  1967  session 
of  the  House  of  Delegates  as  published  in  the 
December  1967  issue  of  The  Journal  of  the 
Kentucky  Medical  Association  be  accepted. 

Doctor  Greathouse  then  announced  the  Ref- 
erence Committee  appointments  as  follows: 

Reference  Committee  No.  1 — Reports  of 
Officers  and  Board  of  Trustees 

Thomas  L.  Heavern,  M.D.,  Highland  Heights,  Chair- 
man 

N.  Lewis  Bosworth,  M.D.,  Lexington 
Mary  Pauline  Fox,  M.D.,  Hyden 

R.  J.  Phillips,  M.D.,  Owensboro 
Robert  S.  Tillett,  M.D.,  Louisville 

Reference  Committee  No.  2 — ^Scientific 
Assembly  and  Medical  Education 

C.  C.  Lowry,  M.D.,  Murray,  Chairman 
Bush  A.  Hunter,  M.D.,  Lexington 
Glenn  R.  Powell,  M.D.,  Paintsville 
Donn  L.  Smith,  M.D.,  Louisville 
Loman  C.  Trover,  M.D.,  Madisonvllle 

Reference  Committee  No.  3 — Legislative 
Activities 

David  B.  Stevens,  M.D.,  Lexington,  Chairman 
W.  Donald  Janney,  M.D.,  Covington 
Stephen  Kelley,  M.D.,  Somerset 
W.  Faxon  Payne,  M.D.,  Hopkinsville 
Charles  C.  Smith,  M.D.,  Louisville 

Reference  Committee  No.  4 — Public 
Service  and  Medical  Services 

Kenneth  M.  Eblen,  M.D.,  Henderson,  Chairman 
John  W.  Harrison,  M.D.,  Ashland 
Edward  N.  Maxwell,  M.D.,  Louisville 
Robert  E.  Robbins,  M.D.,  Greenville 
Richard  J.  Wever,  M.D.,  Paris 

'Editorial  Note:  A tape  recording  was  made  of  the  two  sessions 
of  the  House  of  Delegates,  and  any  member  who  desires  to  ex- 
amine the  transcript  of  these  proceedings  may  visit  the  Head- 
quarters Office  and  listen  to  the  recording. 


Reference  Committee  No.  5 — Governmental 
Medical  Services 

Walter  Johnson,  M.D.,  Paducah,  Chairman 
Thomson  R.  Bryant,  Jr.,  M.D.,  Lexington 
Harold  L.  Bushey,  M.D.,  Barbourville 
Frank  M.  Gaines,  M.D.,  Louisville 
Harold  L.  Johnson,  M.E).,  Frankfort 

Reference  Committee  No.  6 — Constitution 
and  Bylaws  and  Special  Committees 

Robert  L.  McClendon,  M.D.,  Louisville,  Chairman 

John  M.  Baird,  M.D.,  Danville 

Richard  B.  McElvein,  M.D.,  Lexington 

B.  Presley  Smith,  Jr.,  M.D.,  Hawesville 

Dixie  Snider,  M.D.,  Springfield 

Doctor  Greathouse  pointed  out  that  there 
are  only  six  reference  committees  this  year 
rather  than  the  usual  seven  because  of  the  re- 
organization of  KMA’s  committee  structure  in 
abolishing  the  council  structure. 

The  Speaker  reported  that  the  tellers  for 
the  meeting  would  be  W.  Faxon  Payne,  M.D., 
Hopkinsville,  Chairman;  C.  C.  Brueggemann, 
M.D.,  Covington;  and  Irving  F.  Kanner,  M.D., 
Lexington. 

In  reading  the  names  of  the  members  of  the 
Nominating  Committee  for  1968,  Doctor  Great- 
house  said  that  Ralph  M.  Denham,  M.D., 
Louisville,  would  be  unable  to  serve  on  this 
committee  and  that  he  was  appointing  R.  J. 
Phillips,  M.D.,  to  fill  this  vacancy  on  the 
Nominating  Committee.  The  physicians  on  the 
Nominating  Committee  were  named  as  fol- 
lows: W.  Faxon  Payne,  M.D.,  Hopkinsville, 
Chairman;  Meredith  J.  Evans,  M.D.,  Mid- 
dlesboro;  David  A.  Hull,  M.D.,  Lexington; 
R.  J.  Phillips,  M.D.,  Owensboro;  and  David 
B.  Stevens,  M.D.,  Lexington. 

S.  Randolph  Scheen,  M.D.,  Louisville,  KMA 
Secretary,  presented  the  general  announce- 
ments. 

Among  these  announcements,  the  Secretary 
called  attention  to  the  fact  that  the  scientific 
sessions  would  begin  at  8:50  a.m.,  on  Tues- 
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day,  September  24,  in  the  Convention  Cen- 
ter, and  that  a highlight  of  the  meeting,  the 
President’s  Luncheon,  would  feature  the  Lt. 
Governor  of  Oklahoma,  George  Nigh.  Doc- 
tor Scheen  said  that  the  six  reference  commit- 
tees would  convene  for  their  sessions  at  2:00 
p.m.,  Monday,  in  various  rooms  on  the  mez- 
zanine floor  of  the  Kentucky  Hotel,  and  the 
Nominating  Committee  for  general  officers 
would  meet  following  the  close  of  this  first 
session  of  the  House. 


ferred  to  the  respective  reference  committees 
as  follows: 

Report  of  the  President — Reference  Committee 
No.  1 

Report  of  the  President,  Woman’s  Auxiliary  to 
KMA — Reference  Committee  No.  1 

Report  of  President-Elect — Reference  Committee 
No.  1 

Report  of  the  Speaker  of  the  House — Reference 
Committee  No.  1 

Report  of  Chairman,  Board  of  Trustees — Refer- 
ence Committee  No.  1 with  the  following  exception: 
Page  7,  paragraph  3 through  page  8 italicized  portion 
only,  referred  to  Reference  Committee  No.  6. 


Following  these  announcements.  Doctor 
Scheen  read  the  list  of  physicians  who  had 


At  this  time,  Richard  F.  Grise,  M.D.,  Bowl- 
ing Green,  Chairman  of  the  Awards  Commit- 


passed away  since  the  1967  meeting  of  the 
House  of  Delegates,  after  which  the  members 
of  the  House  stood  for  a moment  of  silent 
tribute.  Below  are  the  names  of  these  physi- 
cians, their  locations  and  dates  of  death: 


Abell,  Joseph  Spalding 
Akins,  Ernest  William 
Barnett,  Arthur  M. 

Bell,  Benjamin  S. 

Blair,  Everett  D. 

Bolin,  Benjamin  Jackson 
Cave,  William  Hershell 
Cardwell,  Ralph  Edwin 
Cawood,  Oscar  Louis 
Cisco,  John  S. 

Clay,  John  Lawson 
Corum,  John  R. 

Coulter,  Jay  C. 

Fortune,  Daniel 
Frazier,  Russell  George 

Garr,  Clyde  Louis 
Grigsby,  Guy  Parham 
Harrod,  Charles  P. 

Hays,  Henry  Clay 
Heitger,  Joseph  D. 
Hester,  James  Harvey 

Huffman,  William  Clyde 


Louisville 
Louisville 
Louisville 
Lexington 
Morehead 
Columbia 
Henderson 
Providence 
Harlan 
Salyersville 
Morehead 
Madisonville 
Charlottesville,  Va. 
Olive  Hill 
Salt  Lake  City, 
Utah 

Flemingsburg 
Louisville 
Palo  Alto,  Calif. 
Athens,  W.  Va. 
Louisville 
New  Smyrna 
Beach,  Fla. 

Iowa  City,  Iowa 


Jamison,  William  Frederick  Neptune,  N.  J. 
Jenkins,  Victor  Hopkinsville 

Jones,  William  Henry  V.  Louisville 
Kelly,  Griffen  C.  Louisville 

Kirk,  J.  Allen  Louisville 

Kurre,  Joseph  Henry  Owensboro 

Martin,  William  Curry  Louisville 
McEver,  Edward  Allen  Williamsburg 
Meredith,  Thomas  Overton  Harrodsburg 
Morgan,  Herman  Harvey  Maysville 
Moorman,  Chapman  S. 

Page.  Marion  Wesley 
Parrigan,  Oliver  Hazard 
Pauly,  Leonard  R. 

Peters,  John  R. 

Phillips,  Milton  Miller 
Porter,  Ri-rhard  Charles 
Ramsey,  Barton  L.  Jr. 

Ritter,  Harry  N. 

Rizk,  Paul  F. 

Robinson,  Benjamin  F. 


Sanders,  Roy 
Shiflett,  Emory  Lee 
Smith,  Alfred  Frank 
Spurling,  Roy  Glenwood 
Sweets,  Henry  H.  Jr. 
Taylor,  Neil  Edison 
Treherne,  Alfred  Tames 
Tydings,  Charles  O. 
von  Linde,  Manfred  Graf 

Way.  Stewart  C. 

Weaver,  Logan  Mitchell 


Louisville 
Sikeston,  Mo. 
Monticello 
Ft.  Wayne,  Ind. 
Glendale,  Calif. 
Crab  Orchard 
Louisville 
Somerset 
Louisville 
Grayson 
Ft.  Lauderdale, 
Fla. 

Dorton 
Louisville 
Georgetown 
La  Jolla,  Calif. 
Hannibal,  Mo. 

Ft.  Thomas 
New  Orleans,  La. 
Fern  Creek 
New  York  City, 
N.Y. 

Palo  Alto,  Calif. 
Bowling  Green 


March  21.  1968 
September  12, 1967 
December  17,  1967 
December  26,  1967 
July  14,  1968 
December  16,  1967 
November  19, 1967 
July  16,  1968 
March  11,  1968 
February  15,  1968 
June,  1968 
February  11,  1968 
January  18,  1968 
April  4,  1968 
January  14,  1968 

May  19.  1968 
October  7,  1967 
February  12,  1968 
December  7,  1967 
August  5,  1968 
December  11,  1967 

October  13,  1967 
December  9,  1967 
March  7,  1968 
December  15,  1967 
February  26,  1968 
August  12,  1968 
January  28,  1968 
July  8,  1968 
December  12,  1967 
October  8.  1967 
November  8,  1967 
May  23,  1968 
December  25,  1967 
August  24,  1967 
November  13. 1967 
February  13,  1968 
October  19.  1967 
September  2,  1967 
November  24,  1967 
August  11,  1968 
September  29.  1967 
June  25,  1968 

July  1,  1968 
January  1,  1968 
December  24.  1967 
February  7,  1968 
April  11,  1968 

January  27,  1968 
November  11,1967 
March  26,  1968 

November  20,  1967 
July  3,  1968 


The  reports  of  the  officers  and  committees 
were  presented  by  the  Speaker  and  then  re- 


tee, was  recognized  to  present  his  committee’s 
nominations  for  the  Distinguished  Service 
Medal  and  the  Outstanding  General  Practi- 
tioner Award.  Charles  A.  Wathen,  M.D.,  Lon- 
don, was  nominated  for  the  Outstanding  Gen- 
eral Practitioner  Award.  A motion  was  made, 
seconded  and  carried  to  accept  this  nomina- 
tion. 

Doctor  Grise  then  reported  that  his  com- 
mittee had  received  the  names  of  two  phy- 
sicians as  nominees  for  the  Distinguished  Serv- 
ice Medal,  and  that  the  committee  felt  both 
these  physicians  were  equally  qualified  and 
deserving  of  this  high  honor.  Because  of  this 
fact,  Doctor  Grise  said  that  his  committee 
was  unable  to  arrive  at  a single  nominee  for 
presentation  to  the  House  and  desired  to  have 
the  House  at  this  time  select  the  recipient. 

Doctor  Grise  presented  these  two  names 
alphabetically,  and  for  the  benefit  of  the  mem- 
bers of  the  House  in  making  this  selection,  he 
read  biographical  sketches  of  each.  The  nomi- 
nees were:  Branham  B.  Baughman,  M.D., 
Frankfort,  and  Carl  H.  Fortune,  M.D.,  Lex- 
ington. 

After  the  tellers  had  distributed,  collected 
and  counted  the  ballots.  Chairman  Payne  an- 
nounced that  Doctor  Fortune  had  been  chosen 
by  the  House  as  the  recipient  of  the  Distin- 
guished Service  Medal.  The  members  of  the 
House  rose  in  tribute  to  Doctor  Fortune. 

The  speaker  then  announced  the  following 
referrals : 

Report  of  the  Secretary — Reference  Committee 
No.  1 

Report  of  the  Editor — Reference  Committee  No.  1 

Report  of  the  Treasurer — Reference  Committee 
No.  1 

Report  of  the  Delegates  to  AMA — Reference  Com- 
mittee No.  1 
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Report  of  the  Executive  Secretary — Reference 
Committee  No.  1 

Report  of  the  Judicial  Council — Reference  Com- 
mittee No.  6 

Rural  Kentucky  Medical  Scholarship  Fund — Ref- 
erence Committee  No.  6 

Board  of  Directors,  Kentucky  Physicians  Mutual, 
Inc. — Reference  Committee  No.  4 

Scientific  Program  Committee — Reference  Com- 
mittee No.  2 

Scientific  Exhibits  Committee — Reference  Com- 
mittee No.  2 

Committee  on  Medical  Education — Reference 
Committee  No.  2 

Sub-Committee  on  Coronary  Care  Units — Refer- 
ence Committee  No.  2 

Hospital  Committee — Reference  Committee  No.  2 
Educational  Television  Committee  — Reference 
Committee  No.  2 

The  House  enjoyed  a fifteen  minute  recess 
with  a coffee  break  provided  by  the  Ken- 
tucky State  Association  of  Medical  Assistants, 
after  which  Doctor  Greathouse  continued  the 
assignment  of  the  reports  to  the  various  ref- 
erence committees. 

Disaster  Medical  Care  Committee — Reference 
Committee  No.  2 

Cancer  Coordinating  Committee — Reference  Com- 
mittee No.  2 

Advisory  Committee  to  Blue  Shield — Reference 
Committee  No.  4 

Advisory  Committee  to  Blue  Cross — Reference 
Committee  No.  4 

Committee  on  Occupational  Health,  Physical 
Medicine,  and  Rehabilitation — Reference  Committee 
No.  4 

Maternal  Mortality  Study  Committee — Reference 
Committee  No.  4 

Advisory  Committee  to  Selective  Service — Refer- 
ence Committee  No.  5 

Committee  to  Study  the  Constitution  and  Bylaws 
— Reference  Committee  No.  6 

Interim  Meeting  Program  Committee — Reference 
Committee  No.  6 

McDowell  House  Board  of  Managers — Reference 
Committee  No.  6 

Memorials  Commission  — Reference  Committee 
No.  6 

Committee  on  Legislative  Activities — Reference 
Committee  No.  3 

Committee  on  Communication  and  Health  Educa- 
tion— Reference  Committee  No.  4 

Committee  on  Health  Careers — Reference  Com- 
mittee No.  4 

Committee  on  Community  and  Rural  Health — 
Reference  Committee  No.  4 

Cults  Committee — Reference  Committee  No.  4 
Senior  Day  Committee — Reference  Committee  No. 
4 

Committee  on  School  Health,  Physical  Education 
and  Medical  Aspects  of  Sports — Reference  Commit- 
tee No.  4 

Advisory  Committee  to  Woman’s  Auxiliary — Ref- 
erence Committee  No.  4 

Coordinating  Commission  on  Governmental  Medi- 
cal Services — Reference  Committee  No.  5 

Technical  Advisory  Committee  on  Indigent  Medical 
Care  (Title  XIX) — Reference  Committee  No.  5 
Advisory  Committee  on  Title  XVIII,  PL  89-97 — 
Reference  Committee  No.  5 

Governmental  Contracts  Review  Committee — Ref- 
erence Committee  No.  5 

Committee  on  Appalachian  and  OEO  Programs — 
Reference  Committee  No.  5 

Ad  Hoc  Study  Committee  for  Improved  Com- 
munity Health — Reference  Committee  No.  4 


New  Business 

New  business  was  presented  to  the  House 
and  referred  to  reference  committees  as  in- 
dicated below: 

(A)  Resolution  from  the  Board  of  Trustees  relat- 
ing to  Osteopathic  Physicians — Reference  Committee 
No.  6 

(B)  Resolution  from  the  Board  of  Trustees  on  the 
subject  of  Appreciation  of  Legislative  Activities — 
Reference  Committee  No.  3 

(C)  Resolution  of  the  Committee  on  Cults  per- 
taining to  Physician  Candidates  for  Kentucky  Gen- 
eral Assembly — Reference  Committee  No.  3 

(D)  Resolution  of  Fayette  County  Medical  Society 
relating  to  Credit  Arrangers — Reference  Committee 
No.  4 

(E)  Resolution  from  Fayette  County  Medical  So- 
ciety on  the  subject  of  KMA  Participation  in  Na- 
tional Meetings — Reference  Committee  No.  1 

(F)  Resolution  of  the  Fayette  County  Medical 
Society  relating  to  Insurance  Forms — Reference 
Committee  No.  4 

(G)  Resolution  of  Fayette  County  Medical  Society 
pertaining  to  Osteopathic  Physicians — Reference 
Committee  No.  6 

(H)  Resolution  of  Nelson  County  Medical  Society 
on  the  subject  of  Feasibility  Study  of  a KMA  Com- 
prehensive Health  Plan — Reference  Committee  No. 
5 

(I)  Resolution  of  Henderson  County  Medical  So- 
ciety relating  to  Home  Health  Care — Reference  Com- 
mittee No.  4 

(J)  Resolution  of  Fayette  County  Medical  Society 
relative  to  Glaucoma  Medication — Reference  Com- 
mittee No.  5 

(K)  Resolution  of  the  Jefferson  County  Medical 
Society  on  the  subject  of  Annual  Registration  of 
Licenses  for  Physicians — Reference  Committee  No.  4 

(L)  Resolution  of  the  Jefferson  County  Medical 
Society  concerning  the  AMA  Executive  Vice  Presi- 
dent— Reference  Committee  No.  1 

(M)  Resolution  of  McCracken  County  Medical 
Society  relating  to  Physicians  on  Hospital  Boards 
of  Trustees — Reference  Committee  No.  4 

(N)  Resolution  of  William  VonderHaar,  M.D., 
Jefferson  County  Medical  Society,  on  the  subject  of 
Educational  Television — Reference  Committee  No.  2 

Speaker  Greathouse  announced  the  meet- 
ing places  for  the  Nominating  Committee  for 
general  officers  and  the  five  trustee  districts. 
He  also  pointed  out  that  all  15  trustee  dis- 
tricts should  meet  to  select  a nominee  for  the 
position  of  Alternate  Trustee  in  the  event  the 
Constitutional  change  introduced  at  this  first 
session  is  approved  on  Wednesday  night.  He 
indicated  the  signs  numbered  from  one  to  15 
around  the  room  as  the  locations  for  the  meet- 
ings of  the  trustee  district  nominating  commit- 
tees. Doctor  Greathouse  stated  that  the  Nomi- 
nating Committee  would  report  immediately  at 
the  close  of  the  first  scientific  session  on  Tues- 
day morning  at  the  Convention  Center  and 
again  at  the  second  meeting  of  the  House  on 
Wednesday.  According  to  the  Bylaws,  addi- 
tional nominations  may  be  made  from  the  floor 
on  Wednesday  without  discussion  or  comment. 
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Doctor  Scheen  was  called  upon  for  final  an- 
nouncements. The  Secretary  reminded  the 
Reference  Committee  Chairmen  of  their 
luncheon  at  noon  today  and  reemphasized  the 
point  of  being  on  time  for  the  scientific  ses- 
sions on  Tuesday  morning.  It  was  also  ex- 
plained that  reference  committee  reports  would 
be  available  to  the  members  of  the  House  at 
4:00  p.m.,  Wednesday,  outside  the  Terrace 
Room. 

The  first  session  of  the  House  was  adjourned 
at  11:20  a.m. 

Second  Session 

Doctor  Greathouse  called  the  second  ses- 
sion of  the  House  of  Delegates  to  order  on 
September  25  at  7:35  p.m.  Thornton  Bryan, 
M.D.,  Cadiz,  a member  of  the  Credentials 
Committee,  reported  that  a quorum  was  pres- 
ent. The  invocation  was  given  by  Donald 
Chatham,  M.D.,  Shelbyville. 

Walter  L.  Cawood,  M.D.,  Ashland,  Chair- 
man of  the  Board  of  Trustees,  was  recognized 
to  present  the  final  report  of  the  Board  of 
Trustees.  Doctor  Cawood  read  the  following 
resolution,  passed  by  the  Board  of  Trustees  at 
its  September  25  meeting,  and  moved  its  adop- 
tion. The  motion  was  seconded  and  carried. 

WHEREAS,  the  1968  KMA  Annual  Meeting  has 
made  a substantial  contribution  in  the  field  of  con- 
tinuing medical  education  and  has  been  well  re- 
ceived, and 

WHEREAS,  many  individuals,  organizations  and 
agencies  including  guests  and  state  essayists,  scientific 
and  technical  exhibitors,  newspapers,  radio  and  tele- 
vision stations,  hotels,  and  the  Convention  Center, 
have  contributed  to  its  success,  and 

WHEREAS,  the  closed  circuit  color  TV  spon- 
sored by  Smith,  Kline  and  French  Laboratories  has 
made  a valuable  contribution  to  our  meeting,  now 
therefore  be  it 

RESOLVED,  that  this  House  of  Delegates  goes 
on  record  as  expressing  its  deepest  appreciation  to 
all  individuals  and  organizations  who  have  had  a 
part  in  the  development  and  implementation  of  the 
1968  Annual  Meeting. 

A second  resolution  passed  by  the  Board  on 
September  25  was  read  by  Doctor  Cawood  as 
follows: 

WHEREAS,  the  quality  and  effectiveness  of  the 
medical  skills  and  the  ability  of  the  graduates  of  the 
University  of  Louisville  School  of  Medicine  is  of  a 
most  desirable  type  and  quality,  and 

WHEREAS,  the  primary  purpose  of  the  University 
of  Louisville  School  of  Medicine  is  the  teaching  of 
medical  students  to  become  Doctors  of  Medicine,  and 

WHEREAS,  the  Dean  of  the  University  of  Louis- 
ville School  of  Medicine  has  consistently  demon- 
strated administrative  policies  consistent  with  this 
primary  purpose,  and 

WHEREAS,  the  present  Administration  has  been 
subject  to  malicious  and  unwarranted  attack,  there- 
fore, be  it 


RESOLVED,  that  the  House  of  Delegates  of  the 
Kentucky  Medical  Association  does  hereby  voice  its 
approval  of  the  administrative  policies  of  the  present 
Dean  of  the  University  of  Louisville  School  of  Medi- 
cine. 

Doctor  Cawood  moved  the  adoption  of  this 
resolution.  Motion  was  seconded.  The  Speaker 
called  for  discussion.  During  the  diseussion,  the 
following  amendment  was  made  and  sec- 
onded: that  the  third  “Whereas”  be  amended 
to  read:  “the  Dean  of  the  University  of  Louis- 
ville School  of  Medicine  has  greatly  upgraded 
the  quality  of  graduates  of  the  University  of 
Louisville  School  of  Medicine,  and”;  to  delete 
the  fourth  “Whereas”;  and  to  amend  the  “Re- 
solve” as  follows:  “That  the  House  of  Dele- 
gates of  the  Kentucky  Medical  Association 
does  hereby  offer  the  good  offices  of  the 
KMA  to  assist  in  any  way  to  help  ameliorate 
the  difficulties  allegedly  present  at  the  Univer- 
sity of  Louisville  School  of  Medicine”. 

After  a lengthy  discussion  on  the  resolu- 
tion itself  and  the  above  amendment,  the  ques- 
tion was  called  on  the  amendment,  and  it  was 
defeated.  The  original  motion  as  presented  was 
voted  upon  and  carried. 

Doctor  Scheen  gave  the  announcements  for 
the  evening,  recognizing  these  representatives 
of  surrounding  state  medical  associations:  Pat- 
rick J.  V.  Corcoran,  M.D.,  Evansville,  Indiana, 
President-Elect,  Indiana  State  Medical  Associ- 
ation; David  N.  Kerr,  M.D.,  St.  Louis,  Mis- 
souri, President,  Missouri  Medical  Associa- 
tion; Edward  Cannady,  M.D.,  East  St.  Louis, 
Illinois,  President-Elect,  Illinois  State  Medical 
Society;  Richard  W.  Corbitt,  M.D.,  Parkers- 
burg, West  Virginia,  President,  West  Virginia 
State  Medieal  Association;  and  L.  C.  Meredith, 
M.D.,  Elyria,  Ohio,  Past  President,  Ohio  State 
Medical  Association. 

Following  these  introductions,  the  reports  of 
the  Reference  Committees  were  heard. 

REFERENCE  COMMITTEE  NO.  1* 

Thomas  L.  Heavern,  M.D., 

Highland  Heights,  Chairman 
Reports  of  the  Officers  and  Board  of  Trustees 


*ln  order  to  make  the  Digest  of  Proceedings  of  the 
second  meeting  of  the  House  of  Delegates  more 
understandable  and  because  it  will  occupy  less  space 
in  The  Journal,  the  KMA  Board  of  Trustees  passed 
the  following  motion  “that  if  no  dissenting  action 
on  the  committee’s  recommendations  is  made  either 
by  the  committee  or  the  KMA  Board  of  Trustees, 
only  the  reference  committee  action  on  the  report  be 
printed  in  The  Journal”. 
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Reference  Committee  No.  1 considered  the  follow- 
ing reports: 

1.  Report  of  the  President 

2.  Report  of  the  President,  Woman’s  Auxiliary  to 
KMA 

3.  Report  of  the  President-Elect 

4.  Report  of  Speaker  of  House 

5.  Report  of  Chairman,  Board  of  Trustees 

6.  Report  of  the  Secretary 

7.  Report  of  the  Editor 

8.  Report  of  the  Treasurer 

9.  Report  of  the  AMA  Delegate 

10.  Report  of  the  Executive  Secretary 

Resolution  E — KMA  Participation  in  National 
Meetings 

Resolution  L — AMA  Executive  Vice  President 


Report  of  the  President 

I shall  be  forever  grateful  to  you  kind  friends  who 
permitted  me  to  make  a modest  contribution  to  our 
profession  by  serving  as  your  leader.  I feel  par- 
ticularly honored  to  serve  in  these  times  of  troubles, 
when  we  have  been  challenged  politically,  econom- 
ically, and  even  it  sometimes  seems,  m.orally.  I hope 
you  will  recognize  from  the  reports  before  you  that 
we  are  making  progress.  We  are  past  the  stage  of 
merely  reacting  to  attacks,  and  are  actively  striving 
to  exert  guidance  and  leadership  in  the  development 
of  the  future  of  medical  care. 

No  words  of  mine  can  brighten  the  memory  or 
acknowledge  our  debt  to  my  friend  of  thirty  years, 
Joe  Sanford.  We  were  fortunate  in  having  the  benefit 
of  his  experience  to  guide  us  in  our  re-organization. 
It  is  a portion  of  the  measure  of  the  man  that  he 
thought  of  our  future  by  training  his  staff  to  carry 
on  for  us  without  him.  Our  debt  to  him  is  more 
than  purely  organizational.  In  his  character,  this 
dedicated  layman  set  us  an  unparalleled  example 
of  the  deeper  virtues  of  the  good  physicians;  kind, 
modest  and  inflexibly  upright. 

This  has  been  our  first  year  to  operate  under  the 
restructuring  developed  by  our  Hoover  Commission. 
The  result  is  impressive.  Approximately  40%  fewer 
councils  and  committees  have  met;  they  have  worked 
more  diligently  and  intensively  in  areas  that  have 
been  more  important  to  us.  Additional  changes  to 
improve  our  structure  are  proposed  as  constitutional 
changes.  I strongly  recommend  that  studies  continue 
toward  greater  efficiency  and  responsiveness  to  KMA. 
Beyond  all  else,  we  must  continue  to  explore  the 
problem  of  effective  medical  leadership  at  the  local 
level. 

Our  major  effort  this  year  has  been  in  working 
with  government,  and  our  greatest  involvement  was 
in  Frankfort.  With  a new  minority-party  Governor 
and  an  inexperienced  and  factionalized  General  As- 
sembly, we  were  faced  with  the  possibility  of  a dis- 
astrous session.  I cannot  commend  too  highly  our 
members  who  helped  make  this  session  as  successful 
as  it  was.  The  Committee  on  Legislative  Activities, 
some  of  our  Key  Men  and  other  members  not  even 
dignified  with  office  united  in  a tremendous  effort. 
Partisans  to  the  core  (as  they  need  to  be,  to  be  ef- 
fective) they  willingly  merged  their  efforts  so  that 
KMA  could  properly  operate  as  a non-partisan  group. 
No  one  sold  us  out  for  partisan  interests.  We  emerged 
from  the  Legislative  Session  with  much  that  was 
good  and  with  nothing  that  was  actively  harmful. 
I recommend  that  the  House  continue  the  wise  re- 
quirement that  all  legislative  activity  be  coordinated 
through  the  Committee  on  Legislative  Activities. 

Through  the  efforts  of  our  Technical  Advisory 
Committee  and  our  Board  of  Trustees,  Title  XIX 
services  have  been  improved  substantially.  There 
is  need  for  additional  improvement.  I feel  that  we 
must  continue  our  efforts  to  convert  Title  XIX  ad- 
ministration to  a form  of  true  health  insurance,  ad- 
ministered by  professionals  in  the  field.  The  path  is 


long  and  hard,  but  only  under  these  circumstances 
can  the  beneficiaries  become  truly  first-class  medical 
citizens. 

Comprehensive  health  planning  has  been  estab- 
lished on  a sound  basis  at  the  state  level.  Whether 
it  will  be  truly  useful  now  depends  on  effective  local 
medical  leadership  as  it  develops  on  a regional  basis. 
I recommend  that  the  trustees  and  delegates  give  a 
sense  of  urgency  to  local  groups  in  developing  firm 
and  constructive  guidance. 

A combination  of  bureaucratic  sloth  and  inade- 
quate local  medical  leadership  has  prevented  any 
realization  of  the  high  hopes  for  the  Regional  Medi- 
cal Program,  except  in  a single  bright  spot  in  Western 
Kentucky. 

Having  disregarded  our  specific  and  accurate  pre- 
dictions about  the  spiral  costs  that  would  follow 
Medicare,  government  is  now  noisily  joining  with  us 
in  concern  about  health  care  costs.  This  justifies  a 
brief  review  to  put  this  problem  in  perspective. 

Before  Medicare,  increasing  disposable  consumer 
income  (and  other  funds)  were  competing  for  in- 
creasingly scarce  health  care  resources.  Pharmaceu- 
ticals are  almost  the  only  item  in  the  health  care 
industry  that  are  elastic  in  supply  in  response  to 
quick  swings  in  demand.  Hospital  beds  and  nurses 
specifically  cannot  be  rapidly  increased  to  meet  a 
rapid  increase  in  demand.  When  government  added 
the  Medicare  billions  to  the  already  inflating  health 
care  system,  it  fired  the  boiler  to  super  heat,  a 
demand-pull  inflation.  I weary  you  with  this  econom- 
ic dissertation  only  to  make  the  point  that,  over  the 
short  term,  neither  we  nor  government  are  going  to 
be  able  to  significantly  influence  the  rising  total 
health  care  cost. 

As  an  organization,  we  have  long  supported  health 
career  recruitment.  We  can  encourage  our  members 
to  be  thoughtful  in  holding  down  costs,  but  the 
individual  physician  can  make  but  small  contribu- 
tion to  the  overall  problem.  He  can  exert  some  con- 
trol over  bed  utilization  and  the  utilization  of  his  own 
services;  he  can  exert  a lesser  influence  on  the  cost 
of  medication  to  his  patient.  He  can  contain  his 
fees  within  the  range  of  his  own  increased  costs, 
but  the  sad  arithmetic  is  that  if  all  physician  fees 
were  automatically  either  increased  or  decreased  by 
25%,  the  overall  health  cost  picture  would  not  be 
significantly  influenced.  A more  significant  contri- 
bution could  be  made  by  government,  if  government 
would  divert  its  expenditures  from  health  care  5crv- 
ices  to  health  care  facilities. 

In  the  face  of  these  dreary  economics  it  is  en- 
couraging to  direct  your  attention  to  the  Report  of 
our  Advisory  Committee  to  Blue  Shield.  Blue  Shield 
has  been  able  to  improve  benefits  and  decrease 
premiums  in  some  of  their  prepaid  contracts.  This 
committee  also  recommends  that  we  take  action  in  a 
particular  aspect  of  physician  fees — the  policing  of 
“usual  and  customary”.  We  have  already  established 
mechanisms  for  handling  “usual  and  customary”  in 
the  areas  of  Title  XIX  and  other  government  pro- 
grams. and  I earnestly  recommend  that  we  consider 
thouehtful  action  on  an  overall  basis.  I have  faith 
in  90%  of  all  physicians,  but  we  need  to  develop 
effective  monitoring  methods  for  the  remaining  10%. 
A most  pressing  element  in  this  problem  is  the  lack 
of  any  effective  method  of  reaching  non-member 
physicians. 

During  this  year,  I have  asked  many  of  our  mem- 
bers to  sacrifice  their  time  and  thought  in  under- 
taking tiring  and  sometimes  unpleasant  duties  for  our 
Association.  The  wonderful  support  they  have  given 
me  is  evidence  of  a rising  e’  sprit  de  corps.  The 
President-Elect,  and  the  Vice  Presidents  have  been 
most  helpful  when  I was  faced  with  the  difficult 
task  of  being  in  two  places  at  the  same  time. 

With  all  of  this  wonderful  support,  I have  been 
able  to  represent  you  at  the  meetings  of  four  of 
our  neighboring  state  medical  associations,  the  Con- 
gressional Dinner  in  Washington,  twelve  of  our  trus- 
tee district  meetings,  the  Senior  Day  Programs,  and 
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at  apparently  innumerable  conferences  with  govern- 
ment and  other  agencies.  A detailed  diary  is  available 
for  the  Reference  Committee  and  those  who  are 
studying  further  re-organization. 

To  the  many  who  have  contributed  to  give  me  a 
most  enjoyable  year,  my  deepest  appreciation,  and 
my  firm  prediction  that,  with  such  fine  support. 
Doctor  Henry  Asman  will  lead  us  to  a brighter  and 
better  year. 

George  F.  Brockman,  M.D.,  President 
Kentucky  Medical  Association 

Recommendations,  Reference  Committee  No.  1 
The  Report  of  the  President  was  reviewed  with 
particular  attention  given  to  Doctor  Brockman’s  com- 
ments concerning  Comprehensive  Health  Planning. 
It  is  the  feeling  of  the  committee  that  this  is  an  im- 
portant area  worth  the  attention  of  each  member. 
The  committee  was  impressed  with  the  amount  of 
work  required  of  the  president  as  indicated  by  the 
extensive  itinerary  submitted  to  the  committee.  The 
committee  again  recommends  that  consideration  be 
given  by  the  Board  of  Trustees  to  ways  of  lightening 
the  load  of  the  president  and  the  more  efficient  use 
of  the  vice  president  or  vice  presidents  to  relieve  the 
president  of  more  routine  functions.  We  wish  to 
thank  the  president  for  his  devotion  to  the  Associa- 
tion and  for  his  hard  work  during  the  past  year. 

Mr.  Sneaker,  I move  the  adoption  and  implementa- 
tion of  this  section  of  the  report. 

(Motion  seconded  and  carried) 


Report  of  the  President  of  the 
Woman’s  Auxiliary 

Having  this  opportunity  to  report  for  the  Woman’s 
Auxiliary  to  the  Kentucky  Medical  Association  is 
not  only  a pleasure  but  a responsibility.  Reading 
through  the  state  chairmen’s  reports  and  the  county 
presidents’  summaries  of  their  year’s  work  gave  me 
inspiration  and  ample  material.  However,  I do  want 
to  be  sure  to  give  full  credit  to  all  of  our  members 
for  the  wonderful  work  accomplished  this  year. 

Many  of  the  fine  programs  introduced  over  the 
state  for  the  past  few  years  have  been  continued. 
Some  of  the  counties  again  this  year  are  sending  ma- 
terials to  the  Frontier  Nursing  Service  in  Eastern 
Kentucky.  The  Veneral  Disease  program  started  last 
year  is  being  continued  in  many  counties. 

The  one  new  program  introduced  is  the  “Volun- 
teer Friendly  Visitor  or  Training  Course.”  The  in- 
formation on  how  it  is  started  and  a program  of 
colored  slides  with  a narration  on  tape  has  been 
shown  at  district  meetings  and  to  several  organized 
auxiliaries. 

AMA-ERF  contributions  for  our  state  reached  a 
new  high,  with  a total  of  $4,668.47  reported.  Added 
to  the  sales  of  Christmas  cards,  stationery,  jewelry 
and  Dream  Pets  were  ceramic  Christmas  trees,  the 
Doctors  Wife  Rose  and  golf  balls.  The  interest  in 
this  particular  project  is  always  good. 

A total  of  eight  Health  Career  Days  was  spon- 
sored over  the  state.  Thirty  scholarships  and  loans 
are  available  in  the  amount  of  $5,800.00.  The  film, 
“Horizons  Unlimited,”  has  been  purchased  by  one 
county  and  another  county  borrowed  a copy  of  this 
film  from  the  AMA  Film  Library  to  show  to  a group 
of  Candy  Stripers  and  to  a church  youth  group. 

Legislative  activities  in  our  state  have  been  on  the 
move  for  this  year.  From  January  through  the  first 
week  in  March,  three  visits  were  arranged  by  our 
state  legislative  chairman  for  the  doctors’  wives  to 
visit  Frankfort  to  see  our  legislators  at  work;  and  let 
them  know  how  we  felt  about  certain  bills  coming 
before  the  House  and  Senate.  A special  resolution 
from  Fayette  County  Medical  Society  was  sent  in  to 
the  Kentucky  Medical  Association  Headquarters 
commending  our  state  legislative  chairman  and  all 


the  other  members  for  their  cooperation  and  interest 
shown. 

Copies  of  an  original  print,  by  a well-known  artist 
in  Kentucky,  were  presented  to  county  auxiliaries, 
who  would  have  them  framed  and  in  turn  present 
the  picture  to  their  local  hospital.  Fifteen  counties 
participated  in  this  project. 

International  Health  Activities  found  many  aux- 
iliaries knitting  leper  bandages,  making  johnny  coats, 
contributing  money  to  be  given  for  short  wave 
equipment.  Another  county  sent  four  station  wagon 
loads  of  drugs  and  medical  supplies  to  Equador 
through  the  Kentucky  Alliance  for  Progress  Program. 

Although  our  membership  is  down  for  this  year, 
we  are  trying  to  do  something  about  the  situation. 
At  the  spring  Board  meeting,  three  of  our  Board 
members  prepared  an  Orientation  Session  for  the 
wives  of  the  new  doctors  who  have  recently  moved 
into  our  state.  Attractive  flower  arrangements,  tea 
and  cookies  added  to  the  hospitality  of  this  meeting. 
One  new  county  auxiliary  was  organized  the  latter 
part  of  April.  The  nine  members  having  already  been 
recorded  as  members-at-large  could  not  be  counted 
as  new  members. 

Our  state  publication,  the  “Blue  Grass  News,” 
has  a new  look  this  year.  It  is  not  only  larger  in 
size  and  print  but  it  has  been  printed  in  a different 
color  of  ink.  Many  pictures  have  been  used  in  each 
issue.  Also,  a doctor  and  his  wife  serving  in  similar 
positions,  as  county  president  or  as  councilor  or 
trustee,  have  had  their  pictures  along  with  a writeup 
on  their  medical  activities  in  the  “Blue  Grass  News.” 

Due  to  changes  in  our  organizational  structure 
from  the  national  down  to  the  state  level,  many 
auxiliaries  have  revised  their  county  Bylaws. 

One  county  purchased  a filing  cabinet  and  placed 
it  in  the  doctors  library  at  the  local  hospital  to  keep 
all  of  their  auxiliary  records  and  pictures.  They  also 
placed  a glass  showcase  in  the  local  museum  and 
have  collected  medical  articles  of  interest  to  display 
in  the  case. 

One  auxiliary  gave  $511.00  to  the  Opportunity 
Workshop  in  the  community  for  mentally  retarded 
people  over  the  age  of  16.  Chances  on  a gift  cer- 
tificate of  $1,000.00  were  sold  by  one  county  aux- 
iliary. The  $2,034.00  gained  from  the  sale  of  chances 
was  placed  in  their  loan  fund. 

A $1,000.00  donation  was  given  by  one  auxiliary 
to  their  medical  society  to  purchase  a video  tape 
recorder. 

Doctor’s  Day  was  celebrated  in  a number  of  dif- 
ferent ways  from  placing  red  carnations  in  the 
churches  in  honor  of  their  doctors  to  planting  the 
Doctors  Wife  Rose  in  garden  spots. 

Safety  awards  were  given  to  junior  and  senior 
students  by  another  county  auxiliary. 

Working  with  P.T.A.,  Red  Cross,  churches  and 
other  civic  groups  and  charity  drives  account  for 
many  hours  of  volunteer  time  given  by  doctors’ 
wives  to  their  local  communities. 

From  our  largest  auxiliary  of  457  to  our  newest 
and  smallest  group  of  9 members,  there  is  plenty  of 
evidence  that  if  you  want  a task  well  done,  give  it 
to  a medical  auxiliary  member. 

The  requests  from  KMA  Headquarters  which  I 
accepted  and  enjoyed  having  the  opportunity  to  ful- 
fill, were  helping  to  plan  the  Interim  Meeting,  speak- 
ing to  the  senior  medical  students  at  both  the  Uni- 
versity of  Kentucky  and  University  of  Louisville. 
Also,  I was  asked  to  assist  with  the  program  of 
Orientation  for  the  doctors  who  had  moved  into  our 
state  recently.  Certainly  this  was  an  opportunity  to 
encourage  these  doctors  to  see  that  their  wives  be- 
come auxiliary  members. 

The  increase  in  attendance  and  interest  shown  at 
our  district  meetings  this  year  was  most  encouraging. 
Attending  the  special  day  of  recognition  for  our 
political  leaders  in  Washington  was  a highlight  of 
this  year.  I went  to  San  Francisco  for  the  AMA 
Convention  and  was  pleased  to  be  one  of  the  largest 
delegations  from  our  state. 
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My  year  as  president  has  been  interesting  and 
rewarding.  To  all  Board  members  whom  I have  had 
the  pleasure  of  working  with  and  to  the  many  aux- 
iliary members  over  the  state  of  Kentucky,  I fully 
recognize  the  contribution  you  have  made  to  the 
health  and  wealth  of  our  Commonwealth  of  Ken- 
tucky. 

Mrs.  Charles  Kissinger,  President 
Woman’s  Auxiliary  to  the 
Kentucky  Medical  Association 

Recommendations,  Reference  Committe  No.  1 

The  committee  reviewed  the  excellent  Report  of 
the  President  of  the  Woman’s  Auxiliary  and  wishes 
to  commend  her  and  the  Auxiliary  for  the  charitable 
activities  and  their  devotion  to  the  advancement  of 
the  medical  profession  in  Kentucky. 

Mr.  Speaker,  I move  the  adoption  of  this  section 
of  the  report. 

( Motion  seconded  and  carried) 


Report  of  the  President-Elect 

I am  grateful  for  the  opportunity  to  express  once 
again  my  appreciation  for  the  honor  you  conferred 
upon  me  in  selecting  me  to  serve  as  the  President 
of  our  Association  for  the  coming  year.  The  sense 
of  humility  which  I expressed  in  accepting  this  honor 
a year  ago  has  been  deepened  in  the  months  that 
have  elapsed  as  I have  viewed  more  closely  the 
ability,  the  diligence  and  the  untiring  dedication  of 
George  Brockman.  During  this  span  I have  also 
had  time  to  reflect  upon  the  leadership  given  to  this 
Association  by  Bob  Pennington,  Everett  Baker,  and 
the  other  presidents  under  whom  I have  been  privi- 
leged to  serve  as  an  officer  of  the  Association  for 
six  years. 

These  men  have  set  a high  standard  of  excellence 
and  I realize  that,  if  I am  to  “measure  up”,  I must 
depend  on  the  continued  guidance  and  confidence  of 
this  House  and  the  Board  of  Trustees,  and  the  con- 
tinued diligence  and  cooperation  of  the  many  com- 
mittees of  the  Association.  This,  I most  earnestly 
seek! 

This  has  been  a year  of  accomplishment — and 
some  frustration — as  your  President  has  reported  to 
you.  It  has  been  a pleasure  to  work  with  George 
Brockman  this  year,  and  to  represent  him  on  oc- 
casion. As  President-Elect,  I attended  the  Annual 
and  Clinical  meetings  of  the  AMA,  as  well  as  the 
Conference  on  Medical  Practice,  the  Communica- 
tions Institute,  and  the  Conference  on  County  Medi- 
cal Societies  staged  by  the  AMA  in  Chicago.  There 
have  been  innumerable  committee  meetings  and  in- 
formal conferences  to  plan  activities  of  the  Associa- 
tion for  the  coming  year. 

The  problems  and  programs  of  the  Association 
seem  to  grow  in  magnitude  each  year,  and  the  work- 
load of  those  charged  with  the  responsibility  of 
leadership  and  administration  increases  in  proportion. 
It  is  a great  challenge  to  you,  to  the  Board,  and  to 
the  officers  to  establish  policies  and  to  implement 
them  so  as  to  give  the  necessary  priority  to  those 
which  will  enable  us  most  effectively  to  accomplish 
the  purposes  of  the  Association  and  the  goals  we 
have  set  for  ourselves. 

Time  does  not  permit,  nor  is  this  the  place,  per- 
haps, for  me  to  set  down  my  own  thoughts  on  the 
areas  which  seem  to  deserve  special  attention  during 
the  coming  year.  These  I hope  to  present,  and  elabo- 
rate upon,  in  the  October  issue  of  the  Journal. 

Henry  B.  Asman,  M.D. 

President-Elect  of  KMA 

Recommendations,  Reference  Committee  No.  1 

The  committee  reviewed  the  Report  of  the  Presi- 
dent-Elect and  wishes  him  a most  successful  year  as 
president. 


Mr.  Speaker,  I move  the  adoption  of  this  section  ' 
of  the  report. 

(Motion  seconded;  carried) 

Report  of  the  Speaker  | 

Again  in  1968,  we  call  upon  all  delegates  to  as-  I 
sume  the  important  role  of  reviewing  and  studying  all 
reports  of  the  committees  and  officers  of  the  state 
Association.  We  would  suggest  that  you  set  aside 
one  full  evening  for  reading  of  these  reports  and 
reviewing  same  well  in  advance  of  the  meeting  date 
of  September  23. 

We  will  look  forward  to  seeing  you  at  the  two 
major  sessions  of  the  House  of  Delegates,  and  the 
role  you  play  and  the  interest  you  show  in  these  two 
sessions  will  direct  the  activities  of  your  state  As- 
sociation in  the  coming  year. 

We  will  have  no  change  in  the  procedures  govern- 
ing the  House  this  year.  At  the  morning  session  on 
Monday,  September  23,  the  officers  will  present  their 
reports  orally,  and  the  committee  reports  will  be 
available.  There  will  be  no  council  reports  this  year. 

Each  report  is  numbered,  and  any  report  may  be 
presented  orally  if  specifically  requested.  As  they 
are  received,  they  will  be  referred,  by  number,  to  a 
Reference  Committee.  Following  this,  any  new  busi- 
ness or  resolutions  which  have  been  submitted  seven 
days  in  advance  of  the  meeting  at  the  KMA  Office 
may  be  introduced.  These  will  be  lettered  alpha- 
betically and  referred  to  the  Reference  Committees. 

If  you  plan  to  introduce  a new  resolution  on  short 
notice,  be  sure  and  have  enough  copies  for  use  by 
the  House  of  Delegates  on  the  day  of  the  meeting. 

The  Reference  Committees  meet  at  2:00  p.m. 

Monday  to  study  these  resolutions  and  reports.  Due 
to  a reduction  in  the  number  of  committee  reports, 
we  will  have  only  six  Reference  Committees  this 
year  instead  of  seven.  There  will  be  no  change  in  the 
procedure  for  these  committees  to  study  the  reports. 

They  will  stay  in  session  until  3:00  p.m.  or  until 
everyone  has  been  heard.  After  they  have  completed 
their  hearings,  they  will  prepare  a report  for  pre- 
sentation to  the  second  session  of  the  House  of 
Delegates. 

Each  delegate  will  have  available  a complete  copy 
of  all  Reference  Committee  reports  at  the  second 
session  of  the  House  no  later  than  4:30  p.m.  on 
Wednesday,  September  25. 

Remember  that  any  motions  longer  than  20-25 
words  must  be  reduced  to  writing,  preferably  type- 
written, with  a copy  handed  to  the  speaker. 

The  final  Wednesday  night  action  on  these  re- 
ports will  constitute  the  policy  of  the  Association  for 
the  coming  year.  Again,  we  will  follow  Robert’s 
Rules  of  Order  in  conducting  the  meeting. 

It  has  been  a pleasure  to  serve  you  in  my  capacity 
of  Speaker  of  the  House,  and  speaking  for  Doctor 
Cooper  as  Vice  Speaker,  we  stand  ready  to  help  you 
with  these  problems  in  the  future  should  you  so  q 
desire. 

Richard  F.  Greathouse,  M.D.,  Speaker 
Carl  Cooper,  Jr.,  M.D.,  Vice  Speaker 

Recommendations,  Reference  Committee  No.  1 < 

The  Report  of  the  Speaker  of  the  House  was 
considered  by  the  committee.  The  committee  ex- 
presses its  appreciation  to  the  Speaker  and  Vice 
Speaker  for  the  efficient  and  orderly  handling  of 
the  affairs  of  the  House  of  Delegates. 

Mr.  Speaker,  I move  the  adoption  of  this  section  , 

of  the  report. 

(Motion  seconded;  carried) 

Report  of  the  Chairman, 

Board  of  Trustees 

As  chairman  of  your  Board  of  Trustees,  I feel  you 
can  appreciate  that  my  report  must  cover  the  activi-  > 
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ties  of  the  Board  of  the  1967-68  Associational  year 
in  summary  form  in  that  the  Minutes  of  the  Board 
and  the  Executive  Committee  meetings  for  this  past 
year  total  approximately  300  pages.  The  complete 
minutes  are  available  in  the  Headquarters  Office  to 
any  member. 

During  this  year,  your  Board  met  four  times  in 
regular  session  with  two  more  meetings  scheduled 
during  Sepember  in  conjunction  with  the  Annual 
Meeting.  The  Executive  Committee  has  met  on  six 
separate  occasions. 

I wish  to  express  my  appreciation  to  the  members 
of  the  Board  for  their  attendance,  cooperation,  dili- 
gence and  outstanding  performance  during  the  past 
year.  Our  meetings  have  been  lengthy  and  many 
problems  have  faced  your  trustees  and  officers  during 
each  session. 

First  Meeting,  September  28,  1967 

Rex  Hayes,  M.D.,  serving  as  temporary  chairman, 
opened  the  meeting  and  introduced  those  members 
who  had  served  on  the  Board  previously  but  were  in 
new  positions  as  follows:  Henry  B.  Asman,  M.D., 
President-Elect;  William  W.  Hall,  M.D.,  Trustee  from 
the  Second  District;  and  J.  Campbell  Cantrill,  M.D., 
Trustee  from  the  Ninth  District. 

Others  re-elected  to  positions  formerly  held  were 
Donald  Chatham,  M.D.,  Seventh  District  Trustee; 
Walter  L.  Cawood,  M.D.,  Thirteenth  District  Trus- 
tee; John  C.  Quertermous,  M.D.,  AMA  Delegate; 
Charles  C.  Rutledge,  M.D.,  AMA  Delegate;  and 
David  B.  Stevens,  M.D.,  AMA  Alternate  Delegate. 

Elected  by  the  House  of  Delegates  the  night  be- 
fore to  serve  on  the  Board  were:  S.  Randolph  Scheen, 
M.D.,  Secretary;  Glenn  W.  Bryant,  M.D.,  J.  Sankey 
Williams,  M.D.  and  Luther  M.  Wilson,  M.D.,  as  the 
three  vice  presidents;  Andrew  M.  Moore,  M.D., 
Tenth  District  Trustee  and  Daryl  P.  Harvey,  M.D., 
AMA  Alternate  Delegate. 

Doctor  Cawood  was  elected  chairman  of  the  Board 
by  acclamation,  and  George  Sehlinger,  M.D.  was 
elected  vice  chairman. 

The  Executive  Committee  was  formed  when  E.  C. 
Seeley,  M.D.  and  Douglas  Jenkins,  M.D.  were  elect- 
ed from  the  Board  to  serve  with  the  president, 
president-elect,  chairman,  vice  chairman  and  secre- 
tary as  provided  in  the  Bylaws. 

The  Board  then  elected  personnel  for  membership 
on  the  KMA  committees  for  the  1967-68  Associ- 
ational year. 

Following  remarks  by  the  new  KMA  president, 
the  Board  nominated  two  members  for  appointment 
on  a Feasibility  Study  Committee  (for  usual,  cus- 
tomary and  reasonable  fees  under  the  Title  XIX  pro- 
gram) prior  to  adjournment. 

Second  Meeting,  December  7,  1967 

The  December  7 meeting  of  the  Board  of  Trustees 
opened  with  reports  presented  by  the  KMA  presi- 
dent, George  F.  Brockman,  M.E).  on  his  activities 
representing  the  Association,  the  Headquarters  Of- 
fice Report  presented  by  Secretary  Randolph  Scheen, 
M.D.  and  J.  Thomas  Giannini,  M.D.,  senior  delegate 
to  the  AMA  reporting  on  the  1967  Clinical  Meeting 
of  the  American  Medical  Association.  The  Board 
then  approved  recommendations  from  the  Committee 
to  Study  Improved  Community  Health  to  establish 
local  planning  committees. 

Due  to  quick  action  in  the  Legislature,  a special 
committee  was  established  to  advise  the  Legislative 
Committee.  It  was  also  agreed  that  the  Fayette 
County  Society  request  to  set  up  a first  aid  booth 
during  the  Legislature  be  approved  if  details  of  the 
plan  could  be  worked  out. 

Disapproval  of  the  new  form  initiated  by  the 
Department  of  Health  concerning  birth  and  death 
certificates  was  expressed  by  the  Board  with  the  re- 
quest that  the  KMA  delegates  to  the  AMA  introduce 
a resolution  on  this  subject  at  the  June  AMA  Con- 
vention. 

• December  1968 


A thorough  discussion  was  held  on  the  Title  XIX 
program  in  Kentucky.  Following  consideration  of  the 
resolution  passed  by  the  1967  House  of  Delegates 
calling  for  a private  fiscal  agent  for  Title  XIX,  the 
chairman  of  KMA’s  Technical  Advisory  Committee 
on  Indigent  Medical  Care  presented  a complete  re- 
port on  the  current  status  of  the  Title  XIX  program 
and  the  proposed  changes  scheduled  for  early  1968, 
including  the  plans  for  changing  to  “usual  and  cus- 
tomary” for  reimbursement  of  physicians’  services. 

AMA  Board  of  Trustees  member,  Robert  C.  Long, 
M.D.,  then  reported  on  several  matters  of  AMA 
policy  that  were  of  interest  to  the  KMA  Board. 

In  a discussion  concerning  health  planning  for  Ap- 
palachia, it  was  pointed  out  that  physician  represent- 
atives on  the  Advisory  Health  Planning  Council 
were  appointed  without  consultation  with  organized 
medicine.  It  was  felt  that  KMA  should  be  consulted 
in  future  appointments  of  this  nature.  The  next  action 
of  the  Board  was  to  make  nominations  to  the  gover- 
nor to  fill  a vacancy  on  the  State  Board  of  Health. 

A number  of  committee  recommendations  were 
submitted  for  appropriate  action  along  with  informa- 
tion on  reports  on  committee  programs.  Andrew 
Moore,  M.D.,  trustee  from  the  10th  District  and 
chairman  of  the  1968  Conference  on  Medical  Edu- 
cation, reported  that  the  conference  would  be  held 
at  the  Park  Mammoth  Resort  on  January  26-27  and 
that  program  planning  had  been  completed.  In  addi- 
tion to  inviting  members  of  the  Board,  authorization 
was  given  for  the  invitation  of  specific  guests  to  the 
conference. 

The  Cancer  Coordinating  Committee  received  ap- 
proval of  their  requests  that  KMA  give  continued 
support  to  the  State  Cancer  Registry  and  other  rec- 
ommendations to  set  up  a workable  program  in  the 
consolidation  and  reporting  of  information  to  the 
State  Cancer  Registry.  It  was  pointed  out  that  since 
the  duties  of  the  Mental  Health  Committee  have 
been  consolidated  into  the  overall  responsibility  of 
the  Committee  on  Community  and  Rural  Health, 
assurance  should  be  made  that  liaison  between  KMA, 
the  Kentucky  Department  of  Mental  Health,  and  the 
Kentucky  Mental  Health  Association  be  maintained. 
This  responsibility  was  assigned  to  the  Community 
and  Rural  Health  Committee  and  Logan  Gragg, 
M.D.,  was  appointed  to  the  committee  to  assist  in 
this  purpose.  In  separate  action,  the  Board  reconsti- 
tuted the  KMA  Maternal  Mortality  Study  Committee. 

The  Board  approved  a recommendation  from  the 
KMA  Committee  on  Medical  Education  requesting 
that  a letter  be  written  to  the  AMA  in  opposition 
to  the  relocation  of  the  AMA  Institute  on  Biomedical 
Research. 

David  Stevens,  M.D.,  explained  that  the  United 
Presbyterian  Mission  Board  had  voted  to  close  the 
hospital  it  had  supported  at  Frenchburg,  Kentucky. 
A discussion  surrounding  the  incidents  leading  to 
this  action  preceded  a motion  which  was  approved 
directing  that  officials  of  KMA  correspond  with  the 
United  Presbyterian  Mission  Board  presenting  back- 
ground informaiton  relative  to  the  need  of  the  hos- 
pital in  that  area  and  inquiring  if  it  would  be  pos- 
sible to  reopen  the  institution. 

The  Board  expressed  concern  that  an  emergency 
medical  service  plan,  required  for  each  state  as  a 
result  of  the  Highway  Safety  Act,  was  initiated  in 
Kentucky  without  consultation  with  KMA  although 
it  had  been  understood  that  the  KMA  Disaster 
Medical  Care  Committee  would  be  consulted.  In 
other  committee  action,  representatives  of  KMA  to 
the  Student  AMA  Chapters  at  the  Universities  of 
Louisville  and  Kentucky  were  appointed  and  the 
School  Health,  Physical  Education  and  Medical  As- 
pects of  Sports  Committee  was  reconstituted. 

Third  Meeting,  April  17,  1968 

The  third  meeting  of  the  Board  opened  with  the 
adoption  of  a resolution  relating  to  the  death  of  Mr. 
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J.  P.  Sanford,  KM  A Executive  Secretary.  This  was 
followed  by  routine  reports. 

The  Board  then  considered  nominations  to  submit 
to  the  governor  for  membership  on  the  Hospital 
Licensure  Council  and  the  Advisory  Council  on 
Medical  Assistance  and  made  its  selections. 

A lengthy  discussion  was  held  on  Title  XIX  in 
Kentucky  and  Resolution  F passed  by  the  House  of 
Delegates  in  September,  1967,  which  pertained  to  the 
payment  of  usual  and  customary  fees  for  services  to 
patients  both  in  and  out-of-hospitals.  A detailed  ex- 
planation was  made  of  all  events  that  had  taken 
place  on  this  matter  since  last  September,  the  current 
status,  and  projected  plans  of  the  Title  XIX  program. 
A motion  was  then  passed  to  implement  Resolution 
F by  writing  to  the  membership  if  a satisfactory 
solution  was  not  obtained  within  two  weeks. 

The  next  action  of  the  Board  was  to  accept  a re- 
port from  the  KEMPAC  Board  Chairman,  John  C. 
Quertermous,  M.D.  and  to  defer  action  on  the  KMA 
Hospital  Committee  recommendations  until  August. 

A resolution  regarding  KMA  staff  was  approved 
and  the  Budget  Committee  presented  its  report  for 
the  proposed  1968-69  budget.  Following  an  explana- 
tion that  the  Budget  Committee  and  the  Executive 
Committee  had  spent  considerable  time  on  the  pro- 
posal ahd  the  fact  that  there  were  no  radical  changes 
being  proposed,  the  new  budget  was  adopted. 

A report  cwi  the  mumps  vaccination  program  in 
Campbell  County  was  accepted  for  information. 
Brief  comments  on  AMA  activities  were  made  by 
AMA  Trustee  Robert  C.  Long,  M.D.  KMA  Presi- 
dent Brockman  then  reminded  the  trustees  that  they 
should  submit  recommendations  on  redistricting  of 
trustee  districts  so  that  a plan  could  be  formulated 
in  July  for  presentation  to  the  House  of  Delegates 
in  September. 

Appropriate  action  was  taken  on  a request  con- 
cerning the  Fair  Labor  Standards  Act  and  the  KMA 
legal  counsel  was  requested  to  publicize  information 
on  this  subject  through  the  medium  of  The  Journal. 

Fred  C.  Rainey,  M.D.,  Chairman  of  the  Legislative 
Committee  for  State  Affairs,  presented  a report  on 
the  1968  Kentucky  General  Assembly,  noting  that 
10  percent  of  the  1,200  bills  introduced  had  medical 
implications.  Following  his  comments,  the  Board 
approved  a resolution  expressing  appreciation  for  all 
of  those  individuals  who  worked  so  diligently  on 
legislative  matters  and  further  accepted  for  informa- 
tion similar  resolutions  passed  by  the  Fayette  County 
Medical  Society. 

A recommendation  from  the  Health  Careers  Com- 
mittee that  it  be  authorized  to  investigate  various 
methods  of  obtaining  funds  for  the  establishment  of  a 
Health  Careers  Council  was  acted  upon  favorably. 
Expression  of  appreciation  was  made  to  the  South- 
eastern Surgical  Congress  for  a contribution  to  the 
McDowell  House  and  changing  the  name  of  the 
KMA  Journal  to  “Kentucky  Medicine”  was  author- 
ized. 

Because  he  had  dedicated  his  life  and  energies  to- 
ward the  betterment  of  Kentucky  medicine,  the 
Board  approved  a motion  that  the  Headquarters  Of- 
fice Building  be  named  for  Mr.  J.  P.  Sanford  and 
that  a dedication  ceremony  be  conducted  during  the 
1968  KMA  Annual  Meeting.  It  was  pointed  out  that 
the  building  became  debt  free  on  April  15. 

Final  action  taken  was  to  authorize  the  introduc- 
tion of  a resolution  to  the  AMA  House  of  Delegates 
in  June  protesting  the  use  of  the  recently  revised 
birth  certificate. 

Fourth  Meeting,  August  15,  1968 

The  primary  purpose  of  the  August  meeting  of 
the  Board  was  to  review  the  reports  of  all  the  com- 
mittees. In  accordance  with  KMA  policy.  Board  ac- 
tion was  taken  on  these  reports  prior  to  their  being 
submitted  to  the  House  of  Delegates.  A number  of 
committee  chairmen  were  present  to  discuss  their  re- 
ports and  members  of  the  Board  had  been  assigned 


specific  reports  for  a thorough  study  prior  to  the 
August  15  meeting. 

Routine  presentations  received  by  the  Board  in- 
cluded those  of  the  President,  Secretary,  Senior  Dele- 
gate to  the  AMA,  and  the  AMA  Board  of  Trustees 
member,  Robert  C.  Long,  M.D.,  Louisville.  Earlier 
in  the  session,  the  Board  approved  a motion  to  en- 
thusiastically support  Doctor  Long  for  election  to  the 
office  of  AMA  President-Elect  at  the  appropriate 
time. 

Comprehensive  Health  Planning  received  consider- 
able discussion  with  plans  outlined  to  initiate  local 
action  by  physicians  in  the  forming  of  Comprehen- 
sive Health  Planning  Councils.  The  Board  als« 
authorized  the  introduction  of  two  resolutions  to  the 
House  of  Delegates  on  legislative  activities  and  one 
on  osteopathic  physicians. 

In  other  action,  the  Board  (1)  selected  its  Judicial 
Council  nomination  for  presentation  to  the  House  of 
Delegates;  (2)  accepted  an  Executive  Committee  re- 
port voting  that  the  1969  Interim  Meeting  would  be 
held  in  Lexington;  (3)  received  a report  from  the 
President-Elect,  Henry  B.  Asman,  M.D.,  relative  to 
plans  for  the  forthcoming  Associational  year;  (4) 
selected  September  18-20  as  Annual  Meeting  dates 
for  1973;  (5)  re-elected  the  editors  of  the  KMA 
Journal  for  a two-year  term,  and;  (6)  approved 
nominations  to  the  KEMPAC  Board. 

Other  items  considered  by  the  Board  for  appro- 
priate action  included  a proposal  for  health  facilities 
planning  in  Frenchburg,  Kentucky,  and  an  ambulance 
attendant  training  project  in  Harlan.  The  Board 
also  accepted  for  information  a Hospital  Committee 
report  whereby  proposed  state  health  department 
teams  would  visit  hospitals  in  Kentucky  to  check 
compliance  with  hospital  licensure  regulations. 

The  meeting  adjourned  after  dates  were  selected 
for  three  sessions  of  the  Board  during  the  KMA 
Annual  Meeting. 

Walter  L.  Cawood,  M.D.,  Chairman 
Board  of  Trustees 

Recommendations,  Reference  Committee  No.  1 

The  committee  was  impressed  with  the  great 
amount  of  work  handled  by  the  Board  of  Trustees 
during  the  past  year.  The  committee  discussed  the 
failure  of  consultation  by  the  health  planning  agen- 
cies with  organized  medicine  in  such  areas  of  mutual 
interest  as  the  Appalachian  Advisory  Health  Plan- 
ning Council  and  the  Emergency  Medical  Services 
Plan  of  the  Highway  Safety  Act.  We  feel  that  it  is 
mandatory  for  the  Board  of  Trustees  to  determine 
what  specific  steps  should  be  taken  to  assure  the 
timely  involvement  of  organized  medicine  to  the 
fullest  extent  in  these  areas. 

The  committee  found  the  copies  of  the  Minutes 
of  the  Board  of  Trustees  meetings  which  were  sub- 
mitted for  consideration  most  helpful.  We  recom- 
mend that  this  policy  be  continued. 

Mr.  Speaker,  I move  the  adoption  and  implemen- 
tation of  this  section  of  the  report. 

(Motion  seconded;  carried) 

Report  of  the  Secretary 

This  is  my  first  report  as  Secretai^  to  the  Ken- 
tucky Medical  Association.  In  preparing  this  report, 
I thought  over  long  periods  of  time  of  original 
things  which  might  be  presented  to  the  House  of 
Delegates  in  this  report.  The  fact  remains,  however, 
that  it  is  the  job  of  the  Secretary  to  primarily  re- 
port to  you  the  facts  and  figures  regarding  the  As- 
sociation as  well  as  the  problems  which  relate  to 
communication  between  the  Medical  Association  and 
its  members  at  large. 

I must  say  that  the  first  year  has  been  quite  an 
eye-opener  for  me.  I have  seen  the  statistics  and 
read  the  reports  of  the  previous  secretary,  Doctor 
Henry  Asman,  who  would  include  in  his  reports  the 
number  of  meetings,  number  of  hours  the  meetings 
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were  attended,  how  long  the  meetings  lasted  and 
the  number  of  doctor  miles  involved.  Let  me  assure 
you  that  these  statistics  are  easy  to  glance  over  and 
not  contemplate  until  you  have  actually  observed 
these  men  in  the  business  of  running  the  Associa- 
tion as  I have  in  this  past  year. 

I have  been  impressed  by  the  dedication,  knowl- 
edge, good  judgment  and  common  sense  with  which 
the  group  of  officers.  Board  members,  and  commit- 
tee members  have  conducted  themselves  and  your 
business.  I am  constantly  amazed  at  the  amount  of 
knowledge  which  these  men  have  regarding  not  only 
local  and  state  affairs,  but  also  national  affairs  which 
pertain  to  medicine.  They  give  their  time  most  will- 
ingly and  spend  as  much  time  as  is  necessary  to 
complete  the  business  at  hand  at  all  of  the  Board 
meetings  and  any  other  meetings  which  I have  at- 
tended. 

To  give  you  some  statistics,  I would  like  to  ex- 
plain to  you  the  amount  of  time  and  effort  con- 
tributed by  numerous  physicians  in  the  working  ses- 
sions of  the  Association.  The  KMA  Board  of  Trust- 
ees has  had  four  Board  meetings  which  lasted  a total 
number  of  26  hours.  There  were  106  members  at 
the  meetings  and  2756  doctor  hours  involved  as  well 
as  21,059  doctor  miles  traveled.  The  Executive  Com- 
mittee met  three  times.  The  meetings  lasted  a total 
of  21  hours  with  19  members  being  present  and  a 
total  number  of  doctor  hours  involved  being  99.  The 
number  of  doctor  miles  traveled  was  3752.  The  total 
number  of  KMA  meetings  was  74  with  196  hours 
involved  in  meetings,  367  doctors  attending,  933  doctor 
hours  involved  and  48,282  doctor  miles  traveled.  It 
is  easy  to  see  from  these  statistics  that  you  are 
being  well  represented  and  that  the  men  whom  you 
have  placed  in  office  and  on  committees  are  doing 
conscientiously  the  work  which  has  been  assigned 
to  them. 

As  you  know,  the  work  of  the  Medical  Associa- 
tion becomes  more  involved  year  by  year.  The  num- 
erous committees  are  constantly  working.  The  Exec- 
utive Committee,  Board  of  Trustees  and  also  the 
Judicial  Council,  which  arbitrates  any  and  all  com- 
plaints, see  them  through  to  the  best  interest  of 
both  the  doctor  and  the  patient. 

A point  which  Doctor  Asman  has  always  brought 
up  in  his  reports,  which  I feel  needs  to  be  re-empha- 
sized each  year,  is  that  you  gentlemen  are  the  elected 
delegates  from  your  particular  areas.  It  is  your  job 
to  conscientiously  attend  the  meetings  and  to  report 
back  to  your  county  societies  on  the  actions  of  the 
House  of  Delegates.  If  each  of  you  attends  the 
meetings  and  is  diligent  about  carrying  home  the 
information  and  distributing  same  to  your  colleagues 
in  your  County  Medical  Society,  then  communica- 
tion will  have  been  established  along  the  natural 
channels  of  the  Society  and  a lot  of  the  complaints 
which  we  hear  from  people  who  say  they  have  no 
knowledge  of  major  policies  of  the  Association  will 
have  no  basis  for  complaint. 

As  you  know,  we  continue  to  send  the  Communi- 
cator to  every  member  once  a month  and  also  the 
Journal  of  the  Kentucky  Medical  Association  carries 
much  information  which  is  important  to  every  phy- 
sician in  this  state.  If  every  physician  will  read  this 
material  thoroughly,  he  will  be  well  informed  on 
what  is  going  on  in  the  Association  and  this  will 
make  him  a better  member  of  the  Kentucky  Medical 
Association. 

I want  to  certainly  give  credit  to  the  members 
of  our  staff  at  the  Kentucky  Medical  Association, 
who  always  work  long  and  hard  and  are  willing  to 
do  anything  at  any  time  to  further  the  interest  of 
medicine  and  do  what  is  best  for  the  Kentucky  Med- 
ical Association. 

S.  Randolph  Scheen,  M.D. 

KMA  Secretary 

Recommendations,  Reference  Committee  No.  1 

The  committee  reviewed  the  Report  of  the  Secre- 
tary and  compliments  him  for  his  job  well  begun. 


Mr.  Speaker,  I move  the  adoption  of  this  section 
of  the  report. 

(Motion  seconded  and  carried.) 

Report  of  the  Editor 

This  has  generally  been  a good  year  for  the 
Journal  of  the  KMA.  The  editors  have  continued  to 
follow  their  policy  of  meeting  on  Monday  mornings 
at  7:30  a.m.,  with  Mr.  Robert  Cox  and  Mrs.  Peggy 
Roberts  to  consider  the  material  relating  to  the 
Journal.  This  includes  correspondence,  scientific  arti- 
cles, special  articles,  editorials,  and  business  matters. 
It  is  a good  group  of  people,  and  they  work  well 
together. 

We  of  course  miss  Joe  Sanford  who  over  the  many 
years  made  such  a great  contribution  to  the  KMA 
Journal.  The  May  issue  of  the  Journal  was  dedicated 
to  his  memory. 

During  this  past  year.  Doctor  Charles  C.  Smith, 
Jr.,  of  Louisville,  became  Scientific  Editor  of  the 
Journal  and  has  done  an  excellent  job. 

It  has  also  been  a good  year  from  the  standpoint 
of  the  number  and  quality  of  the  scientific  articles 
submitted  for  publication.  Special  articles  from  the 
students  of  the  two  medical  schools  were  initiated 
this  year.  These  have  turned  out  to  be  stimulating 
and  thought  provoking. 

The  editors  and  the  staff  have  considered  chang- 
ing the  cover  of  the  Journal  and  the  name  from  the 
Journal  of  the  Kentucky  Medical  Association  to 
“Kentucky  Medicine.”  This  matter  is  still  under  con- 
sideration, and  the  editors  would  welcome  reactions 
to  this  possible  change  in  the  title. 

We  extend  our  sincere  appreciation  to  all  of  those 
who  advertise  in  the  Journal.  We  believe  the  quality 
of  the  advertising  material  is  superior.  In  the  Janu- 
ary issue  of  the  Journal  this  year,  more  advertising 
was  carried  than  ever  before  in  the  Journal. 

Walter  S.  Coe,  M.D.,  Editor 

Recommendations,  Reference  Committee  No.  1 

The  committee  studied  the  Report  of  the  Editor 
and  feels  that  the  Journal  has  done  well  in  the  past 
year.  The  matter  of  a name  change  was  discussed, 
and  the  committee  feels  that  there  may  be  some 
loss  of  identification  of  the  Journal  with  organized 
medicine  in  Kentucky  by  such  a change.  We  think 
final  determination  in  this  matter  should  be  left  to 
the  discretion  of  the  editorial  staff. 

Mr.  Speaker,  I move  the  adoption  of  this  section 
of  the  report. 

(Motion  seconded;  carried) 

Report  of  the  Treasurer* 

I would  like  to  call  to  the  attention  of  the  mem- 
bership that  the  final  payment  on  the  KMA  Head- 
quarters Office  building  was  paid  in  April  of  this 
year.  It  was  originally  anticipated  that  this  would 
not  be  accomplished  until  1971. 

Available  to  all  members  of  the  Association  is 
the  completed  report  of  the  audit  for  the  fiscal  year 
ending  June  30,  1968,  at  the  KMA  Headquarters 
Office,  3532  Janet  Avenue,  Louisville,  Ky.,  40205. 

Keith  P.  Smith,  M.D. 

KMA  Treasurer 

Recommendations,  Reference  Committee  No.  1 

The  Report  of  the  Treasurer  and  accompanying 
figures  were  examined.  A cursory  examination  of  the 
figures  seems  to  indicate  a surplus  of  funds.  How- 
ever, it  should  be  realized  that  this  is  a result  of 
unstaffed  positions  and  administrative  changes  in  the 
past  year.  We  think  that  the  financial  affairs  of 
the  Association  are  in  good  order. 

Mr.  Speaker,  I move  the  adoption  of  this  section 
of  the  report. 

(Motion  was  seconded  and  carried) 

*(NOTE:  Please  see  October  Journal  of  KMA  Or- 
ganization Section  page  917  for  graph  showing  dis- 
tribution of  KMA  funds.) 
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Report  of  Delegates  to  AMA 

Your  AMA  delegates  have  attended  the  two  ses- 
sions of  the  House  of  Delegates  of  the  AMA  re- 
spectively in  Houston  in  November,  1967,  and  in 
San  Francisco  in  June  of  1968.  The  tone  for  the 
Houston  meeting  of  November,  1967,  was  set  by 
the  dynamic  president,  Milford  O.  Rouse,  M.D., 
when  he  called  for  a positive  leadership  in  the 
AMA  and  evidence  of  visible  action  by  the  medical 
profession  as  a means  of  preventing  further  govern- 
ment take-over  of  the  practice  of  medicine.  Doctor 
Rouse  stressed  that  this  was  not  medicine’s  problem 
alone  but  that  the  future  attitude  of  the  nation 
towards  free  enterprise  hangs  in  the  balance  de- 
pending upon  our  willingness  to  accept  an  overall 
community  action  program,  both  from  the  stand- 
point of  the  medical  profession,  and  also  as  a com- 
munity project.  A major  concern  of  this  House  at 
the  November  meeting  was  the  Health  Manpower 
Act  and  report  which  the  government  has  set  forth 
pertaining  to  overall  manpower  organization  in  the 
medical  field  throughout  the  country.  This  report 
was  received  too  late  for  any  action  by  the  House 
of  Delegates  and  it  is  recommended  for  your  in- 
vestigation pertaining  to  overall  recommendations  re- 
garding health  care  in  this  nation. 

Medicare  and  Medicaid  were  again  brought  to  the 
attention  of  the  House  and  the  House  reaffirmed 
its  support  for  direct  billing  under  federal  programs 
and  adopted  a resolution  regarding  collection  and 
public  dissemination  of  figures  of  administrative 
costs  of  Medicare.  It  reaffirmed  its  belief  of  the 
physicians  right  to  bill  all  patients,  including  Title 
XIX  patients,  and  restated  its  position  regarding  re- 
imbursement under  usual,  customary  and  reasonable 
fees  for  professional  services.  The  House  also  reaf- 
firmed in  a resolution  and  requested  the  support  of 
the  Board  of  Trustees  to  seek  additional  ways  for 
helping  AMPAC  enlarge  its  activities  and  its  as- 
sistance to  state  medical  political  action  committees 
as  a very  vital  means  of  preventing  further  govern- 
ment domination  of  medical  affairs. 

The  House  resolved  also  a proposal  of  necessity 
of  having  physicians  on  hospital  boards  of  trustees 
as  a most  effective  means  of  liaison  between  medi- 
cal staff  and  hospital  governing  authorities.  Other 
organizational  procedures  adopted  by  the  House  con- 
cerning the  president,  president-elect  and  vice  presi- 
dent were  done  from  an  organizational  standpoint. 

Also  the  House  adopted  a statement  of  11  pur- 
poses and  responsibilities  of  the  AMA  which  were 
designed  to  define  more  clearly  the  overall  purpose 
as  written  in  the  Constitution.  These  are  submitted 
to  you  in  their  entirety. 

1.  By  encouraging  the  further  development  of 
medical  knowledge,  skills,  techniques  and  drugs;  and 
by  maintaining  the  highest  standards  of  practice  and 
health  care. 

2.  By  creating  incentives  to  attract  increasing  num- 
bers of  capable  people  into  medicine  and  other 
health-care  professions. 

3.  By  advancing  and  expanding  the  education  of 
physicians  and  other  groups  in  the  health-care  field. 

4.  By  motivating  skilled  physicians  who  have  the 
art  of  teaching  to  apply  themselves  to  developing 
new  generations  of  excellent  practitioners. 

5.  By  fostering  programs  that  will  encourage  medi- 
cal and  health  personnel  to  serve  voluntarily  in  the 
areas  of  need  for  medical  care. 

6.  By  developing  techniques  and  practices  that 
will  moderate  the  costs  of  good  medical  and  health 
care. 

7.  By  seeking  out  and  fostering  means  of  making 
all  health-care  facilities — physicians’  offices,  hospit- 
als, laboratories,  clinics  and  others — as  efficient  and 
economical  as  good  medical  practice  and  attention 
to  human  values  will  permit. 

8.  By  combining  the  utilization  of  the  latest 
knowledge  for  prevention  and  treatment  with  the 


vital  healing  force  of  the  physician’s  personal  knowl- 
edge of  and  devotion  to  his  patient. 

9.  By  maintaining  the  impetus  of  dedicated  men 
and  women  in  providing  excellent  health  care  by 
preserving  the  incentives  and  effectiveness  of  un- 
shackled medical  practice. 

10.  By  maintaining  the  highest  level  of  ethics  and 
professional  standards  among  all  members  of  the 
medical  profession. 

11.  By  continuing  to  provide  leadership  and  guid- 
ance to  the  medical  profession  of  the  world  in  meet- 
ing the  health  needs  of  changing  populations. 

The  117th  Annual  Convention  of  the  AMA  was 
held  June  16-20,  1968  at  the  Fairmont  Hotel  in 
San  Francisco.  The  opening  session  of  the  House  of 
Delegates  on  Sunday  afternoon  was  interrupted  when 
two  men  seized  the  microphone  at  the  front  of  the 
podium  and  insisted  upon  addressing  the  House.  One 
was  a senior  medical  student  from  Stanford  and  the 
other  was  a welfare  worker  and  official  of  the  Bay 
Area  Poor  People’s  Campaign.  The  Speaker  of  the 
House  of  Delegates,  Walter  Bornemeier,  M.D.,  main- 
tained order  while  the  two  men  took  turns  speaking 
for  a total  of  13  minutes.  On  Tuesday  a written 
statement  was  presented  to  the  Speaker  of  the  House 
setting  forth  the  objectives  of  the  Medical  Com- 
mittee on  Human  Rights,  and  it  was  read  to  the 
House  as  a matter  of  Information. 

The  entire  mood  and  pace  of  the  AMA  House  of 
Delegates  meeting  in  San  Francisco  was  set  when 
the  President  of  the  AMA,  Milford  O.  Rouse,  M.D., 
in  his  final  report  to  the  House  at  the  opening  ses- 
sion quoted  Patrick  Henry  saying,  “I  know  of  no 
way  to  judge  the  future  but  by  the  past” — “to  con- 
sider seriously  the  lessons  of  the  past  present  signifi- 
cant challenges  of  the  future”.  Doctor  Rouse  further 
said,  “This  growing  affection  for  anarchy  . . . this 
burgeoning  attitude  that  any  means,  however  violent, 
however  distasteful,  however  destructive  of  the  rights 
and  property  of  others,  is  justified  to  reach  an  end 
desirable  to  a single  group  . . . must  be  changed  if 
the  progress  of  our  nation  is  to  continue.”  The 
AMA  President  said,  “an  honest  ‘re-evaluation’  of 
the  way  society’s  problems  can  best  be  solved  in  the 
interests  of  all  of  society  is  necessary”. 

Doctor  Dwight  L.  Wilbur  took  the  office  of  Presi- 
dent of  AMA  in  his  home  state.  Doctor  Wilbur 
pointed  out  that  in  the  next  25  years  we  will  see 
greater  change  than  ever  before  in  medicine.  He 
indicated  that  the  key  question  is  who  and  what 
will  shape  public  opinion  to  bring  about  the  proper 
changes.  Doctor  Wilbur  stated  in  his  address  that 
medicine’s  advice  and  role  in  the  future  will  be  suc- 
cessful only  if  it  has  the  support  of  public  opinion. 
He  indicated  that  as  physicians  we  have  the  ability, 
and  we  must  not  fail  to  act  and  assure  leadership 
in  the  larger  area  of  social  and  economic  change. 

A complete  statistical  summary  of  the  meeting  of 
the  House  of  Delegates  of  the  AMA  might  be  stated 
as  follows: 

The  House  was  in  session  for  a total  of  13  hours 
and  42  minutes.  It  handled  143  items  of  business 
which  included  84  resolutions,  39  reports  from  the 
Board.  7 from  the  Council  on  Bylaws,  4 from  the 
Council  on  Medical  Education,  5 from  the  Council 
on  Medical  Service,  2 from  the  Judicial  Council  and 
2 special  reports.  Of  all  these  items,  14  were  ac- 
cepted or  approved  for  information,  62  were  adopted, 
approved  or  accepted,  3 1 were  referred  to  the  Board 
and/or  councils  and  committees,  20  were  replaced 
by  substitute  resolutions,  10  were  rejected,  2 were 
postponed  until  the  next  meeting  of  the  House,  1 
was  tabled  and  3 were  withdrawn.  It  is  evident  from 
this  amount  of  business  that  your  three  Delegates 
and  Alternate  Delegates  from  Kentucky  had  to  do  a 
considerable  amount  of  study  in  order  to  know  what 
was  going  on.  All  of  this  business  was  divided  among 
some  ten  reference  committees  for  discussion  and 
recommendation.  Many  physicians  and  staff  people 
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assisted  the  Delegates  in  covering  these  reference 
reports  and  reporting  back  to  our  caucus  meeting. 

Before  giving  you  a brief  report  of  the  actions 
by  subject  matter,  let  us  report  on  the  elections. 
Doctor  Gerald  D.  Dorman  of  New  York  was  named 
President-Elect.  Doctors  Walter  C.  Bornemeier  of 

j Illinois  and  Russell  B.  Roth  of  Pennsylvania,  were 

re-elected  to  their  respective  posts  of  Speaker  and 
Vice-Speaker.  Four  Trustees  were  elected  to  the 
Board  as  follows:  Doctors  L.  O.  Simenstad,  Wis- 
consin; Raymond  T.  Holden,  Washington,  D.C.;  John 
M.  Chenault,  Alabama;  and  John  R.  Karnodle, 
North  Carolina.  Doctor  Walter  H.  Judd  was  elected 
to  succeed  himself  on  the  Judicial  Council.  Doctor 
Robert  B.  Hunter  was  elected  to  the  Council  on 
Constitution  and  Bylaws;  and  for  the  Council  on 
Medical  Education,  Doctors  Francis  L.  Land  and  E. 
Bryce  Robinson,  Jr.,  were  re-elected.  To  the  Council 
on  Medical  Service  were  elected  Doctors  Burns  A. 
Dobbins  and  Drew  M.  Petersen  along  with  Doctor 
W.  B.  Hildebrand  to  fill  the  term  of  a Board  mem- 
ber. 

In  an  effort  to  be  brief  and  concise  for  this  re- 
port, we  will  state  that  of  all  the  business  handled, 
the  subject  matter  might  be  organized  and  reported 
to  vou  under  nine  general  headings.  Those  headings 
with  a brief  comment  are  as  follows: 

Eliminating  Discrimination 

The  Council  on  Constitution  and  Bylaws  will 
draw  up  the  necessary  wording  for  a Bylaw  amend- 
ment stating  that  in  addition  to  receiving  any  ap- 
peals involving  discrimination  for  color,  creed,  race, 
religion  or  ethnic  origin,  the  Judicial  Council  shall, 
if  it  determines  the  allegations  are  indeed  true,  ad- 
monish, censure  or  in  the  event  of  repeated  viola- 
tions, recommend  to  the  House  of  Delegates  that 
the  state  association  involved  be  declared  to  be  no 
longer  a constituent  association  of  the  AMA. 

Health  Care  Costs  and  Financing 

There  was  much  discussion  in  this  area  and  many 
resolutions  and  reports.  A resolution  urged  that  all 
state  and  local  societies  act  swiftly  in  all  instances 
of  known  exploitation  and  excessive  charges  for 
health  care  that  may  occur  in  their  jurisdiction.  It 
was  agreed  that  adequate  health  care  should  be  avail- 
able to  all  who  need  it.  A resolution  was  adopted 
with  the  principle  of  graduated  income  tax  credits 
for  premiums  paid  for  health  insurance  and  the 
House  approved  a recommendation  that  a technical 
evaluation  of  the  full  potentialities  of  the  AMA  in 
the  field  of  economics  of  health  care  be  carried 
out  by  a small  advisory  group  of  competent,  na- 
tionally recognized  economists.  It  is  expected  that 
this  will  be  done  promptly. 

Legislation  and  Relationship  with  Government 

The  House  adopted  a Board  report  on  compre- 
hensive health  planning,  urging  all  states  that  have 
not  already  done  so  should  have  informational  con- 
ferences on  this  subject  and  orient  the  medical  pro- 
fession at  the  local  level.  Physicians  at  the  state 
and  local  level  should  have  pertinent  information 
and  references  on  PL  89-749  and  PL  89-239.  The 
Board  was  authorized  to  create  a Handbook  on  Pro- 
totypes of  Community  Planning  for  Health  Services. 
The  House  said  that  government  programs  could  not 
be  ignored  and  that  there  is  no  easy  solution  to  the 
dilemma  of  good  medical  care.  The  government  is 
increasingly  involved  in  research  and  experiments 
in  the  delivery  of  health  services  and  also  in  the 
payment  of  care.  There  is  a multiplicity  of  pro- 
grams. The  Council  on  Medical  Service  recom- 
mended and  the  House  approved  that  societies  may, 
after  mature  consideration,  legitimately  take  part  in 
government  programs.  The  AMA  should  trust  to  the 
good  sense  of  the  individual  state  and  county  socie- 
ties to  recognize  the  serious  import  and  the  need 
for  careful  study  before  deciding  on  any  steps  to 
cooperate.  The  AMA  requested  the  Secretary  of 
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HEW  to  continue  to  solicit  the  advice  and  counsel 
of  practicing  physicians  designated  by  their  medical 
associations  in  formulating  future  plans.  In  this  area, 
they  also  approved  a resolution  that  the  AMA  con- 
tinue to  espouse  the  private,  fee-for-service  practice 
of  medicine  and  further  resolved  that  the  AMA 
strongly  disapprove  the  provision  of  funds  by  the 
federal  government  for  subsidizing  any  one  form  of 
organizational  medical  practice. 

Major  reports  and  resolutions  were  presented 
which  involved  the  subject  of  “Legislation  and  the 
Relationship  with  Government”.  Among  other  sub- 
jects considered  in  this  area  was  that  the  promotion 
of  solo  practice  as  well  as  group  practice,  extended 
care  facilities,  elimination  of  recertification  ideas, 
continue  to  permit  direct  billing,  the  establishment 
of  a separate  department  of  health  headed  by  a 
doctor,  an  AMA  educational  program  on  smoking 
and  also  government  disaster  programs. 

Manpower 

In  response  to  a Board  request,  a new  Council  on 
Health  Manpower  was  created.  This  replaced  the  old 
Committee  on  Health  Manpower.  This  Council  will 
work  with  all  allied  health  professions  in  the  re- 
cruitment of  personnel.  The  Board  report  was  ap- 
proved to  review  studies  of  the  status  of  foreign 
medical  graduates  in  the  hope  of  an  organizational 
and  financial  support  of  a commission  outside  of 
government  to  coordinate  fully  all  activities  involv- 
ing foreign  medical  graduates. 

Education,  Medical  and  Allied 

Their  report  urged  component  societies  to  make 
every  effort  to  give  additional  financial  support  to 
medical  schools.  Essentials  of  Approved  Residencies 
pertaining  to  general  practice,  physical  medicine  and 
rehabilitation  were  revised.  The  House  referred  to 
the  Board  protests  regarding  the  change  of  Essen- 
tials for  Accredited  Schools  of  Medical  Technology 
by  the  pathologists  and  question  of  osteopathic  phy- 
sicians being  admitted  to  hospitals  for  approved  in- 
ternship and  residency  programs.  There  was  a reso- 
lution to  establish  a joint  commission  on  accredita- 
tion of  nursing  schools  with  the  AMA,  AHA,  ANA 
and  the  National  League  for  Nursing. 

Infant  Mortality 

The  House  approved  a statement  on  infant  mor- 
tality prepared  by  the  Committee  on  Maternal  and 
Child  Welfare  of  the  Council  on  Medical  Service. 
This  report  said  that  we  recognize  the  fact  that  un- 
favorable environmental  and  socio-economic  factors 
as  well  as  medical  factors  are  involved  in  infant 
mortality.  It  said  that  the  AMA  should  inaugurate 
and  support  programs  of  health  education  for  good 
maternal  and  child  health  practices.  Also  good  family 
life  and  sex  education  should  be  as  a health  care 
resource.  The  AMA  should  give  impetus  to  the 
broad  inclusive  programs  of  care  for  unwed  mothers. 
The  AMA  should  provide  leadership  in  programs  to 
obtain  national  uniform  registration  statutes  for 
births  and  deaths.  In  order  to  have  truly  comparable 
statistics,  the  AMA  believes  that  there  should  be 
programs  directed  toward  more  accurate  uniform  re- 
porting in  this  area.  Regarding  quality  and  availabili- 
ty of  care,  the  report  urged  that  state  and  com- 
ponent societies  should  evaluate  existing  care  and 
take  leadership  in  delivering  services  in  locations 
where  it  is  found  to  be  deficient.  The  AMA  has 
been  asked  to  stimulate  research  into  the  cause  and 
prevention  of  crib  deaths. 

Transplantation  and  General  Thoughts  on  Patient 
Care 

A Judicial  Council  report  was  adopted  on  ethical 
guidelines  for  organ  transplantation.  One  of  the  im- 
portant points  here  was  that  when  a vital  or  single 
organ  is  to  be  transplanted,  the  death  of  the  donor 
shall  have  been  determined  by  at  least  one  physician 
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other  than  the  recipient’s  physician.  Death  shall  be 
determined  by  the  clinical  judgment  of  the  physician. 
The  determination  shall  be  made  by  all  available, 
currently  accepted  scientific  tests.  The  House  ap- 
proved a report  regarding  muliphasic  screening  pro- 
grams, saying  that  they  should  be  relatively  simple, 
easy  to  administer  and  interpret.  All  such  screening 
programs,  the  report  said,  should  meet  five  basic 
criteria.  These  are  reliability,  validity,  yield  of  in- 
formation, cost,  acceptance  by  physicians,  individual 
laymen  and  the  community.  The  Board  was  directed 
by  the  House  to  evaluate  the  practicality  and  feasi- 
bility of  establishing  a national  health  data  banking 
system.  In  this  general  area  the  House  adopted  an 
emblem  for  slow-moving  vehicles  such  as  tractors 
and  construction  equipment.  Members  were  encour- 
aged to  help  alleviate  architectural  barriers  to  the 
handicapped  and  the  medical  profession  was  encour- 
aged to  educate  the  public  in  safeguards  regarding 
the  treatment  of  obesity.  Local  medical  societies 
were  encouraged  to  formally  adopt  the  AMA  policy 
statement  on  chiropractic  as  a health  hazard  posed 
by  this  cult. 

Hospitals 

Communication  has  been  increased  between  phy- 
sicians and  hospitals  through  the  new  AMA  publica- 
tion entitled  “Medical  Staff-In-Action”.  A Board  re- 
port was  approved  in  noting  that  new  Standards  for 
Hospital  Accreditation  are  under  way  by  the  Joint 
Commission  on  Accreditation  of  Hospitals.  The  Board 
was  directed  to  ask  the  AMA  Commissioners  of  the 
JCAH  to  arrange  for  the  tentative  draft  of  new 
standards  to  be  submitted  to  the  individual  state  as- 
sociations for  comment  before  final  adoption.  The 
House  again  urged  that  adequate  representation  of 
medical  staffs  be  permitted  on  the  voting  member- 
ship of  hospital  governing  bodies.  The  House  recom- 
mended that  JCAH,  AHA,  state  and  local  societies 
be  cautioned  that  the  practice  of  medicine  be  pre- 
served and  the  responsibility  of  the  physician  and 
that  of  para-medical  personnel  not  be  placed  in 
the  position  of  practicing  medicine  with  or  without 
consent  by  contract.  In  other  words,  contractural 
agreements  should  be  carefully  negotiated. 

Public  Relations 

A Board  report  was  adopted  that  reproduced  a 
long  statement  by  the  AMA’s  public  relations  coun- 
sel, Mr.  Philip  Lesly.  The  title  of  this  paper  was 
“Considerations  for  Coping  with  the  New  Climate  In- 
volving Health  Care”.  This  report  was  approved,  and 
it  Indicates  that  the  foundations  of  public  relations 
for  the  medical  profession  must  be  practical,  positive, 
anticipatory  on  the  initiative  augmented  by  voices 
of  laymen  and  selective.  Selective,  of  course,  means 
that  AMA  programs  must  have  priority  with  the 
full  knowledge  that  it  will  mean  passing  up  many 
things  that  appear  to  need  attention  but  are  not  as 
important  on  the  priority  list. 

AMA  Financial  Status 

As  the  last  major  subject  heading,  we  may  note 
that  the  House  accepted  for  information  a Board 
report  concerning  the  fiscal  uncertainties  which  lie 
ahead  for  the  AMA.  The  report  said  that  it  is  an- 
ticipated that  a substantial  increase  in  the  budget 
of  the  AMA  will  be  necessary  within  the  next  few 
years  if  the  AMA  is  to  fulfill  its  mission.  Cost  of 
printing  and  paper  have  been  rising  sharply  and  also 
there  is  the  pressure  of  inflation.  Also,  this  report 
stated  that  the  tax  effect  of  the  IRS  regulations  is 
not  known  where  the  gross  income  of  the  AMA  on 
its  advertising  is  involved.  The  AMA  received  ap- 
proximately $13  million  annually  from  its  advertis- 
ing in  its  publications  before  deduction  of  costs  and 
allowable  expenses.  The  Board  did  not  recommend 
any  increase  in  dues  at  this  time  because  it  wanted 
additional  information  regarding  various  matters  that 
affect  the  AMA’s  financial  condition.  The  House 
adopted  a resolution  urging  positive  action  to  en- 


courage reduction  of  the  expenditures  of  the  Associa- 
tion wherever  possible. 

Final  Note 

There  were  other  miscellaneous  actions  such  as 
changes  in  sections  and  section  titles,  constitution 
and  bylaws,  rules  of  order  and  procedures,  awards 
for  scientific  work  as  always  given  by  the  AMA  and 
reports  from  AMA-ERF  as  well  as  the  Woman’s 
Auxiliary  and  the  Student  American  Medical  As- 
sociation. 

Let  me  close  by  saying  that  your  delegates  from 
Kentucky  to  the  AMA  were  kept  busy  as  usual.  I 
extend  my  appreciation  to  both  Doctor  John  Quer- 
termous  and  Doctor  Charles  Rutledge  for  their  valu- 
able assistance  and  also  for  the  valuable  assistance 
of  our  alternate  delegates.  Doctors  David  Stevens, 
Charles  Bryant  and  Daryl  Harvey.  As  always,  we 
received  valuable  assistance  from  many  other  phy- 
sicians attending  the  national  meeting  and  from  the 
society  staffs. 

J.  Thomas  Giannini,  M.D. 

Delegate  to  AMA 

Recommendations,  Reference  Committee  No.  1 

The  committee  studied  the  Report  of  the  AMA 
Delegate  and  commends  Doctor  Giannini  for  this 
comprehensive  statement.  The  committee  urges  the 
Board  of  Trustees  to  quickly  obtain  all  pertinent 
information  concerning  Comprehensive  Health  Plan- 
ning so  that  individual  trustees  may  schedule  early 
informational  conferences  for  orientation  of  the  medi- 
cal profession  at  the  local  level  as  called  for  by 
the  AMA  House  of  Delegates. 

Mr.  Speaker,  I move  the  adoption  and  implemen- 
tation of  this  section  of  the  report. 

(Motion  seconded;  carried) 


Report  of  the  Executive  Secretary 

I could  not  begin  the  report  of  the  Executive  Sec- 
retary for  this  year  without  first  expressing  some 
thoughts  concerning  the  March  25  death  of  Joe 
Sanford  who  had  served  with  unswerving  dedication 
and  untiring  efforts  as  your  executive  secretary  since 
1951.  It  was  my  pleasure  to  have  had  the  opportunity 
to  work  closely  with  him  for  his  last  six  years,  and 
I shall  be  ever  grateful  for  the  training  and  experi- 
ences he  shared  with  me.  He  was  both  an  effective 
leader  and  a close  friend. 

My  appreciation  has  been  expressed  to  the  mem- 
bers of  the  Board  of  Trustees  for  their  confidence 
in  selecting  me  as  your  executive  secretary  during 
the  Interim  Meeting  in  Covington  on  April  17.  In 
recognizing  the  challenge  before  me  and  in  assum- 
ing this  responsibility,  I pledge  to  the  Board,  the 
members  of  the  House  of  Delegates  and  the  KMA 
membership  that  your  desires  will  be  fulfilled  to  the 
very  best  of  my  ability,  and  I shall  strive  for  the 
continued  growth  of  this  organization  in  all  of  its 
endeavors. 

In  this  new  position,  it  has  become  even  more 
obvious  to  me  that  the  multitude  of  varied  activi- 
ties, their  scope  and  depth  as  relates  to  the  re- 
sponsibility of  the  Headquarters  Office,  could  never 
be  presented  to  you  in  a single  report.  In  fact,  it 
would  take  a lengthy  report  to  give  you  the  com- 
plete details  surrounding  any  one  of  KMA’s  pro- 
grams. 

In  summary  form,  the  following  are  the  types  of 
activities  that  keep  your  staff  busy  from  day  to  day 
under  appropriate  supervision  of  committee  chairmen, 
officers,  and  the  Board  of  Trustees:  The  arrangements 
and  promotion  of  such  major  meetings  as  the  In- 
terim and  Annual  Meetings;  similar  functions  for 
special  meetings  such  as  the  Senior  Day  programs, 
the  Conference  on  Medical  Education,  and  other 
sessions  sponsored  by  KMA  or  in  cooperation  with 
an  allied  group. 
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A major  workload  evolves  around  the  staffing  of 
some  35  committees  and  implementing  their  projects 
and  actions;  continuing  responsibilities  as  those  al- 
lied with  the  monthly  publication  of  the  KMA  Jour- 
nal; the  records  keeping,  promotion  and  presenta- 
tion of  the  Orientation  Course  semi-annually;  or  the 
many  facets  of  operating  the  Rural  Kentucky  Medi- 
cal Scholarship  Fund  which  has  now  loaned  nearly 
$900,000  through  its  revolving  account;  the  main- 
taining of  close  contact  with  our  members  through 
the  travels  of  the  field  service  division,  the  month- 
ly publication  of  the  Communicator,  direct  mailings, 
many  daily  telephone  calls  and  an  unlimited  amount 
of  correspondence  received  needing  replies  and  often 
action;  the  continuous  work  required  in  legislative 
activities  climaxed  in  a legislative  year  as  was  this 
year,  and  the  daily  growth  of  duties  associated  with 
governmental  medical  programs. 

In  addition  are  such  time  consuming  matters  as 
personnel  recruitment,  building  and  grounds  main- 
tenance, inventory  of  supplies,  discussions  with  visi- 
tors almost  daily,  etc. 

During  this  past  Associational  year,  your  executive 
staff  has  accumulatively  attended  nearly  150  com- 
mittee and  other  KMA  sponsored  meetings,  nearly 
100  other  meetings  of  related  interest,  and  represent- 
ed the  Association  by  spending  over  50  “staff  days” 
at  out  of  state  meetings. 

This  has  just  briefly  highlighted  some  of  the  ac- 
tivity in  your  Headquarters  Office.  I hope  it  helps 
to  demonstrate  that  KMA  is  a valuable  and  working 
organization  for  its  members  and  that  it  performs 
a most  worthy  service  to  all  of  Kentucky’s  citizens. 

I would  also  like  to  report  that  the  reorganizatlon- 
al  structure  of  KMA,  a recommendation  of  the  Com- 
mission to  Study  the  Reorganization  of  KMA  last 
year,  became  effective  during  this  Associational  year 
with  gratifying  results.  The  discontinuance  of  the 
councils  and  a combining  of  committee  duties  de- 
creased the  number  of  committees  and  helped  elimi- 
nate duplication  and  the  overlapping  of  activities 
without  hampering  the  attainment  of  any  of  our 
desired  goals.  The  committee  meetings  were  more 
meaningful  and  such  “streamlining”  appears  to  be 
an  essential  element  for  any  progressive  organization 
today. 

I want  to  express  a very  special  appreciation  this 
year  to  the  President,  Chairman  of  the  Board,  Speak- 
er of  the  House,  Editors,  Secretary,  Treasurer,  and 
other  officers  and  the  committee  chairmen  for  their 
tolerance  and  understanding,  their  effective  super- 
vision and  their  time  and  counsel  with  staff. 

We  are  pleased  to  introduce  to  you  Mr.  William 
T.  Applegate,  our  new  Executive  Assistant  on  the 
staff.  His  duties  will  be  many  and  varied  and  he 
will  be  working  with  a large  number  of  our  commit- 
tees. As  of  this  writing,  we  are  conducting  numerous 
interviews  to  fill  another  executive  staff  position, 
that  of  the  Assistant  Director  of  Field  Service. 

It  is  difficult  for  me  to  find  words  to  express 
my  deep  gratitude  to  a loyal,  efficient  and  dedicated 
staff.  Particularly  during  this  year,  with  both  new 
employees  and  a change  of  responsibilities  of  other 
staff  personnel,  they  have  demonstrated  their  willing- 
ness to  go  beyond  “the  call  of  duty”  to  discharge 
their  duties  in  a superb  fashion. 

Robert  G.  Cox 
Executive  Secretary 


Recommendations,  Reference  Committee  No.  1 
The  committee  reviewed  the  Report  of  the  Execu- 
tive Secretary. 

The  committee  feels  that  it  would  be  appropriate 
for  the  House  of  Delegates  to  express  to  Mrs. 
Sanford  that  the  House  still  keenly  feels  a deep 
sense  of  appreciation  for  the  years  of  dedicated 
service  that  Joseph  P.  Sanford  gave  to  this  organi- 
zation, its  officers,  and  the  individual  members  of 
the  House  of  Delegates. 


The  committee  congratulates  Mr.  Cox  on  his  ex- 
cellent efforts  in  conducting  the  affairs  of  the  Associ- 
ation. 

Mr.  Speaker,  I move  the  adoption  and  implemen- 
tation of  this  section  of  the  report. 

(Motion  seconded;  carried) 

Following  the  passage  of  this  section  of  Ref- 
erence Committee  No.  I’s  report,  the  Speaker 
recognized  Lee  C.  Hess,  M.D.,  Delegate  from 
Boone  County,  who  made  a motion  that  the 
House  of  Delegates  stand  and  give  a moment’s 
recognition  in  memory  of  Mr.  J.  P.  Sanford. 
The  motion  was  seconded  and  carried.  The 
members  of  the  House  rose  for  a moment  of 
silent  tribute  to  Mr.  Sanford. 

Resolution  E 

Fayette  County  Medical  Society 

WHEREAS,  the  quality  of  service  rendered  to  the 
public  and  to  our  physicians  by  our  state  associa- 
tion depends  in  part  upon  the  motivation,  interest, 
and  initiative  of  our  physician  leadership;  and 

WHEREAS,  these  qualities  of  leadership  can  be 
developed  only  through  exposure  to  and  education 
for  the  various  activities  involved;  and 

WHEREAS,  the  American  Medical  Association 
and  related  organizations  provide  national  meetings 
of  direct  and  vital  interest  to  medical  society  ac- 
tivities; and 

WHEREAS,  the  Board  of  Trustees  and  House  of 
Delegates  represent  the  official  leadership  of  our  as- 
sociation outside  of  the  elected  officers;  therefore  be 
it 

RESOLVED:  that  sufficient  funds  and  scheduling 
of  participants  be  established  by  the  Executive  Com- 
mittee so  that  a variety  of  trustees,  delegates  and/or 
officers  can  attend  the  various  national  meetings 
Involved. 

Recommendations,  Reference  Committee  No.  1 
Resolution  E,  KMA  Participation  in  National 
Meetings  introduced  by  the  Fayette  County  Medical 
Society,  was  considered  in  light  of  the  Constitutional 
requirements  in  Chapter  IX,  Section  3,  concerning 
funding.  With  this  in  mind,  the  committee  recom- 
mends that  the  Resolve  be  amended  to  read: 

“RESOLVED:  that  scheduling  of  participants  be 
studied  by  the  Executive  Committee  so  that  a va- 
riety of  trustees,  delegates  and/or  officers  can 
attend  the  various  national  meetings  involved.” 
Mr.  Speaker,  I move  the  adoption  and  implemen- 
tation of  this  section  of  the  report. 

(Motion  was  seconded  and  carried.) 


Resolution  L 

Jefferson  County  Medical  Society 

WHEREAS,  in  September,  1968,  a communication 
was  received  from  the  Board  of  Trustees  of  AMA 
that  F.  J.  L.  Blasingame,  M.D.,  was  terminating  his 
service  as  Executive  Vice  President  of  the  AMA; 
and 

WHEREAS,  Ernest  B.  Howard,  M.D.,  has  been 
named  by  the  AMA  Board  of  Trustees  as  acting 
Executive  Vice  President;  and 

WHEREAS,  the  permanent  position  of  Executive 
Vice  President  will  not  be  filled  until  after  the 
Clinical  Meeting  of  the  AMA  in  Miami  Beach,  De- 
cember 1-4,  1968;  and 

WHEREAS,  the  important  role  of  the  AMA  in 
the  daily  life  and  future  of  each  private  practicing 
physician  as  well  as  the  collective  medical  profes- 
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sion  in  determining  the  best  medical  care  for  all 
citizens  in  this  country  is  well-known;  and 

WHEREAS,  historically  the  AMA  permanent  staff 
has  been  headed  by  physicians,  a policy  which  has 
been  followed  to  insure  the  confidence  of  the  in- 
dividual physician  member  in  the  AMA;  therefore 
be  it 

RESOLVED,  that  this  Kentucky  House  of  Dele- 
gates instruct  its  Delegates  to  the  AMA  to  offer  a 
resolution  at  the  next  AMA  meeting  to  amend  the 
By-Laws  of  the  American  Medical  Association  as 
follows.  Amend  Chapter  XVII,  Section  4,  Paragraph 
(E)  to  read  as  follows: 

“(E)  Appoint  an  Executive  Vice  President,  who 
shall  be  the  chief  executive  officer  of  the  associ- 
ation to  manage  and  direct  the  activities  of  the 
association.  This  officer  as  well  as  the  Assistant 
Executive  Vice  President  shall  be  a person  who 
among  his  other  attributes  must  be  a graduate 
physician  and  licensed  M.D.” 

(Italicized  sentence  that  which  has  been  added 
as  an  amendment.) 

Recommendations,  Reference  Committee  No.  1 
Resolution  L,  AMA  Executive  Vice  President,  sub- 
mitted by  the  Jefferson  County  Medical  Society,  was 
studied  at  length  by  the  committee  which  approves 
the  resolution  as  written. 

Mr.  Speaker,  I move  the  adoption  and  implementa- 
tion of  this  section  of  the  report. 

(Motion  seconded.) 

In  the  following  discussion,  a motion  was  made 
and  seconded  to  amend  Resolution  L by  striking  the 
following  words  from  the  Resolve:  “a  graduate  phy- 
sician and  licensed  M.D.,”  and  inserting  instead  the 
following:  “an  active  member  of  the  AMA.”  After  a 
lengthy  discussion,  this  amendment  was  voted  on  and 
passed.  The  original  motion  as  amended  also  carried. 

Mr.  Speaker,  I move  the  adoption  of  the  report 
of  Reference  Committee  No.  1 as  a whole  as  amend- 
ed. 

(Motion  seconded  and  carried.) 

Mr.  Speaker,  I wish  to  thank  the  members  of  the 
committee — Doctor  Bosworth,  Doctor  Fox,  Doctor 
Phillips,  and  Doctor  Tillett — for  their  untiring  efforts 
in  the  work  of  this  committee  in  the  preparation  of 
this  report. 

I also  wish  to  thank  Mrs.  Sandra  Murphy  for  her 
able  assistance  in  the  preparation  of  the  report. 

REFERENCE  COMMITTEE  NO.  1 
Thomas  L.  Heavern,  M.D.,  Highland  Heights, 

Chairman 

N.  Lewis  Bosworth,  M.D.,  Lexington 
Mary  Pauline  Fox,  M.D.,  Hyden 
R.  J.  Phillips,  M.D.,  Owensboro 
Robert  S.  Tillett,  M.D.,  Louisville 

REFERENCE  COMMITTEE  NO.  2 

C.  C.  Lowry,  M.D.,  Murray,  Chairman 

Reports  on  Scientific  Assembly  and 
Medical  Education 

Reference  Committee  No.  2 considered  the  follow- 
ing reports: 

14.  Scientific  Program  Committee 

15.  Scientific  Exhibits  Committee 

16.  Committee  on  Medical  Education 

17.  Sub-Committee  on  Coronary  Care  Units 

18.  Hospital  Committee 

19.  Committee  on  Educational  Television 

20.  Disaster  Medical  Care  Committee 

21.  Cancer  Coordinating  Committee 
Resolution  N — Educational  T.V. 


Report  of  the  Scientific  Program 
Committee 

Your  Scientific  Program  Committee  held  three 
meetings,  one  in  November,  and  two  in  December 
of  1967,  to  outline  the  plans  for  the  1968  Scientific 
Session.  Since  color  TV  is  a featured  part  of  our 
program  this  year,  the  moderators  of  the  TV  sessions 
have  held  three  planning  meetings  with  additional 
meetings  scheduled  with  their  TV  participants  prior 
to  the  actual  TV  presentation.  Your  chairman,  and 
members  of  the  KMA  staff,  have  held  countless 
telephone  calls,  numerous  personal  contacts  and 
conducted  an  incalculable  amount  of  correspondence 
in  putting  this  program  together. 

Over  seven  hours  of  closed  circuit  color  TV,  under 
the  sponsorship  of  Smith  Kline  and  French  Labora- 
tories, should  prove  to  be  an  interesting  and  educa- 
tional highlight  of  the  1968  session.  We  have  also 
continued  the  trend  of  having  themes  for  portions  of 
the  three-day  meeting,  and  these  themes  are  carried 
over  into  the  TV  presentations.  The  themes  are  de- 
signed to  assist  in  the  continuity  of  the  program  and 
we  hope  are  found  to  be  profitable  to  the  member- 
ship. 

Your  chairman  had  the  pleasure  of  meeting  with 
the  presidents  of  the  specialty  groups  who  meet  in 
conjunction  with  our  Annual  Meeting.  Approval  by 
the  specialty  groups  of  the  facilities  offered  for  their 
meetings  and  their  cooperation  in  planning  of  the 
overall  program  was  noted  with  gratitude. 

We  are  pleased  to  again  have  the  Southern  Bell 
Telephone  and  Telegraph  Company  sponsor  our 
Message  Center  in  the  Technical  Exhibit  Hall  and 
wish  to  extend  our  appreciation  to  them.  Each  year, 
this  continues  to  be  a growing  and  valuable  service 
to  our  Association  and  our  members. 

The  members  of  the  Scientific  Program  Committee 
strive  to  present  an  appealing  and  educational  pro- 
gram that  provides  maximum  benefit  to  the  member- 
ship of  KMA. 

Previous  programs  are  reviewed  so  that  we  can 
select  the  most  popular  aspects  of  these  sessions  to 
complement  any  new  concepts  presented. 

Your  chairman  is  most  appreciative  to  all  those 
who  assisted  in  the  formation  of  this  program  and 
notes  especially  the  members  of  this  committee, 
moderators  and  TV  participants,  specialty  group 
presidents  and  program  chairmen,  and  representa- 
tives of  Smith  Kline  and  French  Laboratories. 

Peter  P.  Bosomworth,  M.D.,  Chairman 

Recommendations,  Reference  Committee  No.  2 

We  have  studied  the  report  of  the  Scientific  Pro- 
gram Committee  and  realize  that  much  work  has 
gone  into  the  preparation  of  this  year’s  Scientific 
Program.  We  want  to  compliment  the  committee  on 
the  excellent  program  that  has  been  arranged  for  this 
year’s  Associational  meeting  and  to  express  the  ap- 
preciation of  the  Association  to  Smith  Kline  and 
French  Laboratories  for  their  sponsorship  of  the 
color  television  program  and  to  the  South  Central 
Bell  Telephone  Company  for  their  continued  spon- 
sorship of  the  Message  Center. 

Mr.  Speaker,  I move  the  adoption  of  this  section 
of  the  report. 

(Motion  seconded;  carried) 

Report  of  the  Scientific  Exhibits 
Committee 

The  Scientific  Exhibits  Committee  met  on  July  18 
to  carefully  review  all  applications  which  had  been 
received  for  space  in  the  Scientific  Exhibits  section 
at  the  1968  Annual  Meeting. 

While  response  was  again  good  this  year,  we 
would  like  to  see  more  of  our  members  present 
exhibits.  It  is  anticipated  that  we  will  have  approxi- 
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mately  20  exhibits  for  this  year’s  meeting.  These  ex- 
hibits will  be  in  place  by  8:00  a.m.  on  Tuesday 
morning,  September  24  and  will  not  be  removed 
until  3:30  p.m.  on  Thursday,  September  26. 

As  has  been  done  in  the  past,  a special  committee 
will  judge  these  exhibits  on  Tuesday  morning,  Sep- 
tember 24,  and  the  most  outstanding  presentations 
will  receive  special  awards.  All  exhibitors  will  re- 
ceive special  badges  and  a certificate  will  be  for- 
warded to  them  following  the  meeting. 

Members  of  this  committee  would  like  to  express 
their  appreciation  to  our  exhibitors,  both  past  and 
present,  for  their  cooperation  in  making  this  program 
a success.  We  feel  that  their  interest  in  this  phase 
of  continuing  medical  education  is  most  important 
and  hope  that  others  will  consider  presenting  a 
scientific  exhibit  in  the  future. 

We  would  also  like  to  take  this  opportunity  to  urge 
all  members  attending  the  Annual  Meeting  to  visit 
the  exhibits  which  will  be  located  in  the  Conven- 
tion Center  between  the  Technical  Exhibit  Hall  and 
the  Scientific  Sessions. 

T.  R.  Marshall,  M.D.,  Chairman 

Recommendations,  Reference  Committee  No.  2 

We  have  read  the  report  of  the  Scientific  Exhibits 
Committee  and  not  only  wish  to  thank  the  committee 
but  to  express  our  appreciation  to  the  exhibitors 
for  their  cooperation  in  making  this  program  a suc- 
cess. 

Mr.  Speaker,  I move  the  adoption  of  this  section 
of  the  report. 

(Seconded;  carried) 


Report  of  the  Committee  on 
Medical  Education 

The  Committee  on  Medical  Education  met  two 
times  during  this  Assoclational  year,  November  30, 
1967  and  March  7,  1968. 

The  responsibilities  assigned  to  this  committee  in- 
clude: (1)  studying  and  making  recommendations 
on  matters  relating  to  PL  89-239  (Heart,  Cancer  & 
Stroke);  (2)  AMA-ERF;  (3)  control  of  the  Ken- 
tucky Postgraduate  Medical  Education  Fund;  (4) 
liaison  with  the  medical  schools;  (5)  representation 
with  the  Student  AM  A at  the  medical  schools;  (6) 
representation  by  the  committee  chairman  on  the 
KMA  Coordinating  Commission  on  Governmental 
Medical  Services. 

At  the  meeting,  November  30,  the  committee  dis- 
cussed in  some  detail  the  Ohio  Valley  Regional 
Medical  Program,  with  no  definite  action  being 
taken.  PL  89-239  was  again  discussed  at  the  March 
meeting,  with  discussion  centering  around  the  pro- 
posed operational  grant.  It  was  noted  that  continu- 
ing medical  education  at  the  postgraduate  level  ap- 
pears to  be  one  of  the  major  foci  of  this  program  in 
this  region,  a position  with  which  this  committee  is 
in  agreement. 

In  regard  to  AMA-ERF,  this  committee  recom- 
mended to  the  KMA  Board  of  Trustees  that  a letter 
be  written  to  the  AMA  Board  of  Trustees  suggesting 
that  the  relocation  of  the  Institute  for  Biomedical 
Research  to  the  University  of  Chicago  was  not  an 
appropriate  disposition  of  these  funds.  This  letter  was 
written  by  the  Board. 

In  regard  to  the  two  representatives  to  SAMA,  two 
representatives  of  this  society  were  asked  to  be 
representatives  to  SAMA  so  that  there  would  be 
proper  representation  at  the  two  medical  schools  in 
the  Commonwealth.  Doctor  Hoyt  D.  Gardner  was 
asked  to  be  the  representative  to  the  University  of 
Louisville  and  Doctor  Donald  Edger  was  asked  to 
be  the  representative  to  the  University  of  Kentucky. 

The  second  biennial  Conference  on  Medical  Edu- 
cation was  held  at  Park  Mammoth,  January  26-27, 
1968;  the  planning  for  this  and  the  discussion 
of  the  achievements  involved  some  of  this  commit- 


tee’s time  at  both  meetings.  It  was  felt  to  be  a suc- 
cessful conference,  bringing  together  pre-clinical  and 
clinical  personnel  in  a discussion  setting.  The  papers 
delivered  at  this  conference  have  been  presented  in 
the  KMA  Journal. 

The  Postgraduate  Medical  Education  Fund  con- 
tains approximately  $5,000  and  no  action  was  taken 
regarding  dispersement  of  these  funds  this  year. 

As  in  the  past,  the  committee  wishes  to  express 
its  appreciation  for  the  cooperation  of  the  members 
and  the  staff,  with  particular  emphasis  being  given 
to  the  advantage  of  such  a meeting  place  for  both 
academic  and  non-academic  physicians  concerned 
with  medical  education. 

Walter  I.  Hume,  Jr.,  M.D.,  Chairman 


Addendum  to  the  Report  of  the 
Committee  on  Medical  Education 

Contact  with  the  University  of  Louisville  School 
of  Medicine  Chapter  of  the  Student  American 
Medical  Association  was  maintained  throughout  the 
year.  The  usual  projects  and  purposes  were  pursued. 
There  is  a considerable  amount  of  national  interest 
currently  involving  the  Student  Health  Organization, 
a group  formed  of  scattered  campuses  across  the 
country  which  tends  to  project  medical  students’  in- 
terests into  the  Domestic  Peace  Corp  and  the  War 
on  Poverty.  They  had  a meeting  at  the  Wayne  Uni- 
versity Campus  in  Detroit,  Michigan  for  purposes 
of  fermenting  and  collating  a national  organization 
which  would  be  a rival  group  to  the  Student  Ameri- 
can Medical  Association. 

The  Student  Health  Organization  so  far  would 
not  have  a large  number,  although  it  would  have 
several  representatives  on  a number  of  campuses. 
These  people’s  philosophies  are  those  of  the  restless 
left  and  generally  do  not  have  overwhelming  support, 
although  they  have  activated  some  interest  amongst 
the  students  and  some  of  their  projects.  We  have  not 
felt  any  particular  influence  from  this  divergent  group 
at  the  University  of  Louisville  so  far. 

The  Louisville  Chapter  of  SAMA  sent  the  usual 
contingency  to  the  national  convention  held  this  time 
in  Detroit,  Michigan.  Our  boys  working  as  they  have 
in  the  past  in  close  liaison  with  the  University  of 
Kentucky  Chapter  did  well  in  the  reference  commit- 
tees and  the  House  of  Delegates  and  conducted  them- 
selves in  a creditable  manner  at  this  time.  Clement 
Lucas  of  the  University  of  North  Carolina  was 
elected  as  President  of  the  SAMA,  succeeding  David 
Kendig  of  the  University  of  Chicago. 

The  WASAMA  Chapter  at  the  University  of  Louis- 
ville has  been  active  in  several  projects  and  has  also 
done  an  aggressively  good  job  this  time  and  should 
be  commended.  It  is  most  important  to  have  these 
young  ladies  showing  the  kind  of  interest  that  is 
bound  to  make  them  good  medical  and  civic  citizens 
in  the  future  as  well  as  complement  their  husbands’ 
careers. 

Hoyt  D.  Gardner,  M.D.,  KMA  Representative 
to  University  of  Louisville  SAMA 


Recommendations,  Reference  Committee  No.  2 

Next  we  reviewed  the  report  of  the  Committee  on 
Medical  Education  and  are  in  agreement  that  con- 
tinuing medical  education  at  a postgraduate  level 
should  be  most  important  in  this  region.  We  want 
to  thank  the  committee  and  accept  their  report  as 
presented. 

Mr.  Speaker,  I move  the  adoption  of  this  section 
of  the  report. 

(Seconded  and  carried.) 
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Report  of  the  Coronary  Care  Unit 
Sub-Committee 

This  represents  the  first  meeting  of  this  newly 
organized  sub-committee. 

This  committee  was  formed  primarily  to  be  of  as- 
sistance to  the  Kentucky  Medical  Association — Ken- 
tucky Nurses  Association  Joint  Advisory  Committee 
to  offer  guidance  in  establishing,  maintaining,  and 
training  personnel  on  coronary  care  units. 

Discussion  revolved  primarily  around  the  impor- 
tance of  having  a patient  that  has  suffered  an  acute 
myocardial  infarction  in  an  area  whereby  his  elec- 
trocardiogram could  be  monitored  and  the  ability  to 
defibrillate  or  mechanically  pace  an  individual  patient 
or  institute  proper  medication  to  prevent  some  fatal 
arrhythmia.  The  problems  of  the  treatment  of  shock 
and  congestive  heart  failure  were  considered,  and  in 
addition,  consideration  of  getting  the  patient  to  this 
environment. 

The  conclusions  reached  at  this  meeting  are  as 
follows: 

1.  All  hospitals  should  have  means  for  monitoring 
the  electrocardiogram  of  the  patient  with  an  acute 
myocardial  infarction.  (The  number  of  such  moni- 
tors is  not  specified). 

2.  The  electrical  means  for  defibrillation  should  be 
available  in  all  hospitals. 

3.  Suggestions  for  training  programs  for  coronaiy 
care  units  should  be  made  available  through  this 
committee.  (This  should  include  reference  material 
to  be  made  available  through  the  KM  A and  instruc- 
tion in  the  use  of  the  equipment  advised  for  the 
hospital  noted  above.) 

4.  This  committee  will  assume  the  responsibility  of 
answering  inquiries  directed  to  the  KMA  on  Coro- 
nary Care  Units  or  the  equipment  related  to  these 
units. 

Henry  W.  Post,  M.D.,  Chairman 

Recommendations,  Reference  Committee  No.  2 

We  reviewed  the  report  of  the  Sub-Committee  on 
Coronary  Care  Units.  We  were  in  agreement  with 
the  conclusions  of  this  sub-committee  and  accept 
the  report  as  presented. 

Mr.  Speaker,  I move  the  adoption  of  this  section 
of  the  report. 

(Seconded  and  carried.) 


Report  of  the  Hospital  Committee 

The  members  of  your  Hospital  Committee  have 
had  another  busy  year  with  a considerable  amount  of 
our  work  resulting  from  the  passage  of  Medicare, 
PL  89-97,  which  began  its  implementation  in  July 
1965. 

We  have  continued  to  maintain  contact  with  the 
hospital-based  specialists,  particularly  as  to  their 
status  relating  to  Resolution  A passed  by  the  1965 
KMA  House  of  Delegates,  entitled  “Administration 
Relationship  Between  Hospitals  and  Private  Prac- 
titioners of  Medicine  Within  Hospitals.”  We  are 
pleased  that  no  major  problems  have  been  reported 
to  us  during  this  Associational  year. 

Our  “Dru  Run”  Hospital  Accreditation  visits,  initi- 
ated in  1962,  have  continued  to  be  available  to  the 
hospitals  in  the  state.  As  the  passage  of  Medicare 
increased  our  activity  in  this  area,  we  made  addi- 
tions to  the  number  of  individuals  available  to  our 
teams  and  wish  to  express  our  appreciation  to  these 
individuals  for  their  time  and  effort.  The  “Dry  Run” 
program  is  under  the  joint  sponsorship  of  KMA,  the 
Kentucky  Hospital  Association,  and  the  Kentucky 
Association  of  Medical  Record  Librarians.  In  addi- 
tion to  “Dry  Run”  visits,  we  have  met  with  repre- 
sentatives of  hospital  staffs  and  hospital  Boards  of 
Trustees  to  assist  in  seeking  solutions  to  problems 
confronting  the  efficient  operation  of  hospitals. 


This  year,  the  Department  of  Health,  as  a result 
of  Medicaid  and  Medicare,  increased  their  activity 
in  the  inspection  of  hospitals  to  attempt  the  enforce- 
ment of  hospital  licensure  regulations.  Our  commit- 
tee spent  a long  afternoon  discussing  this  matter, 
some  problems  created,  and  the  inspection  methods 
that  should  be  utilized.  Our  concern  resulted  in  a 
number  of  recommendations  being  made  to  the  KMA 
Board  of  Trustees  concerning  the  State  Health  De- 
partment inspection  teams,  their  method  of  operation, 
the  cooperation  and  coordination  of  KMA  and  KHA 
and  other  policies  concerning  their  inspections.  The 
Board  is  scheduled  to  take  action  on  these  recommen- 
dations at  their  August  15  meeting. 

The  committee  also  took  action  on  problems  relat- 
ing to  the  changes  in  the  purchase  of  drugs  or  in- 
travenous fluids  by  hospitals  without  consultation  of 
medical  staff  or  Pharmacy  Committee  approval.  Oth- 
er matters  discussed  were  the  operation  of  the  emer- 
gency room,  booklets  on  emergency  rooms,  staffing  of 
emergency  rooms,  and  surgical  technicians. 

We  strive  to  maintain  liaison  at  both  the  national 
and  local  levels  and  through  the  cooperative  effort 
of  allied  groups  to  be  of  maximum  service  to  you. 

James  B.  Holloway,  M.D.,  Chairman 

Recommendations,  Reference  Committee  No.  2 

We  next  considered  the  report  of  the  Hospital 
Committee  and  realize  that  they  have  had  a busy 
year  with  increased  work  resulting  from  the  passage 
of  MEDICARE.  We  commend  this  committee  on 
their  efforts  in  trying  to  improve  hospital  care  at  all 
levels  and  accept  their  report  as  presented. 

Mr.  Speaker,  I move  the  adoption  of  this  section 
of  the  report. 

(Motion  seconded;  carried.) 


The  Educational  Television  Committee  of  the  Ken- 
tucky Medical  Association  has  met  several  times  dur- 
ing the  year,  both  as  the  committee  and  also  as  an 
expanded  group  involving  representatives  of  the  para- 
medical groups  in  the  area.  The  digests  of  the  pro- 
ceedings of  these  individual  meetings  are  available 
for  the  Board  in  the  office.  In  summary  though, 
the  Educational  Television  Committee  has  met  with 
the  idea  of  trying  to  decide  whether  educational 
television  might  prove  a useful  tool  for  communi- 
cating postgraduate  education  for  individual  prac- 
titioners in  the  Kentucky  Medical  Association. 

It  was  the  opinion  of  the  committee  that  educa- 
tional television  may  well  prove  to  be  a very  effective  * 

tool  for  postgraduate  education  and  accordingly  has  i 

combined  with  the  areas  of  Lexington  and  Cincin-  f 

nati  to  form  a task  force  on  educational  television  I 

functioning  under  the  Ohio  Valley  Regional  Medical  I 

Program. 

A portion  of  the  initial  operation  grant  applica- 
tion of  the  Ohio  Valley  Regional  Medical  Program 
includes  a report  of  the  task  force  on  regional  medi-  i 

cal  television,  (page  83  of  the  Ohio  Valley  Regional  | 

Medical  Program  confidential  grant  application  re-  | 

quest).  This  grant  application  spells  out  in  great  de- 
tail the  potential  use  of  university  television  resources 
at  the  University  of  Cincinnati,  University  of  Ken- 
tucky and  University  of  Louisville,  and  further  out- 
lines the  involvement  of  KMA’s  Educational  Tele- 
vision Committee  as  it  functions  in  this  task  force.  f 

OVRMP  includes  both  closed  circuit  and  open  cir-  ^ 

cuit  television  for  component  universities.  University 
of  Kentucky,  University  of  Louisville  and  University 
of  Cincinnati  to  the  state  educational  television 
studios  located  on  the  campus  of  the  University  of 
Kentucky.  These  programs,  either  live  or  on  closed 
circuit,  can  be  transmitted  through  the  state  ETV 
network  to  all  community  colleges  and  to  the 
twelve  regional  transmitters  located  throughout  the  ' 
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state,  and  could  therefore  give  television  coverage 
either  live  or  on  closed  circuit  to  virtually  the  entire 
physician  population  in  the  state  of  Kentucky  and  in 
the  surrounding  areas  close  to  the  Cincinnati  area. 
The  use  of  video  tape  recorders  to  record  and  also 
to  play  back  over  smaller  systems  is  also  anticipated 
and  funds  for  these  have  been  requested.  A Regional 
Medical  Program  Television  Component  requests 
many  other  in-depth  services  but  suffice  to  say  that 
the  KMA’s  committee  on  Educational  Television 
would  function  as  a member  of  the  task  force  on 
educational  television  of  the  Ohio  Valley  Programs 
with  hopes  that  any  program  emanating  from  this 
group  will  serve  primarily  as  a postgraduate  means 
of  continuing  medical  education  for  both  physicians 
and  medical  personnel  and  may  even  be  used  as  a 
medical  news  program  for  the  lay  public. 

Continuous  reports  to  the  KMA  Board  of  Trustees 
will  of  necessity  be  required  as  the  Ohio  Valley 
Program  becomes  funded  for  different  phases.  Then 
the  participation  of  the  KMA  will  have  to  be  ap- 
proved by  the  Board,  and  the  KMA — ETV  Commit- 
tee proposes  to  keen  the  Board  informed  of  the  prog- 
ress or  other  motions  of  the  OVRMP  Regional  Medi- 
cal Television  services. 

William  P.  VonderHaar,  M.D.,  Chairman 

Recommendations,  Reference  Committee  No.  2 

We  studied  the  report  of  the  Educational  Tele- 
vision Committee  and  we  believe  that  there  is  cer- 
tainly a place  for  television  in  continuing  our  post- 
graduate education.  We  want  to  thank  the  Education- 
al Televisioi  Committee  for  their  excellent  work 
during  the  year. 

Mr.  Speaker,  I move  the  adoption  of  this  section 
of  the  report. 

(Seconded  and  carried.) 


Report  of  the  KMA  Committee  on 
Disaster  Medical  Care 

The  committee  met  several  times  during  the  past 
year.  The  attendance  of  the  membership  was  ex- 
emplary. As  has  been  the  practice  in  the  past,  a 
number  of  guests  representing  private  health  agen- 
cies, local,  state  and  Federal  Government  offices 
were  invited  to  the  meetings  and  asked  to  participate. 
These  guests  were  included  in  distribution  of  the 
minutes  of  these  meetings. 

The  program  of  highway  identification  of  hospitals 
continues.  In  the  very  near  future,  20  hospitals  across 
the  state  located  near  the  interstate  highway  system 
will  be  so  marked  on  the  interstate  highway  system. 

Representatives  of  the  American  Red  Cross  have 
met  regularly  with  the  committee  and  discussed 
mutual  problems  in  extending  Red  Cross  basic  and 
advanced  first  aid  courses.  The  committee  commends 
the  efforts  of  the  American  Red  Cross  in  this  di- 
rection. 

The  Department  of  Health  has  now  changed  the 
location  of  a number  of  the  packaged  disaster  hos- 
pitals. These  emergency  hospitals  are  now  more 
closely  affiliated  with  existing  hospitals.  This  con- 
cept has  always  been  advanced  by  the  committee  and 
it  is  gratifying  to  see  action  finally  taken  in  this 
matter. 

The  committee  heard  reports  from  Doctor  Reichert 
about  the  airplane  disaster  in  Covington  and  the 
changes  in  community  disaster  planning  which  re- 
sulted. 

The  committee  encouraged  the  cooperation  be- 
tween the  State  Department  of  Health  and  the  Ken- 
tucky Dental  Association  for  the  Health  Department 
to  supply  the  Dental  Association  with  equipment 
needed  to  easily  and  effectively  identify  the  dead 
under  disaster  conditions. 

During  the  course  of  the  year  the  committee  was 
told  that  the  Emergency  Health  Resources  Mobili- 

entucky  Medical  Association  • December  1968 


zation  Plan  for  Kentucky  has  been  approved.  The 
committee  was  also  told  that  the  registration  of 
physicians  has  begun  but  that  as  yet  the  listing  is 
not  being  maintained  in  a current  manner. 

The  committee  prepared  a program  for  color  TV 
on  emergency  medical  care  for  presentation  at  the 
1968  KMA  Annual  Meeting. 

The  committee  and  the  Department  of  Health  in 
Frankfort  have  had  considerable  discussion  about  the 
medical  aspects  of  the  Highway  Safety  Act.  Your 
committee  was  not  consulted  by  the  Department  of 
Health  although  we  made  our  offices  available  to 
them  for  preparation  of  the  plan.  The  Health  De- 
partment has  stated  that  the  plan  has  not  been  ap- 
proved by  the  Federal  Government  as  yet;  however, 
approval  is  expected  and  the  Department  of  Health 
has  indicated  it  would  ask  KMA  for  assistance  in 
implementation. 

Because  of  the  importance  of  emergency  medicine 
in  rural  areas,  it  has  been  proposed  that  a meeting 
be  held  between  the  Disaster  Medical  Care  Commit- 
tee and  the  Rural  Health  Committee. 

During  the  year  the  committee  received  a report 
that  184,000  people  in  Kentucky  have  been  trained 
in  medical  self-help. 

The  committee  prepared  a brief  outline  on  the 
medical  aspects  of  civil  unrest  and  this  was  presented 
in  the  Journal  of  the  Kentucky  Medical  Association. 

The  preparation  of  first  aid  packs  for  use  by  flying 
physicians  for  distribution  to  areas  where  such  sup- 
plies are  needed  on  short  notice  is  a problem  of  con- 
tinuing interest  to  the  committee  and  it  is  hoped 
that  it  can  soon  be  completed. 

A special  meeting  was  held  under  the  sponsorship 
of  the  committee  on  Transportation  of  the  Injured. 
Doctor  Hornaday  served  as  chairman  of  this  special 
committee  and  representatives  of  the  American  Col- 
lege of  Surgeons,  the  Spindletop  Research  Laboratory, 
the  State  Police,  Kentucky  Dental  Association,  Ken- 
tucky Hospital  Association,  Health  Facilities  Plan- 
ning Council  in  Louisville,  and  the  Kentucky  High- 
way Department  were  all  present.  It  was  the  con- 
sensus of  this  meeting  that  the  problem  of  transpor- 
tation of  the  injured  may  well  be  a responsibility  of 
the  State  Comprehensive  Health  Planning  Council 
and  the  Regional  Councils  under  that  program.  It  is 
the  intent  of  the  committee  to  pursue  the  problem 
of  improvement  of  transportation  of  the  injured  in 
such  a manner. 

William  T.  Rumage,  Jr.,  M.D.,  Chairman 

Recommendations,  Reference  Committee  No.  2 

We  reviewed  the  report  of  the  Committee  on 
Disaster  Medical  Care  and  wish  to  compliment  them 
on  their  excellent  work.  We  also  wish  to  especially 
commend  them  for  sponsoring  a program  for  color 
television  on  emergency  medical  care,  which  will  be 
presented  at  this  year’s  Associational  meeting  on 
Wednesday  afternoon. 

Mr.  Speaker,  I move  the  adoption  of  this  section 
of  the  report. 

(Seconded  and  carried.) 


Report  of  the  KMA  Cancer 
Coordinating  Committee 

The  Cancer  Coordinating  Committee  met  once 
formally  during  this  Associational  year  and  held  a 
corollary  meeting  suggested  by  our  first  regular 
meeting.  The  main  topics  under  consideration  at 
both  meetings  concerned  the  coordination  of  cancer 
follow  up  and  reporting  in  the  fourteen  approved 
Kentucky  hospital  cancer  registries  and  the  State 
Cancer  Registry. 

At  the  first  meeting  in  October,  1967,  representa- 
tives of  the  State  Health  Department  were  present 
to  discuss  the  Health  Department’s  request  that  the 
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committee  make  a recommendation  as  to  whether 
or  not  to  continue  the  State  Cancer  Registry.  Con- 
tinued support  of  the  State  Cancer  Registry  was 
recommended  on  the  basis  that  it  receive  regular 
yearly  reports  of  cancer  cases  and  follow  up  informa- 
tion on  cancer  cases  from  the  fourteen  approved 
hospital  cancer  registries,  so  that  this  information 
can  be  consolidated,  perhaps  with  computer  aid,  with 
the  objective  of  reporting  back  to  these  hospitals  in  a 
useful,  compact  summary  report  of  their  own  ac- 
tivities. 

A month  later,  the  committee  met  with  directors 
and  secretaries  of  the  fourteen  hospital  cancer 
registries  to  review  the  details  of  coordination  with 
the  State  Cancer  Registry.  Details  and  forms,  cancer 
diagnostic  nomenclature,  coding  systems  and  break- 
down of  final  yearly  results  were  thoroughly  dis- 
cussed. Some  consensus  on  these  points  was  reached. 
It  was  concluded  that  hospital  registries  would  con- 
tinue to  report  their  cases  with  increased  emphasis 
on  follow  up  information  and  that  the  central  registry 
would  process  them  and  report  back  yearly  to  the 
hospitals.  These  reports  would  be  entirely  confi- 
dential and  one  hospital  would  not  know  what  any 
of  the  other  hospitals  are  doing,  and  would  only 
receive  reports  of  their  own  material. 

A detailed  report  was  received  by  all  members  of 
the  committee  during  the  year  from  the  division  of 
Epidemiology  of  the  State  Department  of  Health 
showing  considerable  progress  in  the  cervical  smear 
screening  program  being  conducted  in  various  coun- 
ties by  the  state.  These  programs  are  largely  conduct- 
ed by  local  personnel  by  various,  different  arrange- 
ments worked  out  by  the  local  county  health  depart- 
ments and  county  medical  societies;  they  concen- 
trate largely  on  the  education  of  the  medical  indigent 
women  to  the  value  of  cervical  smears. 

Condict  Moore,  M.D.,  Chairman 

Recommendations,  Reference  Committee  No.  2 
We  have  reviewed  the  report  of  the  Cancer  Co- 
ordinating Committee.  We  wish  to  thank  the  com- 
mittee for  their  excellent  work  and  accept  the  report 
as  presented. 

Mr.  Speaker,  I move  the  adoption  of  this  section 
of  the  report. 

(Seconded  and  carried.) 

Resolution  N 

William  P.  VonderHaar,  M.D. 

Jefferson  County  Medical  Society 

WHEREAS,  the  Kentucky  Educational  Television 
Authority  starts  today  with  its  broadcast  for  school 
hours:  and 

WHEREAS,  there  is  time  available  after  the  school 
hours  for  interested  groups;  and 
WHEREAS,  the  concept  of  educational  television 
is  a proven  one  by  most  educational  authorities;  and 
WHEREAS,  video-tapes  for  medicine  are  available 
through  the  University  of  Florida  systems  and  the 
University  of  Pennsylvania;  therefore  be  it 

RESOLVED,  that  the  House  of  Delegates  of  the 
Kentucky  Medical  Association  recommend  to  the 
Board  of  Trustees  the  purchase  of  time  from  the 
Kentucky  Educational  Television  Authority  during 
the  next  year;  and  be  it  further 

RESOLVED,  that  the  Kentucky  Medical  Associ- 
ation Educational  Television  Committee  be  author- 
ized the  rental  of  tapes  or  other  material  sufficient 
for  two  one-hour  time  periods  during  the  coming 
year  and  that  the  Kentucky  Medical  Association  Edu- 
cational Television  Committee  be  asked  to  conduct 
a survey  of  physicians  following  these  presentations 
to  determine  their  value  and  make  an  evaluation  of 
this  media  for  medicine. 

Recommendations,  Reference  Committee  No.  2 
Resolution  N for  the  Educational  Television  Com- 
mittee was  reviewed  and  discussed.  Reference  Com- 


mittee No.  2 recommends  the  adoption  of  this  reso- 
lution, introduced  by  William  VonderHaar,  M.D., 
Jefferson  County  Medical  Society. 

Mr.  Speaker,  I move  the  adoption  of  this  section 
of  the  report. 

(Seconded  and  carried.) 

Mr.  Speaker,  I move  the  adoption  of  the  report  of 
Reference  Committee  No.  2 as  a whole. 

(Seconded  and  carried.) 

I wish  to  thank  the  members  of  the  committee 
for  their  patience  and  perseverance  and  Mrs.  Patsy 
Waters  for  her  work  on  this  report. 

REFERENCE  COMMITTEE  NO.  2 

C.  C.  Lowry,  M.D.,  Murray,  Chairman 
Bush  A.  Hunter,  M.D.,  Lexington 
Glenn  R.  Powell,  M.D.,  Paintsville 
Donn  L.  Smith,  M.D.,  Louisville 
Loman  C.  Trover,  M.D.,  Madisonville 

REFERENCE  COMMITTEE  NO.  3 

David  B.  Stevens,  M.D.,  Lexington,  Chairman 
Legislative  Activities 

Reference  Committee  No.  3 considered  the  fol- 
lowing reports: 

31.  Report  of  the  Committee  on  Legislative  Ac- 
tivities (State  and  National  Affairs) 

35.  Report  of  the  Cults  Committee — page  1,  para- 
graph 3,  first  two  sentences  only 

Resolution  B — Appreciation  of  Legislative  Activi- 
ties 

Resolution  C — Physician  Candidates  for  Kentucky 
General  Assembly 

Report  of  the  Committee  on  Legis- 
lative Activities 

National  Affairs 

As  has  been  customary  and  expected  in  the  past 
year  on  Legislative  Activities,  it  has  been  one  of 
interest  and  importance  and  a projection  of  things 
to  come  as  are  manifested  by  those  people  currently 
holding  the  office  of  senator  or  representative  in 
our  national  legislature.  The  key  to  legislative  af- 
fairs, of  course,  is  always  the  people  who  are  elected 
to  these  responsible  positions. 

The  KMA  Committee  on  Legislative  Activities  for 
National  Affairs  meets  in  conjunction  and  is  part  of 
the  KMA  Committee  on  Legislative  Activities  for 
State  Affairs,  and  meetings  were  held  on  the  follow- 
ing dates:  September  28,  1967,  joint  meeting  with 
KEMPAC;  November  16,  1967;  January  4,  1968,  in 
Frankfort;  February  6,  1968,  in  Frankfort;  March  5, 
1968,  in  Frankfort;  and  March  26,  1968,  in  Wash- 
ington, D.C. 

In  addition,  the  Key  Man  Orientation  Conference 
was  held  on  January  4,  1968,  in  Frankfort,  Kentucky, 
with  over  50  physicians  in  attendance. 

During  the  past  year,  Fred  Rainey,  M.D.,  Eliza- 
bethtown, Kentucky,  attended  the  AMA  Council  on 
Legislative  Activities  in  January,  1968,  and  I,  as 
Chairman  of  Legislative  Activities  for  National  Af- 
fairs, attended  one  in  Chicago  in  November,  1967. 
Of  the  regional  conferences  scheduled  with  AMA,  one 
was  held  May  24,  1968,  in  Atlanta,  Georgia,  and  was 
attended  by  David  Hull,  M.D.,  Lexington,  Kentucky, 
representing  the  KMA  Committee  on  Legislative  Ac- 
tivities; James  G.  Wilhite,  M.D.,  Chairman  of  the 
Fayette  County  Legislative  Committee;  J.  Campbell 
Cantrill,  M.D.,  KMA  Trustee  and  Secretary  of  the 
Scott  County  Medical  Society;  and  Gilbert  L.  Arni- 
strong.  Director  of  Field  Services  of  KMA.  This 
meeting  featured  reports  of  the  legislative  climate, 
medicines,  lobbying  responsibility,  legislator’s  mock 
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interview  and  hearing;  case  history  of  the  progress 
of  the  bill  in  Congress,  and  suggested  techniques 
and  programs  for  effective  legislative  results  in  the 
future  and  potential  benefits  for  the  continuing  qual- 
ity health  care  for  people. 

During  the  first  session  of  the  90th  Congress,  over 
1100  bills  of  medical  interest  were  introduced.  Those 
of  major  interest  are  presented  below  with  a very 
short  summary. 

P.L.  90-248,  Social  Security  Amendments  of  1967, 
passed  Congress  the  last  day  of  the  session  and  in- 
cluded major  changes  in  both  Medicare  and  Medic- 
aid with  Congress  following  many  of  the  recommen- 
dations presented  by  the  American  Medical  Associ- 
ation. For  the  information  of  all  the  membership, 
a summary  of  these  major  provisions  will  be  sub- 
mitted at  the  end  of  this  section  of  the  report  as  At- 
tachment Number  1. 

P.L.  90-31,  Mental  Health  Amendments  of  1967, 
extends  program  for  construction  of  mental  health 
sites  and  for  staffing. 

P.L.  90-40,  Selective  Service  Act  of  1967,  extends 
doctor’s  draft  for  four  years. 

P.L.  90-174,  Partnership  for  Health  Amendments 
of  1967,  which  is  really  a part  of  the  Comprehensive 
Health  Planning  Law  enacted  by  the  89th  Congress 
(P.L.  89-749). 

Other  bills  passed: 

P.L.  90-99,  Vocational  Rehabilitation  Amendments 
of  1967;  P.L.  90-103,  the  Appalachian  Regional  De- 
velopment Act  of  1967;  P.L.  90-146,  National  Com- 
mission on  Product  Safety;  P.L.  90-148,  the  Air 
Quality  Control  Act  of  1967;  P.L.  90-170,  Mental 
Retardation  Amendments  of  1967;  P.L.  90-189,  Flam- 
mable Fabrics  Act;  P.L.  90-222,  Economic  Oppor- 
tunity Amendments  of  1967. 

No  major  medical  or  health  laws  have  been  en- 
acted by  this  time  with  the  second  session  of  the 
90th  Congress.  A June,  1968,  checklist  of  important 
legislative  proposals  and  issues  is  shown  as  Attach- 
ment Number  2. 

The  Committee  on  Legislative  Activities  for  Na- 
tional Affairs  is  grateful  to  the  House  of  Delegates 
and  to  the  Board  of  Trustees  of  the  Kentucky  Med- 
ical Association  for  all  their  help,  their  guidance 
and  assistance,  and  also  the  opportunity  to  serve  in 
this  capacity  during  the  past  year.  We  feel  that  it  has 
been  a constructive  year,  and  to  this  we  are  in- 
debted to  many  legislators  who  have  helped  us  in 
the  continuing  policy  of  the  enhancement  and  the 
further  pursuance  of  quality  health  care  for  all  of 
our  people,  and  particularly  those  of  Kentucky.  In 
addition,  we  feel  that  the  challenge  is  still  upon  us, 
not  only  to  keep  poor  health  programs  from  being 
passed,  but  also  to  give  thought  and  long-range 
planning  to  insure  every  possibility  of  the  develop- 
ment for  those  things  which  are  helpful.  It  must  be 
remembered  that  we  are  no  longer  living  in  the  day 
of  transfusion  and  tranquilizers,  but  now  of  trans- 
plantation and,  of  course,  transtellar  transportation. 

Hoyt  D.  Gardner,  M.D.,  Chairman, 
National  Affairs 


Attachment  Number  1 

Changes  in  Medicare  and  Medicaid  include: 

MEDICARE 

— Payment  of  physician  fees  is  authorized  either 
to  the  patient  on  the  basis  of  an  itemized  bill, 
either  unpaid  or  receipted  as  paid,  or  to  the  phy- 
sician under  the  assignment  method. 

— Payment  is  authorized  for  full  reasonable 
charges  for  radiological  or  services  furnished  by 
physicians  to  hospital  inpatients. 

— Hospital  outpatient  diagnostic  services  are  trans- 
ferred from  the  hospital  insurance  program  (Plan  A) 
to  the  supplementary  medical  insurance  program 
(Plan  B).  The  change  was  designed  to  simplify  the 


procedure  for  payment  of  benefits  for  hospital  out- 
patients. 

— ^The  requirement  of  physician  certification  of 
the  medical  necessity  for  admission  to  general  hos- 
pitals and  for  hospital  outpatient  services  was  elimi- 
nated. 

— Medicare  beneficiaries  are  given  a lifetime  re- 
serve of  60  additional  days  of  hospital  care  after  the 
90  days  covered  in  a spell  of  illness.  The  beneficiary 
must  pay  the  first  $20  per  day  for  the  additional 
hospitalization. 

— The  Secretary  of  HEW  was  directed  to  study 
and  report  to  Congress  by  January  1,  1969,  the 
effects  of  covering  drugs  under  Medicare  and  of 
establishing  quality  and  cost  standards  for  drugs  pro- 
vided under  Social  Security  health  programs. 

—Services  of  podiatrists  are  authorized  under 
Medicare  to  the  extent  that  a state’s  law  permits, 
but  routine  foot  care  is  not  covered. 

— Outpatient  services  furnished  by  physical  thera- 
pists are  authorized  within  certain  limitations. 

— The  Secretary  of  HEW  was  directed  to  study 
and  make  recommendations  of  adding  services  of 
chiropractic  and  optometrists  to  Plan  B. 

— Payment  is  authorized  under  Plan  B for  diag- 
nostic x-rays  taken  in  a patient’s  home  or  a nursing 
home. 

MEDICAID 

— States  are  limited  in  setting  eligibility  income 
levels  for  federal  matching  purposes. 

— States  are  given  until  January  1,  1970,  to  buy-in 
Medicare  Plan  B insurance  for  aged  Medicaid  bene- 
ficiaries. 

— States  are  authorized  to  make  direct  payments 
to  Medicaid  beneficiaries  for  physicians’  and  dentists’ 
services  if  the  beneficiary  is  not  receiving  cash  as- 
sistance. 

— States  are  permitted  to  select  either  the  five 
basic  health  services,  or  seven  out  of  the  14  autho- 
rized, for  the  medically  indigent.  The  basic  five  must 
be  provided  for  those  receiving  welfare  cash  benefits. 
The  basic  five  are:  Inpatient  hospital  services,  out- 
patient hospital  services,  other  laboratory  and  x-ray 
services,  skilled  nursing  home  services,  and  physi- 
cians’ services. 

— States  must  license  administrators  of  nursing 
homes  and  set  minimum  nursing  home  standards  if 
these  institutions  are  to  be  eligible  to  participate  in 
the  Medicaid  program. 

— States  must  establish  method  and  procedures  to 
safeguard  against  unnecessary  utilization  of  health 
care  services  and  to  assure  that  payments  for  such 
services  and  drugs  do  not  exceed  reasonable  charges. 

— Under  the  program  for  Aid  to  Families  with 
IDependent  Children  (AFDC),  states  now  must  offer 
birth  control  services  to  appropriate  beneficiaries 
with  acceptance  on  a voluntary  basis.  Authorizations 
for  federal  financial  aid  for  maternal  and  child  health 
programs  are  increased.  Services  of  optometrists  are 
added  to  child  health  programs. 


Attachment  Number  2 
JUNE,  1968,  CHECKLIST  OF  IMPORTANT  LEGISLATIVE 
PROPOSALS  AND  ISSUES 
(Updated  July  29,  1968) 

A.  Internal  Revenue  Service — has  issued  regula- 
tions to  tax  publication  advertising  and  exhibit  in- 
come of  charitable,  scientific,  educational,  non-profit 
organizations  like  AMA,  all  state  medical  associa- 
tions, Boy  and  Girl  Scout  organizations.  National 
Education  Association,  U.S.  Chamber  of  Commerce, 
all  the  service  clubs — altogether  about  600  groups. 
Members  of  Congress  have  been  urged  to  request 
the  House  Ways  and  Means  Committee  to  call  the 
IRS  officials  before  it  to  challenge  IRS  authority  to 
tax  these  groups  for  the  first  time  in  spite  of  the  fact 
there  has  not  been  any  new  tax  legislation  since 
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1950.  On  Wednesday,  July  24,  the  Senate  Finance 
Committee  adopted  an  amendment  to  the  House- 
passed  Renegotiation  Extension  legislation,  which  in 
effect  declares  a moratorium  of  one  year  on  the  ef- 
fective date  of  the  IRS  Regulations  pertaining  to 
advertising  income  of  non-profit  organizations.  This 
is  meant  to  give  the  House  Ways  and  Means  Com- 
mittee an  additional  year  to  hold  hearings  on  the 
merits  of  this  matter,  and  would  cancel  any  tax 
liability  for  the  calendar  year  1968.  Before  this 
amendment  can  become  effective,  the  House,  if  and 
after  the  Senate  adopts  the  amendment,  must  also 
agree  to  the  amendment.  It  appears  that  the  resolu- 
tion of  this  matter  will  be  laid  over  until  after  the 
party  conventions  and  when  Congress  returns  in  Sep- 
tember. 

B.  Hill-Burton  Law  Extension — is  required  in  1968 
since  its  authority  is  expiring  in  1969.  It  is  not  yet 
certain  whether  the  House  Committee  on  Interstate 
and  Foreign  Commerce  or  the  Senate  Committee  on 
Labor  and  Public  Welfare  will  begin  public  hearings 
first.  There  are  plans  to  materially  amend  the  present 
law  to  permit  accessibility  of  funds  (both  grants  and 
loans)  for  construction  of  new  facilities  and  reha- 
bilitation of  old  hospital  facilities,  and  there  is  a 
rumor  that  experimentation  with  new  types  of  fa- 
cilities would  be  federally  funded.  Senator  Hill  in- 
troduced a bill  late  last  year  calling  for  grants  and 
loans.  He  retires  at  the  close  of  1968.  Just  before 
Congress  recessed  for  the  national  party  conventions, 
Senator  Hill  was  pushing  a three-year  simple  ex- 
tension of  the  Hill-Burton  Act,  which  extension 
would  keep  intact,  without  any  material  change,  the 
present  Hill-Burton  program. 

C.  Laboratory  Animal  Legislation — is  again  being 
pushed  by  several  of  the  pet  owner  organizations. 
These  groups  have  succeeded  in  obtaining  sponsor- 
ship of  legislation  by  key  members  of  Congress 
which,  if  passed,  would  give  the  Secretary  of  HEW, 
rather  than  the  Secretary  of  Agriculture,  authority 
to  extend  federal  controls  and  licensure  over  the 
care  and  experimental  use  of  laboratory  animals.  It 
is  possible  that  hearings  could  be  scheduled  late  in 
the  session  by  the  House  Committee  on  Interstate 
& Foreign  Commerce  and  the  Senate  Labor  & Public 
Welfare  Committees.  Congressman  Paul  Rogers  (D) 
of  Florida,  a prominent  member  of  the  House  com- 
mittee, has  introduced  HR  13168.  AMA  opposes  Fed- 
eral licensure  of  laboratory  facilities.  As  Congress 
recessed  just  prior  to  the  party  conventions.  Congress- 
man Rogers  of  Florida  was  hopeful  that  public  hear- 
ings could  be  held  when  Congress  returns  in  Septem- 
ber. 

D.  Cost  of  Medical  Care  Legislation — early  in  the 
year,  a number  of  House  and  Senate  committees 
considered  holding  hearings  on  this  issue.  A sub- 
committee of  the  Senate  Government  Operations 
Committee,  chaired  by  Senator  Ribicoff,  however, 
obtained  the  jump  on  the  others  and  opened  hear- 
ings April  22.  In  the  first  week  of  the  hearings, 
every  witness  was  a critic  of  our  present  medical 
care  system  and  suggested  such  changes  as:  national 
compulsory  health  insurance  (Rockefeller  and  Jav- 
vits);  mandatory  health  insurance,  similar  to  manda- 
tory automobile  liability  insurance  (Victor  Fuchs); 
designation  of  hospitals  as  public  utilities  and  the 
setting  of  fixed  physicians’  fees  (Walter  Reuther); 
making  hospitals  the  “center”  of  all  health  care  with 
physicians  on  salaries  and  establishment  of  prepaid 
groups  (Cherkasky).  The  chairman  has  not  yet 
scheduled  a “conservative”  witness.  About  July  20, 
Chairman  Ribicoff  announced  that  he  was  termi- 
nating any  further  hearings  for  the  balance  of  this 
year. 

E.  House  Interstate  Committee  & Senate  Labor  & 
Public  Welfare  Committee  Bills — S.  3095,  Health 


Manpower  Act,  as  passed  by  the  Senate,  provides  I 

three-year  extensions  of  the  Health  Professions  Edu-  r 

cational  Assistance  Act;  the  Nurse  Training  Act;  the  F 

Health  Facilities  Construction  Act;  the  Graduate  I 

Public  Health  Training  Act;  and  a one-year  extension 
of  the  Allied  Health  Professions  Training  Act.  The  I 

bill  has  been  reported  in  the  House,  providing  a two-  ! 

year  extension  of  the  programs  that  the  Senate  would 
have  extended  for  three  years.  Action  is  expected  in  ; 

the  House  the  week  of  July  29,  and  final  action  will 
come  before  adjournment  sine  die.  HR  15758,  ex- 
tending the  Regional  Medical  Programs  (Heart,  Can- 
cer, and  Stroke)  provides  a two-year  extension.  This  | 

bill  has  been  passed  by  the  House.  The  Senate  Labor 
Committee  reported  it  on  July  24,  providing  a three-  ! 

year  extension.  As  reported  in  the  Senate,  it  would  j 

also  extend  the  Hill-Burton  Hospital  Construction  j 

for  three  years.  Final  action  on  this  legislation  will  I 

surely  occur  before  adjournment.  Action  on  HR  I 

15757  and  S.  2944,  establishing  a U.S.  Compendium  | 

of  Drugs  is  dead  for  the  year,  as  is  the  Health  Per- 
sonnel Act,  which  would  provide  a new  federal  health 
personnel  system  to  be  known  as  the  Health  Service 
of  the  U.S. 

F.  Social  Security  Legislation — according  to  many 
Capitol  experts,  will  be  neglected  in  1968.  However, 
history  suggests  otherwise — there  has  always  been  a 
Social  Security  bill  enacted  in  an  election  year,  at 
least  recently — that’s  politics.  In  such  an  event,  it  is 
likely  that  all  the  old  problems  will  again  be  with 
us,  such  as  chiropractic  benefits,  coverage  of  all  of 
the  disabled  and  many  others  under  age  65,  elimina- 
tion of  co-pay  and  deductibles,  etc.,  and  inclusion  of 
drugs  as  a Medicare  benefit  as  suggested  in  Senator 
Montoya’s  S.  2936,  calling  for  reimbursement  subject 
to  a $25  deductible  and  20%  co-insurance  for  drugs 
approved  by  a formulary  committee.  When  Congress 
returns  from  its  recess  for  the  party  conventions,  it 
is  possible  that  some  politically  motivated  amend- 
ments will  be  sought  by  the  Administration. 

G.  Hart  and  Nelson  Hearings — meant  to  keep  the 
heat  to  the  feet  of  the  private  sector  of  medicine, 
and  the  drug  companies  apparently  have  been  aban- 
doned for  the  balance  of  1968,  but  there  is  every 
likelihood  that  an  effort  will  be  made  in  1969  to 
revive  and  keep  alive  this  matter. 

H.  Device  Legislation — AMA  opposes  the  admin- 

istration bill,  HR  10726,  but  supports  HR  6165,  in- 
troduced by  Congressman  Reinecke,  establishing  a ■ ' 

national  commission  to  study  the  problem.  It  is  ap- 
parent that  nothing  will  be  done  in  this  area  for  the 
balance  of  1968. 

I.  Child  Health  Bill — on  April  22,  Congressman 
King  (D),  California,  introduced  HR  16616,  the 

Child  Health  Act  of  1968,  with  Senator  Long  (D),  j 

Louisiana,  dropping  into  the  Senate  hopper  a sub- 
stantially identical  bill  S.  3323.  The  proposal  con- 
tains three  major  provisions.  The  first  calls  for  sup- 
plemental maternal  and  child  welfare  programs  under 
the  Maternal  and  Child  Health  Care  Act  to  feature  ^ 

comprehensive  maternity  prenatal  and  postnatal  care  j 

for  mothers  from  low  income  families,  comprehen-  ! 

sive  health  care  for  children  during  their  first  year 
of  life,  and  family  planning  services.  The  second  ^ 

establishes  a program  for  determining  federal  pay-  | 

ments  for  drugs  under  Medicare,  Medicaid,  and  Ma- 
ternal and  Child  Health  Care  Act  programs.  The  ' 

third  major  provision  gives  the  Secretary  of  HEW  ^ 

authority  to  put  into  effect  any  method  of  payment 
for  health  services  which  is  developed  in  the  “in- 
centive reimbursement  experiment”  program  about  to 
be  undertaken  by  HEW.  If  adopted,  the  provision  ' 

would  give  the  Secretary  the  authority,  without 
further  Congressional  approval,  of  determining  the 
method  by  which  providers  of  care  would  be  com- 
pensated for  care  which  they  rendered  under  federal- 
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ly  assisted  programs.  Because  of  that  feature  of  the 
President’s  proposal  on  child  health  pertaining  to 
federal  regulation  and  restricted  payments  for  drugs, 
there  is  some  reason  for  concern  that  Senator  Long 
will  attempt,  in  the  closing  moments  of  the  Congress, 
to  add  to  some  pending  bill  this  entire  proposal.  It 
is  well  known  that  Senator  Long  is  attempting  to 
get  some  program  rolling  in  the  area  of  generic  drugs. 

Composition  of  Current  Congress — Senate:  36 
Republicans,  64  Democrats  (was  33  Republicans,  67 
Democrats);  House:  187  Republicans,  247  Demo- 
crats, 1 vacancy  (was  140  Republicans,  295  Demo- 
crats). 

State  Affairs 

The  Committee  on  Legislative  Activities  had  a 
rather  busy  year  on  state  affairs,  this  being  the  year 
for  the  Kentucky  General  Assembly  to  meet.  The 
amount  of  time  and  efforts  expended  by  the  Com- 
mittee on  Legislative  Activities  is  in  no  way  reflected 
by  the  six  meetings  which  this  committee  has  held. 

In  addition  to  the  committee  meetings,  the  Chair- 
man for  State  Affairs  attended  the  Congressional 
Dinner  in  Washington,  the  AMPAC  Workshop  in 
Washington,  and  an  AMA  Council  meeting  on  Leg- 
islative Activities  in  Chicago.  The  Chairman  also  at- 
tended several  KMA  trustee  district  meetings  appear- 
ing on  the  program  to  discuss  legislative  affairs. 
Among  those  trustee  district  meetings  attended  were 
Paducah,  Owensboro,  Hopkinsville,  Paris,  Pikeville, 
Louisville,  Elizabethtown,  and  Lexington.  In  addition 
to  this,  the  Committee  on  Legislative  Activities  was 
represented  at  two  other  trustee  district  meetings  by 
David  Hull,  M.D.,  a member  of  the  committee. 
We  were,  therefore,  represented  at  10  of  the  12 
district  meetings  held  this  year. 

Prior  to  the  beginning  of  the  Kentucky  General 
Assembly,  the  Chairman  of  this  committee  held  three 
meetings  with  representatives  from  the  Kentucky  So- 
ciety of  Pathologists,  the  Kentucky  State  Society  of 
Medical  Technologists,  the  Kentucky  State  Society  of 
American  Medical  Technologists,  the  Kentucky  Hos- 
pital Association,  and  the  State  Department  of 
Health  in  an  effort  to  draft  a clinical  laboratory 
bill  which  would  be  mutually  acceptable  to  all 
groups  concerned.  These  meetings  were  held  in  Louis- 
ville and  Frankfort.  With  the  advice  and  assistance  of 
those  people  involved,  a clinical  laboratory  bill  was 
introduced  in  the  waning  days  of  the  General  As- 
sembly and  was  passed.  All  groups  concerned  were 
most  cooperative. 

The  chairman  held  two  sessions  with  representa- 
tives from  the  University  of  Louisville  School  of 
Medicine,  the  University  of  Kentucky  College  of 
Medicine,  the  Kentucky  State  Department  of  Health, 
the  Kentucky  Society  of  Pathologists,  and  the  Ken- 
tucky State  Coroners  Association  in  an  effort  to  draft 
a medical  examiner  bill  which  was  mutually  accept- 
able to  all  groups  concerned.  The  Kentucky  Funeral 
Directors  Association  was  invited  to  send  represen- 
tatives, but  declined  to  do  so.  A mutually  acceptable 
bill  was  drafted,  was  introduced,  and  passed  during 
the  1968  General  Assembly  as  a result  of  these 
meetings. 

During  the  course  of  the  General  Assembly,  the 
Chairman  went  to  Frankfort  from  one  of  four  times 
per  week  visiting  state  officials,  legislators,  and  other 
interested  parties.  A few  trips  out  in  the  state  were 
also  made  pertaining  to  legislative  affairs.  In  addi- 
tion, there  were  two  meetings  of  the  Kentucky  Medi- 
cal Association  Woman’s  Auxiliary  held  in  Frankfort 
during  the  General  Assembly  with  the  chairman 
speaking  at  one  luncheon  while  committee  member 
David  Hull,  M.D.  and  Cults  Committee  Chairman 
David  Stevens,  M.D.  spoke  at  the  second  luncheon. 
The  interest,  enthusiasm,  and  dedication  of  the  Aux- 
iliary was  most  appreciated,  and  their  efforts  in 
Frankfort  were  very  helpful  and  most  beneficial. 

During  the  General  Assembly,  the  Chairman  for 
State  Affairs  testified  before  the  House  Labor  and 


Industry  Committee  and  also  before  the  House 
Health  and  Welfare  Committee  on  legislation  in 
which  we  were  vitally  interested.  Other  physicians 
were  recruited  to  appear  before  the  various  House 
and  Senate  committees  to  testify  on  legislation  in 
which  we  had  the  same  keen  interest,  and  their 
testimony  was  well  received  and  most  helpful. 

The  Orientation  for  the  State-wide  Key  Man  Sys- 
tem was  conducted  in  Frankfort  on  January  4,  1968, 
with  our  guest  speaker  being  Governor  Louie  Nunn. 
There  were  approximately  50  physicians  in  attend- 
ance, the  attendance  being  hampered  by  severe 
weather  conditions  at  the  time.  The  Key  Man  Sys- 
tem in  some  areas  has  worked  rather  well,  but  in 
other  areas  has  worked  rather  poorly.  A number  of 
physicians  who  are  members  of  the  Key  Man  System 
do  not  seem  to  understand  their  importance  and  the 
fact  that  it  is  absolutely  essential  for  them  to  re- 
spond each  time  they  are  called  upon  to  act.  Many 
times  we  receive  reports  that  various  men  in  the  Key 
Man  System  reply,  “I  was  called  on  this  same  bill 
last  week,”  and  they  do  not  seem  interested  in  re- 
sponding a second,  third,  or  fourth  time.  It  is  im- 
perative that  all  members  of  the  Key  Man  System 
realize  that  this  system  is  vitally  important,  and  their 
response  is  directly  related  to  our  legislative  success 
while  the  General  Assembly  is  in  session.  Each  man 
should  understand  that  he  will  probably  be  con- 
tacted several  times  on  the  same  bill  as  the  situation 
changes  in  Frankfort.  It  is  just  as  important  for 
him  to  respond  to  the  second  or  third  call  as  it  is 
for  him  to  respond  to  the  first  call. 

An  extensive  effort  was  made  this  past  year  to  im- 
prove communications,  and  although  there  were  many 
rough  spots  in  this  area  during  the  General  Assembly, 
I feel  that  the  communications  were  greatly  im- 
proved. While  the  legislature  was  in  session,  the 
KMA  Board  of  Trustees  authorized  a “Quick  Action 
Committee,”  composed  of  the  President,  the  Presi- 
dent-Elect, and  the  Chairman  of  the  Board,  to  which 
our  committee  could  refer  legislative  matters  and 
receive  a quick  endorsement  or  rejection  from  KMA. 
This  Quick  Action  Committee  was  used  innumerable 
times,  and  I feel  that  it  is  extremely  important  that 
such  a system  be  continued.  This  made  it  possible 
for  us  to  obtain  official  policy  on  any  piece  of  legis- 
lation within  a matter  of  hours,  and  it  enabled  us  to 
present  an  organized  and  efficient  response  in  Frank- 
fort, which,  I feel,  gave  the  medical  profession  the 
appearance  and  acceptance  desired. 

An  effort  was  made  to  establish  a line  of  com- 
munication with  the  State  Health  Department,  the 
Uniyersity  of  Louisville  School  of  Medicine,  the  Uni- 
versity of  Kentucky  College  of  Medicine,  the  Ken- 
tucky Hospital  Association,  the  Kentucky  Dental 
Association,  and  the  Kentucky  Pharmaceutical  As- 
sociation, and  other  allied  groups,  in  an  effort  to  keep 
each  other  informed  of  legislation  in  which  the  vari- 
ous organizations  were  interested  and  also  exchange 
opinions  as  to  the  advantages  or  disadvantages  of 
proposed  legislation.  This  channel  of  communication 
is  extremely  beneficial  to  the  Kentucky  Medical  As- 
sociation, and  certainly  I feel  it  is  beneficial  to  all 
allied  groups  concerned.  I would  heartily  encourage 
continuation  of  this  system. 

The  KMA  House  of  Delegates,  at  its  last  meeting, 
went  on  record  endorsing  various  legislative  propos- 
als, but,  almost  in  every  instance,  left  the  decision 
up  to  the  Committee  on  Legislative  Activities  as  to 
the  content  of  such  proposed  legislation  and  as  to  the 
time  such  legislation  would  be  introduced  and  which 
bill  would  take  priority.  This  is  almost  essential, 
and  I would  strongly  recommend  that  these  decisions 
on  all  legislative  proposals  endorsed  by  the  1968 
session  of  the  House  of  Delegates  be  left  again  to 
the  Committee  on  Legislative  Activities.  This  is  an 
extremely  important  consideration,  and  I shall  be 
most  happy  to  appear  before  any  group  concerned  to 
offer  any  additional  information  desired  if  questions 
exist. 
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In  reference  to  the  full-time  staff  man  for  legis- 
lative affairs,  several  individuals  have  been  inter- 
viewed, but  to  date  one  has  not  been  secured.  It  is 
the  feeling  of  the  chairman  that,  although  the  1967 
House  of  Delegates  passed  a five  dollar  dues  in- 
crease, this  will  not  provide  adequate  funds  to  em- 
ploy a full-time  professional  man  for  legislative  af- 
fairs. I felt  last  year  and  still  continue  to  feel  that  a 
full-time  staff  man  for  legislative  affairs  is  wise  and 
desirous,  but  I also  feel  that  to  properly  salary  such 
an  individual  and  properly  staff  his  office,  that  10 
dollars  per  member  would  be  required.  It  also  has 
become  apparent  that  it  is  extremely  important  to 
have  two  men  available  during  the  time  the  legis- 
lature is  in  session.  It  is  physically  impossible  for 
one  man  to  know  what  is  going  on  in  the  Senate 
Chamber  and  the  House  Chamber  at  the  same  time. 
In  addition  to  this,  the  work  load  is  so  much 
heavier  during  the  legislature  that  it  is  almost  im- 
possible for  one  man  to  carry  the  load.  I feel  that 
it  would  be  extremely  beneficial  to  the  Kentucky 
Medical  Association  to  make  it  clear  to  everyone  con- 
cerned that  our  field  man  is  responsible  only  to  his 
superiors  and  not  to  individual  physicians  located 
out  in  the  state.  This  is  not  to  say  that  he  would  not 
cooperate  fully  as  best  he  could  with  any  physician; 
however,  (although  their  intentions  were  probably 
good)  there  have  been  times  this  past  year  when 
physicians  who  were  not  in  any  official  capacity 
with  KM  A have  ordered  the  field  man  to  assume  a 
rather  large  administrative  task,  and  at  times  the  di- 
rections may  have  actually  conflicted  with  KMA 
policy. 

Emphasis  was  placed  this  last  year  on  cooperation 
of  all  specialty  groups  and  individual  physicians  per- 
taining to  legislative  matters.  It  is  extremely  im- 
portant that  specialty  groups  and/or  individual  phy- 
sicians who  are  interested  in  particular  legislation 
channel  their  activities  through  the  KMA  Committee 
on  Legislative  Activities.  This  permits  all  parties 
concerned  to  be  fully  informed;  it  permits  research 
and  review  of  the  proposed  bill,  and  it  enables  all 
interested  parties  to  present  a united  effort  which  cer- 
tainly enhances  the  chances  for  passage.  Without 
such  cooperation,  there  will  be  confusion  and  chaos. 
We  had  tremendous  cooperation  from  almost  every- 
one with  only  one  exception  existing  as  a sore  spot. 
This  apparently  was  due  to  lack  of  communications 
directly  with  the  officials  of  this  particular  specialty 
group,  and  efforts  are  currently  underway  to  remedy 
our  communicative  system  so  that  a greater  under- 
standing will  exist  during  the  next  session  of  the 
legislature. 

The  Fayette  County  Medical  Society  agreed  to 
staff  and  operate  a first-aid  station  during  the  Ken- 
tucky Legislature,  and  this  was  approved  by  our  com- 
mittee and  the  Board  of  Trustees.  However,  satis- 
factory space  in  the  Capitol  was  not  obtainable,  and 
consequently  the  first-aid  station  did  not  come  into 
existence. 

Considerable  effort  was  made  during  this  session 
of  the  General  Assembly  to  present  a positive  ap- 
proach on  legislative  matters  of  medical  implication. 
On  numerous  occasions  we  have  heard  from  legisla- 
tors that  the  medical  profession  is  constantly  oppos- 
ing legislation  and  rarely,  if  ever,  supporting  legisla- 
tion. This,  of  course,  has  not  been  the  case  in  the 
past,  and  considerable  effort  was  expended  this  year 
to  reveal  to  the  legislators  that  the  Kentucky  Medical 
Association  has  supported  many  pieces  of  legislation. 
Letters  were  distributed  to  each  state  senator  and 
representative  listing  the  various  bills  which  KMA 
had  endorsed  and  was  supporting.  This  seemed  to 
have  a most  favorable  effect  on  the  legislators. 

We  continue  to  hear  the  comment  from  legislators 
that  physicians  are  not  active  enough  in  primary 
and  general  elections.  We  wish  to  urge  all  physicians 
to  become  interested  in  legislative  matters,  stay 
abreast  of  legislative  trends  and  effectively  communi- 
cate their  feelings  and  opinions  to  their  legislators. 


We  also  feel  that  each  physician  should  support  the 
candidate  of  his  choice,  both  financially  and  by  ac- 
tive campaigning.  It  is  extremely  important  that  a 
day-to-day,  year-around.  friendly  contact  be  main- 
tained and  not  just  during  the  legislative  sessions  or 
during  an  election  year. 

During  the  1968  General  Assembly,  there  were 
738  bills  and  resolutions  introduced  in  the  House, 
plus  499  bills  and  resolutions  introduced  in  the  Senate 
for  a total  of  1,237.  Approximately  10  percent  of 
these  had  medical  implications  either  directly  or  in- 
directly, and  all  of  these  bills  were  considered  by 
the  Committee  on  Legislative  Activities  with  a po- 
sition being  taken  by  our  committee  on  most  of  them. 
A new  system  was  instituted  this  year  whereby  the 
bills  were  referred  to  our  legal  counsel  by  our  field 
representative.  The  bills  were  then  reviewed  by  our 
legal  counsel  and  referred  to  the  chairman  for  ad- 
ditional review  and  comment,  and  then  the  Com- 
mittee on  Legislative  Activities  or  the  Quick  Action 
Committee  took  a position  on  all  of  the  bills  giving 
the  Kentucky  Medical  Association  an  official  stand 
on  the  proposed  legislation.  Although  this  procedure 
was  at  times  cumbersome,  and  on  occasions  the  time 
factor  became  a problem,  this  procedure  was  ex- 
tremely beneficial  and  helpful  to  the  chairman.  I 
feel  that  the  advantages  of  the  system  far  outweigh 
the  disadvantages. 

The  following  are  only  a few  of  the  bills  which 
KMA  endorsed:  Senate  Bill  291,  Medical  Examiner 
Bill;  Senate  Bill  412,  Clinical  Laboratory  Bill;  House 
Bill  347,  Dangerous  Drug  Act;  House  Bill  147, 
KMA’s  Educational  Bill;  House  Bill  408,  Blood  as  a 
Service;  House  Bill  420,  Measles  and  Smallpox  Vacci- 
nation; House  Bill  26,  Narcotic  Act;  House  Bill  148, 
the  Control  of  Methyl  Alcohol;  House  Bill  184,  Im- 
plied Consent;  House  Bill  260,  Motorcycle  Safety; 
House  Bill  73,  Mental  Health;  House  Bill  171,  Inter- 
state Compact  on  Mental  Health;  and  House  Reso- 
lution 86,  Study  of  the  State  Board  of  Health  com- 
position and  responsibility. 

All  of  the  above  listed  bills,  which  were  endorsed 
by  KMA.  passed.  House  Resolution  86  was  a resolu- 
tion providing  for  the  study  of  the  composition  of 
the  State  Board  of  Health  and  its  responsibilities. 
The  Kentucky  Medical  Association  supported  such 
a study  in  an  effort  to  thwart  the  passage  of  a 
number  of  bills  which  would  have  altered  the  makeup 
of  the  State  Board  of  Health  drastically  without  due 
consideration  being  given  to  the  consequences.  This 
resolution  is  extremely  important  to  the  medical  pro- 
fession, and  the  review  and  future  recommendations 
pertaining  to  the  composition  of  the  State  Board  of 
Health  should  certainly  be  observed  closely. 

Following  are  a few  of  the  bills  which  KMA  op- 
posed: Senate  Bills  and  House  Bills  broadening  opto- 
metric  services  and  placing  an  optometrist  on  the 
Advisory  Committee  for  Medical  Assistance;  Senate 
Bill  341,  requiring  a physician  to  be  on  duty  around 
the  clock  in  hospitals  of  100  beds  or  more;  House 
Bill  48,  requiring  payment  to  chiropractors  for  work- 
men’s compensation  cases;  House  Bill  206,  lowering 
the  licensing  requirements  for  physical  therapists; 
House  Bill  495,  a bill  allowing  the  treatment  in  TB 
Hospitals  of  chronic  pulmonary  diseases  other  than 
tuberculosis;  House  Bill  597,  a bill  altering  the  re- 
quirements for  licensing  of  R.N.’s  and  L.P.N.’s. 

Of  the  above-mentioned  bills  opposed  by  KMA, 
House  Bill  48,  the  chiropractic  bill,  probably  re- 
ceived the  most  attention.  (It  is  interesting  to  note 
that  this  bill  was  debated  on  the  floor  of  the  House 
longer  than  was  the  tax  bill).  All-out  efforts  were 
made  on  the  part  of  the  chiropractors  on  this  par- 
ticular piece  of  legislation.  We  were  required  to  spend 
considerable  time  and  effort  on  behalf  of  good  health 
legislation  to  combat  this  proposal.  The  first  crucial 
vote  came  when  a motion  was  made  to  table  House 
Bill  48  and  was  passed  only  after  the  Speaker  of  the 
House,  Julian  Carroll  from  Paducah,  voted  to  break 
a tie  vote,  and  the  motion  was  tabled.  Two  days  later 
the  bill  was  defeated  with  a vote  of  50  to  35. 
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Although  House  Bill  495,  which  would  have 
opened  the  doors  of  the  TB  hospitals  in  Kentucky 
for  the  treatment  of  chronic  respiratory  diseases  other 
than  tuberculosis  was  defeated,  the  issue  is  yet  to  be 
resolved.  We  propose  the  appointment  of  a commit- 
tee to  be  composed  of  members  from  the  Kentucky 
Medical  Association,  the  TB  Commission,  the  Uni- 
versity of  Louisville,  the  University  of  Kentucky,  and 
the  Kentucky  General  Assembly,  or  other  branches 
of  the  Government,  to  study  the  needs  of  the  TB 
hospital  change  and  to  make  recommendations  for 
any  changes  which  are  obviously  desired.  This  mat- 
ter should  be  followed  very  closely  in  future  months. 

In  conclusion,  it  is  the  feeling  of  the  chairman  that 
we  had  a successful  year,  but  I cannot  emphasize 
too  much  the  tremendous  need  for  greater  interest 
and  response  at  the  local  level  throughout  the  state 
on  legislative  matters.  There  is  a great  need  for  more 
physicians  to  seek  public  office,  and  it  is  my  feeling 
that  it  would  be  beneficial  both  to  the  profession 
and  to  the  Commonwealth  of  Kentucky  to  have  two 
or  three  physicians  in  the  House  and  a couple  of 
physicians  in  the  Senate.  I sincerely  hope  that  the 
Board  of  Trustees  will  encourage  any  prospective 
candidate  for  a House  or  Senate  seat  from  our  pro- 
fession to  seek  such  office.  It  is  also  my  hope  that 
the  physicians  throughout  the  state  of  Kentucky 
will  become  more  interested  in  legislative  affairs,  and 
that  their  response  at  the  local  level  will  be  even 
greater  in  the  future  when  called  upon  for  help  per- 
taining to  legislation  which  we  either  support  or 
oppose. 

I wish  to  express  appreciation  to  State  Representa- 
tive Mitchell  Denham,  M.D.,  who  was  most  coopera- 
tive and  extremely  helpful  during  the  General  As- 
sembly; to  the  Quick  Action  Committee,  which  was 
extremely  cooperative  and  very  beneficial;  to  the 
Board  of  Trustees;  and  to  each  member  of  the  Com- 
mittee on  Legislative  Activities.  I am  also  indeed 
grateful  to  our  staff,  Bob  Cox  and  Gil  Armstrong, 
for  their  cooperation  and  tremendous  effort.  Very 
few  people  realize  the  dedication  and  unyielding 
efforts  of  these  two  staff  men.  I could  never  ask 
for  a more  cooperative  field  man  than  Mr.  Arm- 
strong, and  he  is  highly  respected  in  Frankfort. 

Fred  C.  Rainey,  M.D.,  Chairman 
State  Affairs 

Recommendations,  Reference  Committee  No.  3 

Reference  Committee  No.  3 met  in  open  session 
with  eight  (8)  members  present  at  the  hearing  in  ad- 
dition to  the  five  (5)  committee  members.  The  re- 
port of  the  Committee  on  Legislative  Activities  as 
related  to  National  Affairs  as  presented  by  Chair- 
man, Hoyt  D.  Gardner,  M.D.,  was  reviewed.  The 
reference  committee  commends  the  members  of  this 
committee  for  their  excellent  work. 

Mr.  Speaker,  I move  the  adoption  of  this  section 
of  the  report.  (Seconded  and  carried.) 

The  report  of  State  Affairs  presented  by  Fred  C. 
Rainey,  M.D.,  was  reviewed,  and  most  of  our  open 
hearing  related  to  discussion  of  the  items  in  this 
report.  The  reference  committee  considered  this  to  be 
an  excellent  report. 

Mr.  Speaker,  I move  the  adoption  of  this  section 
of  the  report.  (Motion  seconded;  carried.) 

In  addition  to  the  items  in  the  previous  report, 
the  committee  has  several  specific  recommendations: 

1 ) The  Board  of  Trustees  be  instructed  to  provide 
such  administrative  staff  that  two  staff  men  be  as- 
signed full-time  as  lobbyists  in  Frankfort  during  the 
sessions  of  the  General  Assembly. 

Mr.  Speaker,  I move  the  adoption  of  this  section 
of  the  report.  (Seconded  and  carried.) 

2)  After  considering  the  legislative  problems  re- 
lated to  House  Bill  495,  which  related  to  the  Ken- 
tucky Tuberculosis  Commission,  the  Reference  Com- 
mittee recommends  that  the  Board  of  Trustees  be 
instructed  to  seek  appointment  by  an  appropriate 
agency,  such  as  the  Legislative  Research  Commis- 


sion, of  a committee  composed  of  members  of  the 
Kentucky  Medical  Association,  the  Tuberculosis 
Commission,  the  University  of  Louisville,  the  Uni- 
versity of  Kentucky,  the  Kentucky  General  Assem- 
bly or  other  branches  of  government.  This  commit- 
tee would  study  the  needs  of  the  Tuberculosis  Com- 
mission and  make  recommendations  for  any  changes 
indicated. 

Mr.  Speaker,  I move  the  adoption  of  this  section 
of  the  report.  (Seconded.) 

A motion  was  made,  seconded  and  passed  that 
the  words  “the  State  Health  Department”  be  inserted 
after  the  words  “Kentucky  Medical  Association”  in 
the  above  recommendation  of  the  Reference  Com- 
mittee No.  3. 

(The  original  motion  as  amended  carried.) 

3 )  The  Reference  Committee  considered  the  mat- 
ter of  a first  aid  booth  to  be  located  in  the  state 
Capitol  during  the  sessions  of  the  General  Assembly. 
This  is  an  excellent  idea  and  should  be  Implemented, 
if  possible,  at  the  next  session  of  the  General  As- 
sembly. 

Mr.  Speaker,  I move  the  adoption  of  this  section 
of  the  report.  (Seconded  and  carried.) 

(The  following  sentences  were  split  from  the  Re- 
port of  the  Committee  on  Cults,  the  main  portion 
of  the  report  being  referred  to  Reference  Committee 
No.  4). 

The  Committee  recommends  that  legislation  be 
drafted  at  this  time  relating  to  licensure  of  various 
health  disciplines  by  one  agency  under  the  direction 
of  the  Board  of  Health.  The  Committee  also  recom- 
mends that  consideration  be  given  to  legislation 
which  would  limit  the  use  of  human  x-ray  to  that 
actually  performed  by  or  supervised  by  physicians, 
dentists  and  osteopaths. 

BOARD  ACTION:  The  Board  approved  this  re- 
port, noting  that  these  recommendations  had  been 
acted  upon  by  the  KMA  Executive  Committee  at  its 
meeting  on  July  25,  1968. 

Recommendations,  Reference  Committee  No.  3 

The  Reference  Committee  notes  that  the  Board 
has  already  acted  upon  these  proposals  of  the  Cult 
Committee,  and  therefore  no  action  by  this  House 
is  necessary. 

Mr.  Speaker,  I move  the  report  of  the  Cults  Com- 
mittee be  filed  for  information. 

(Motion  seconded  and  carried.) 


Resolution  B 

KMA  Board  of  Trustees 

WHEREAS,  the  1968  Session  of  the  Kentucky 
General  Assembly  was  concluded  on  Friday,  March 
15; and 

WHEREAS,  the  Constitution  of  KMA  has  man- 
dated its  members  to  support  the  enactment  and  en- 
forcement of  just  medical  laws;  and 

WHEREAS,  in  order  to  fulfill  this  responsibility 
in  the  1968  Kentucky  General  Assembly  it  was  neces- 
sary to  carefully  screen  the  621  bills  and  117  resolu- 
tions in  the  House  and  417  bills  and  82  resolutions 
in  the  Senate,  and  analyze  those  proposals  that  re- 
lated in  any  way  to  the  public  health — a very  con- 
siderable task  in  itself;  and 

WHEREAS,  it  was  necessary  to  employ  all  avail- 
able resources  in  the  Association  to  resist  a number 
of  bills  that  were  deemed  not  to  be  in  the  public  in- 
terest, and  to  assist  in  passage  of  bills  that  were 
believed  to  be  in  the  public  interest,  and  to  secure 
physicians  to  testify  before  committees  to  speak  in 
favor  of  or  in  opposition  to  proposed  legislation,  and 
WHEREAS,  only  after  determined  and  sustained 
effort  was  it  possible  to  conclude  the  1968  session 
in  a manner  that  was  regarded  highly  satisfactory, 
NOW  THEREFORE  BE  IT  RESOLVED  THAT, 
this  Board  of  Trustees  on  behalf  of  all  members 
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of  the  Association,  express  its  full  and  sincere  ap- 
preciation for  all  the  excellence  of  our  leadership 
in  this  area,  the  broad  continuing  energies  in  this 
undertaking,  and  for  the  splendid  results  achieved, 
to  our  President,  the  Committee  on  Legislative  Ac- 
tivities, to  the  legislative  key  men,  and  all  KMA 
members  and  staff  who  worked  so  diligently.  We 
especially  express  our  gratitude  to  State  Representa- 
tive Mitchel  Denham,  M.D.,  and  Fred  C.  Rainey, 
M.D.,  Chairman  for  State  Affairs  of  the  Legislative 
Committee,  who  devoted  so  many  hours  and  worked 
so  earnestly  and  unselfishly  on  behalf  of  good  health 
legislation. 

Recommendations,  Reference  Committee  No.  3 

Recognizing  that  successful  legislative  activities 
require  broad  participation  by  many  members  and 
staff  of  the  Association,  the  Reference  Committee 
is  in  complete  agreement  with  Resolution  B,  Appre- 
ciation of  Legislative  Activities,  introduced  by  the 
Board  of  Trustees. 

Mr.  Speaker,  I move  the  adoption  of  Resolution  B. 

(Seconded;  carried.) 


Resolution  C 

KMA  Committee  on  Cults 

WHEREAS,  the  practice  of  medicine  is  becoming 
increasingly  affected  by  government  programs,  and 

WHEREAS,  the  health  needs  (both  real  and  imag- 
inary) of  the  public  have  apparently  found  a perma- 
nent home  in  the  political  arena,  and 

WHEREAS,  the  A.M.A.  has  shown  quackery  to 
be  a billion  dollar  business,  and 

WHEREAS,  certain  non-medical  “healing  arts” 
seek  constantly  to  broaden  the  scope  of  their  licensed 
activities  without  a commensurate  or  any  Increase 
in  their  education  or  training,  and 

WHEREAS,  Mitchel  B.  Denham,  M.D.,  has  served 
with  distinction  as  a member  of  the  Kentucky  House 
of  Representatives  since  1960  and  has  been  of  tre- 
mendous value  not  only  as  a spokesman  for  the 
medical  profession  but  as  a source  of  information  to 
his  colleagues  on  medical  or  health-related  legisla- 
tion, 

NOW,  THEREEORE,  BE  IT  RESOLVED  BY 
THE  HOUSE  OF  DELEGATES  OE  THE  KEN- 
TUCKY MEDICAL  ASSOCIATION  that  Mitchel 
B.  Denham,  M.D.,  be  commended  for  his  unselfish 
and  sacrificial  service  to  the  people  of  Kentucky 
and  that  other  physicians  whose  practice  is  such  as 
will  permit  it,  be  urged  to  offer  themselves  as  can- 
didates for  the  General  Assembly,  and 

BE  IT  FURTHER  RESOLVED  that  each  and 
every  member  of  this  Association  make  a diligent 
effort  to  find  physicians  who  can  and  will  become 
candidates  for  the  General  Assembly  and  offer  such 
potential  candidates  their  active  and  meaningful 
support. 

Recommendations,  Reference  Committee  No.  3 

There  was  total  agreement  in  the  hearing  and  in 
executive  session  for  support  of  Resolution  C,  Phy- 
sician Candidates  for  Kentucky  General  Assembly 
(introduced  by  the  Committee  on  Cults)  urging  phy- 
sicians to  seek  public  office. 

Mr.  Speaker,  I move  the  adoption  of  Resolution  C. 

(Motion  seconded  and  carried.) 

Mr.  Speaker,  I move  the  adoption  of  the  report  of 
Reference  Committee  No.  3 as  a whole  as  amended. 

(Seconded;  carried.) 

Mr.  Speaker,  I would  like  to  thank  you  for  ap- 
pointing such  fine  gentlemen  to  this  Reference  Com- 
mittee. I would  also  like  to  thank  these  distinguished 
physicians  for  their  contributions  to  this  committee. 
Without  the  expert  help  of  Miss  Victoria  Ashcraft, 


the  job  could  not  have  been  done.  Our  thanks  to 
her. 

REFERENCE  COMMITTEE  NO.  3 
David  B.  Stevens,  M.D.,  Lexington,  Chairman 
W.  Donald  Janney,  M.D.,  Covington 
Stephen  Kelley,  M.D.,  Somerset 
W.  Faxon  Payne,  M.D.,  Hopkinsville 
Charles  C.  Smith,  M.D.,  Louisville 


REFERENCE  COMMITTEE  NO.  4 

Kenneth  M.  Eblen,  M.D., 
Henderson,  Chairman 

Reports  of  Public  Service  and  Medical  Services 

Reference  Committee  No.  4 considered  the  follow- 
ing reports; 

13.  Report  of  the  Kentucky  Physicians  Mutual, 
Inc.,  Board  of  Directors 

22.  Report  of  the  Advisory  Committee  to  Blue 
Shield 

23.  Report  of  the  Advisory  Committee  to  Blue 
Cross 

24.  Report  of  the  Committee  on  Occupational 
Health,  Physical  Medicine  and  Rehabilitation 

25.  Report  of  the  Maternal  Mortality  Study  Com- 
mittee 

32.  Report  of  the  Committee  on  Communication 
and  Health  Education 

33.  Report  of  the  Committee  on  Health  Careers 

34.  Report  of  the  Committee  on  Community  and 
Rural  Health 

35.  Report  of  the  Cults  Committee 

36.  Report  of  the  Senior  Day  Committee 

37.  Report  of  the  Committee  on  School  Health, 
Physical  Education  and  Medical  Aspects  of  Sports 

38.  Report  of  the  Advisory  Committee  to  Woman’s 
Auxiliary 

44.  Report  of  the  Ad  Hoc  Study  Committee  for 
Improved  Community  Health 

Resolution  D — Credit  Arrangers  (Fayette  County) 

Resolution  F — Insurance  Forms  (Fayette  County) 

Resolution  I — Home  Health  Care  (Henderson 
County) 

Resolution  K — Annual  Registration  of  License  for 
Physicians  (Jefferson  County) 

Resolution  M — Physicians  on  Hospital  Boards  of 
Trustees  (McCracken  County) 

Report  of  the  Board  of  Directors, 
Kentucky  Physicians  Mutual,  Inc. 

It  is  a privilege,  as  Chairman  of  the  Board  of 
Directors  of  Kentucky  Physicians  Mutual,  to  bring 
this  annual  report  on  Blue  Shield  to  you  ...  the 
House  of  Delegates  of  the  Kentucky  Medical  Associa- 
tion. This  is  our  19th  year  of  service  to  the  people 
and  doctors  of  Kentucky.  We  will  pay,  this  year,  over 
$11,500,000  to  doctors  for  services  to  our  members. 
Our  Blue  Shield  Plan  is  financially  sound  and  con- 
tinues to  grow,  as  indicated  by  the  following  figures. 

We  had,  as  of  June  30,  1968,  973,062  members, 
which  is  a net  gain  of  4.11%  in  the  preceding 
twelve  months.  In  addition,  over  188,950  people  en- 
rolled in  Extended  Benefits  or  Major  Medical,  which 
is  a net  gain  of  63%.  During  the  past  twelve  months, 
899  additional  companies  enrolled  their  employees 
in  Blue  Shield,  making  in  excess  of  9,799  companies 
and  organizations  in  Kentucky  voluntarily  offering 
this  vital  protection  to  their  employees  and  depend- 
ents; 2,405  of  these  companies  provide  Extended 
Benefits  or  Major  Medical  to  their  members.  Our 
staff  is  constantly  trying  to  get  members  and  groups 
to  increase  their  protection,  which  is  a voluntary 
decision  that  can  only  be  made  by  the  member  or 
employer  who  makes  regular  payment  for  protection. 
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The  past  year  has  been  a very  challenging  one 
for  Blue  Shield.  As  Chairman  of  the  Board,  I am 
proud  of  the  Board  members,  physicians  and  busi- 
nessmen who  serve  with  determination  and  purpose 
for  the  people  of  Kentucky  and  the  profession.  The 
demands  on  Blue  Shield  are  ever-increasing.  This 
past  year  we  have  made  great  strides  in  meeting  the 
challenges  of  voluntary  prepayment  and  the  free  en- 
terprise system. 

This  year  we  lost  two  distinguished  Board  mem- 
bers. 

(1)  Thomas  O.  Meredith,  M.D.— a founder  of 
Kentucky  Physicians  Mutual  and  a former 
president  of  the  Board. 

(2)  Joe  Sanford — friend  to  all  of  us  as  physicians 
and  a capable  and  willing  member  of  the 
Board,  and  Secretary  of  Kentucky  Physicians 
Mutual. 

To  fill  the  voids  in  Medicare,  49,831  members 
over  65  years  of  age  are  now  enrolled  in  our  over- 
65  program.  We  are  pleased  that  during  the  year 
we  were  able  to  increase  their  protection  and  reduce 
the  cost  for  this  program.  One  important  benefit 
we  added  was  nursing  home  care.  The  increased 
benefits  will  help  meet  the  additional  needs  of  mern- 
bers  of  this  age  group  and  further  fill  the  voids  in 
their  protection.  You  will  recall,  last  year,  I reported 
a reduction  in  the  deductible  from  $100  to  $50.  . . 
This  program  is  jointly  underwritten  by  Blue  Cross 
and  Blue  Shield  and  is  helping  our  senior  Ken- 
tuckians voluntarily  meet  more  of  their  health  care 
needs. 

I The  Extended  Benefits  contract  was  also  improved 

with  no  increase  in  current  dues.  We  were  able  to 
add  coverage  in  areas  such  as  physicians  benefits 
and  nursing  home  care.  The  maximum  liability  per 
member  was  changed  from  $10,000  to  $20,000.  Nurs- 
ing home  benefits  were  also  added  to  our  Major 
Medical  programs.  At  the  same  time,  we  decided 
to  permit  the  Extended  Benefits  Endorsement  to  be 
continued  on  a direct  basis  by  members  leaving 
groups  and  to  be  purchased  by  non-group  members; 
a needed  benefit  to  help  protect  Kentucky  families 
from  the  cost  of  long-term  or  catastrophic  illness 
and  accident.  Kentucky  Physicians  Mutual  also  ap- 
proved offering  Usual  and  Customary  programs  pro- 
vided adequate  peer  review  committees  can  be  es- 
tablished. 

The  P.S.I.  surgical-medical  schedules  C and  D 
rates  were  reduced  for  all  non-group.  Farm  Bureau 
and  employee  groups  under  50  subscribers.  Groups 
over  50  are  rated  annually,  and  these  rates  are  de- 
termined on  experience  and  usage  factors.  These 
rate  reductions  produced  many  positive  public  rela- 
tions reactions. 

Kentucky  Physicians  Mutual  is  sound  financially 
and  has  reserves  $9.39  per  member,  which  is  ade- 
quate. The  Plan  continues  to  operate  with  one  of 
the  lowest  overhead  costs  among  the  74  Blue  Shield 
Plans  in  America.  In  Plans  of  comparable  size,  from 
500,000  to  1,000,000  members,  out  of  the  17  in 
America,  Kentucky  is  among  the  low  4 in  overhead 
costs.  We  are  pleased  also  that  an  officer  of  our 
Kentucky  Plan  now  serves  as  a delegate  at  large  on 
the  Board  of  Directors  of  the  National  Association 
of  Blue  Shield  Plans. 

Blue  Shield  in  Kentucky  operates  in  a branch 
office,  branch  plant  climate,  where  the  decisions 
made  in  other  states  for  large  national  companies 
affect  us  in  Kentucky.  More  and  more  companies 
are  demanding  uniform  benefits  for  their  employees 
and  dependents  all  over  America.  The  voluntary 
system  is  being  faced  every  day  with  additional  de- 
mands for  full  payment  of  benefits.  Unless  these 
demands  are  met,  the  companies  as  well  as  the 
unions  will  turn  more  and  more  to  government. 

The  voluntary  prepayment  system  is  healthy  and 
growing,  in  spite  of  the  threats  from  every  side. 
Working  together  with  the  medical  profession,  in- 
dustry, and  other  segments  of  our  community,  with 
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a sincere  desire  to  do  what  is  beneficial  to  all  con- 
cerned, we  will  continue  to  help  strengthen  the  vol- 
untary system,  the  private  practice  of  medicine,  and 
to  help  more  and  more  people  budget  in  advance 
so  that  they  may  be  in  a better  position  to  provide 
adequate  health  care  for  themselves  and  their  fami- 
lies, and  at  the  same  time  maintain  the  free  choice 
of  their  doctor  and  hospital  and  be  in  a better 
position  to  meet  their  responsibility  to  their  doctor 
and  hospital. 

We  wish  to  extend  to  the  members  of  the  medi- 
cal profession  and  to  the  staff  of  the  Kentucky  Medi- 
cal Association  our  sincere  thanks  for  their  coopera- 
tion and  contribution  in  helping  make  this  another 
successful  year. 

Robert  W.  Robertson,  M.D.,  Chairman 

Recommendations,  Reference  Committee  No.  4 

The  committee  read  the  Report  of  the  Kentucky 
Physicians  Mutual,  Inc.,  Board  of  Directors  and 
wishes  to  commend  all  the  members  of  the  commit- 
tee. As  noted  in  the  last  two  lines,  your  committee 
feels  that  not  only  adequate  peer  review  committees 
be  established  by  Kentucky  Physicians  Mutual  but 
also  to  work  with  all  third  party  carriers. 

Mr.  Speaker,  I move  the  adoption  of  this  section 
of  the  report. 

(Seconded.) 

At  this  juncture,  the  Speaker  recognized  Board 
Chairman,  Walter  L.  Cawood,  M.D..  who  stated 
that  the  Board  of  Trustees,  at  its  September  25 
meeting,  voted  to  recommend  to  the  House  that 
the  Reference  Committee  No.  4 Report  be  amended 
to  provide  for  the  establishment  of  a “Usual  and 
Customary  Review  Committee”  rather  than  a peer 
review  committee.  During  the  ensuing  discussion, 
the  following  motion  to  amend  this  report  was  made, 
seconded  and  carried  that  the  second  sentence  in 
Reference  Committee  No.  4 report  be  changed  to 
read:  “As  noted  in  the  last  two  lines,  your  committee 
feels  that  a usual  and  customary  review  committee 
should  be  established  by  KMA  for  all  third  party 
carriers.” 

The  original  motion  as  amended  carried. 

Report  of  the  Advisory  Committee 
to  Blue  Shield 

The  members  of  the  KMA  Advisory  Committee 
to  Blue  Shield  felt  that  we  had  one  of  our  most 
important  meetings  in  recent  years  when  we  met 
on  May  2 of  this  year. 

In  our  discussions,  it  was  emphasized  that  the 
financing  of  health  care  for  the  people  of  this  coun- 
try is  a problem  of  the  utmost  importance.  j 

The  concept  that  every  citizen  should  have  access  | 

to  adequate  health  care  has  long  been  supported  j 

by  the  American  Medical  Association  and  by  the 
Kentucky  Medical  Association.  ’i 

Through  Medicare  and  Medicaid,  federal  and  state 
governments  now  use  tax  money  to  pay  for  the 
health  care  of  the  aged  and  the  economically  dis- 
advantaged. Strong  pressure  is  being  brought  to  bear 
on  our  legislative  bodies  to  extend  these  programs 
to  cover  all  the  rest  of  our  population. 

The  Advisory  Committee  to  Blue  Shield  feels 
strongly  that  if  our  present  system  of  medical  prac- 
tice is  to  survive,  health  care  for  those  not  yet  | 

covered  by  governmental  programs  must  be  financed 
through  voluntary  prepayment  mechanisms  to  an  in- 
creasing degree.  Blue  Shield  has  long  been  in  the 
forefront  in  providing  such  coverage. 

We  were  pleased  to  have  representatives  of  the 
Blue  Shield  staff  attend  our  session  and  report  on  | 

changes  being  made  in  some  of  the  Blue  Shield  i 

contracts.  With  no  additional  premium,  these  changes  j 

reflect  numerous  increases  in  benefits  in  the  Extend-  j 
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ed  Benefits  Endorsement,  the  Blue  Cross-Blue  Shield 
65  certificates,  Schedule  D,  Preferred  and  Schedule 
C contracts.  In  addition  to  these  increased  benefits, 
dues  for  the  Blue  Cross-Blue  Shield  65  certificates 
and  Schedules  C and  D are  being  reduced. 

The  Extended  Benefits  Endorsement  will  have 
additional  benefits  in  the  areas  of  surgery,  anesthesia, 
in-hospital  medical  care,  home  and  office  calls,  nurs- 
ing home  care,  consultations  and  the  maximum 
amount  of  benefits  is  being  increased  from  $10,000 
to  $20,000.  The  Blue  Cross-Blue  Shield  65  certificate 
will  have  increased  benefits  in  hospital  in-patient 
care,  extended  care  facilities,  private  duty  nursing, 
hospital  charges  for  out-patient  services  and  the 
maximum  life-time  benefit  is  being  doubled  from 
$5,000  to  $10,000. 

In  unanimously  accepting  this  report,  the  members 
of  the  Advisory  Committee  complimented  the  Blue 
Shield  staff  on  their  management  and  program  plan- 
ning. We  call  to  the  attention  of  the  House  of  Dele- 
gates that  in  today’s  rising  cost  of  medical  care, 
particular  note  should  be  made  of  our  Blue  Shield 
Plan  whereby  dues  were  lower  for  subscribers 
while  their  benefits  were  considerably  increased. 

The  demand  for  paid  in  full  coverage  for  physi- 
cians’ services  has  been  growing  rapidly  in  the  last 
few  years.  This  demand  has  been  accelerated  by  the 
advent  of  Medicare  and  Medicaid,  and  by  the  adop- 
tion by  large  national  employers  of  the  principle  of 
payment  of  usual  and  customary  fees.  This  principle 
of  payment  is  also  generally  enthusiastically  endorsed 
by  the  medical  profession  not  only  in  Kentucky  but 
all  over  the  nation. 

Blue  Shield  in  Kentucky  has  previously  offered 
certain  contracts  under  which  payment  would  be 
made  for  usual  and  customary  fees.  A method  has 
now  been  developed  of  rating  group  accounts  of  any 
size  located  in  any  area  of  Kentucky  which  could 
now  be  offered  for  payment  of  usual  and  customary 
fees. 

Your  Advisory  Committee  to  Blue  Shield  feels 
that  it  is  an  important  and  progressive  step  for  the 
KMA  House  of  Delegates  to  re-affirm  its  policy  of 
reimbursement  on  the  usual  and  customary  basis 
and  to  implement  this  concept  by  urging  Kentucky 
Physicians  Mutual,  Inc.  (Blue  Shield)  to  provide 
contracts  to  as  many  of  its  subscribers  as  possible 
on  the  usual  and  customary  principle. 

Your  Advisory  Committee  to  Blue  Shield  unani- 
mously recommends  the  adoption  of  the  following 
resolution: 

WHEREAS,  the  American  Medical  Association 
has  re  affirmed  its  support  of  the  Usual  and  Cus- 
tomary concept  and  has  recommended  that  this  con- 
cept be  extended  to  all  third  parties,  and 

WHEREAS,  the  House  of  Delegates  of  the  Ken- 
tucky Medical  Association  reaffirmed  its  support  of 
the  principle  of  payment  of  professional  fees  on  a 
Usual  and  Customary  basis,  and 

WHEREAS,  the  Kentucky  Medical  Association 
and  Kentucky  Physicians  Mutual  jointly  conducted 
a survey  to  establish  Usual  and  Customary  fee 
ranges,  and 

WHEREAS,  this  survey  was  completed  through 
the  cooperative  efforts  of  Kentucky  Physicians  Mu- 
tual and  the  Kentucky  Medical  Association  to  pro- 
vide guidelines  for  implementing  and  administering 
the  Usual  and  Customary  Program  in  Kentucky 

BE  IT  THEREFORE  RESOLVED  THAT  the 
KMA  Advisory  Committee  to  Blue  Shield  recom- 
mends to  the  KMA  Board  of  Trustees  that  this 
resolution  be  adopted  reaffirming  support  of  the 
Usual  and  Customary  principle  and  pledging  the  as- 
sistance and  cooperation  of  the  KMA  through  the 
following: 

1.  That  a KMA  Usual  and  Customary  Advisory 
Committee  be  formed  representing  all  major 
specialty  groups  including  General  Practice  to 
act  in  an  advisory  capacity  to  Blue  Shield  pro- 
viding assistance  in  the  administration  of  the 


program.  This  committee  would  also  serve  as  a 
central  review  committee  to  review  cases  from 
county  societies  too  small  to  develop  their  own 
local  committee  or  to  review  cases  which  would 
be  referred  by  Blue  Shield  or  a county  society 
or  physician  in  the  event  such  a request  should 
occur. 

2.  THAT  KMA  write  a letter  and  institute  an  in- 
formation program  to  all  county  medical  so- 
cieties defining  the  concepts  of  Usual  and  Cus- 
tomary, explaining  the  mechanics  of  its  admin- 
istration and  urging  local  cooperation  and  sup- 
port. 

3.  That  KMA  assist  and  encourage  all  county 
medical  societies  with  twenty  or  more  active 
practicing  physician  members  in  establishing  a 
local  review  committee,  and  that  counties  hav- 
ing between  ten  and  twenty  physicians  will  be 
invited  to  establish  their  own  review  commit- 
tee, to  review  cases  where  the  charges  exceed 
the  maximum  beyond  which  payment  cannot 
be  routinely  made.  These  committees,  along 
with  the  KMA  Advisory  Committee,  would 
assist  in  developing  guidelines  for  the  process- 
ing of  cases  of  an  unusual  nature. 

Since  the  implementation  of  the  above  resolution 
cannot  be  accomplished  without  considerable  plan- 
ning and  to  minimize  as  much  loss  of  time  as  pos- 
sible, the  Advisory  Committee  encourages  Blue  Shield 
to  offer  this  contract  to  accounts  that  are  demanding 
it  and  to  work  with  the  county  medical  societies 
involved  in  establishing  a peer  review  committee 
prior  to  final  action  being  taken  on  the  resolution 
by  the  House  of  Delegates  in  September.  We  urge 
the  KMA  Executive  Committee  and  Board  of  Trust- 
ees to  act  similarly  in  their  review  of  this  resolution. 

As  mentioned  earlier  in  this  report,  your  commit- 
tee members  feel  this  matter  to  be  of  prime  im- 
portance to  the  medical  profession  of  Kentucky. 

A full  and  detailed  discussion  was  accomplished 
during  our  meeting.  Our  members  are  unanimous  in 
the  recommendations  made  and  approval  by  the 
Board  of  Trustees  and  House  of  Delegates  is  re- 
spectfully requested. 

This  committee  in  its  role  of  maintaining  a friend- 
ly and  close  liaison  with  Blue  Shield  hopes  to  con- 
tinue to  reflect  the  policies  of  this  Association  and 
to  provide  assistance  in  the  up-grading  of  Blue  Shield 
coverage  for  our  citizenry. 

W.  Vinson  Pierce,  M.D.,  Chairman 

This  report  was  reviewed  by  the  Board  of  Trustees 
on  August  15,  1968. 

BOARD  ACTION:  The  Board  recommends  that 
paragraph  one  of  the  resolution  which  appears  on 
page  three  of  the  report  be  amended  by  adding  to 
the  first  sentence  thereof  the  following:  “and  insur- 
ing that  the  levels  of  ‘usual  and  customary  fees’  are 
continuously  revised  in  the  light  of  information  cur- 
rently received  by  Blue  Shield  from  participating 
physicians”. 

Recommendations,  Reference  Committee  No.  4 

Your  committee  after  much  deliberation  and  de- 
bate from  interested  parties  recommends  the  adop- 
tion of  the  Report  of  the  Advisory  Committee  to 
Blue  Shield  and  the  implementation  of  the  resolution 
reaffirming  the  Usual  and  Customary  fee  principle. 

Mr.  Speaker,  I move  the  adoption  of  this  section 
of  the  report. 

(Seconded  and  carried.) 

Your  committee  feels  that  the  county  and  state 
review  com.mittees  to  be  formulated  by  this  report, 
the  Resolve  No.  3 on  page  3,  be  designated  as 
Claims  Review  Committees  to  handle  all  third  party 
claims. 

Mr.  Speaker,  I move  the  adoption  of  this  section 
of  the  report. 

(Seconded  and  carried.) 
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Report  of  the  Advisory  Committee 
to  Blue  Cross 

The  Medical  Advisory  Committee  to  Blue  Cross 
consists  of  seventeen  appointed  doctors  from  various 
< parts  of  the  state.  Representative  members  of  this 

committee  met  at  the  Headquarters  Office  of  Blue 
Cross-Blue  Shield  in  Louisville  to  review  questionable 
or  controversial  claims  submitted  by  physicians  that 
dealt  with  the  need  and/or  duration  of  hospital 
care. 

During  the  twelve  months  beginning  June  1967 
through  May  31,  1968,  the  committee  reviewed  25 
cases  in  three  meetings,  amounting  to  1,059  hospital 
days.  Of  this  amount,  384  days  were  disallowed; 
representing  a savings  of  over  $13,000.  It  is  inter- 
esting to  note  that  during  the  same  period,  38  cases 
were  considered  by  the  Local  Review  Committee, 
amounting  to  a total  of  1,916  hospital  days,  of  which 
80  were  disallowed,  for  a savings  of  approximately 
$2,800. 

The  committee  serves  a dual  purpose  in  monitor- 
ing the  Blue  Cross  Plan,  by  first  furnishing  the  pub- 
lic and  the  medical  profession  with  the  most  ad- 
vantageous coverage  possible  for  the  premiums  paid; 
and  secondly,  by  avoiding  abuses  to  Blue  Cross  by 
studying  and  correcting  trends  before  they  develop 
into  abuses,  while  continuing  the  effort  to  keep  phy- 
sicians of  the  state  informed  and  interested  in  the 
operation  of  Blue  Cross. 

The  members  of  this  committee  are  to  be  con- 
gratulated for  their  diligence,  dedication  to  duty  and 
faithfulness.  While  they  reflect  KMA’s  and  Blue 
Cross’  efforts  to  screen  claims  in  order  to  effectively 
limit  unnecessary  or  prolonged  hospitalization,  their 
work  also  produces  educational  features  for  the  other 
Kentucky  physicians. 

The  entire  committee  usually  meets  once  a year  in 
conjunction  with  the  representatives  from  Blue  Cross 
to  discuss  the  work  of  the  committee  and  to  make 
constructive  recommendations  to  Blue  Cross. 

George  W.  Pedigo,  M.D.,  Chairman 


Recommendations,  Reference  Committee  No.  4 

Your  committee  reviewed  the  report  of  the  Advis- 
ory Committee  to  Blue  Cross  as  submitted  by  the 
chairman  and  wishes  to  commend  long  hours  of 
work  by  the  chairman  and  his  committee  but  after 
much  discussion  from  the  floor,  your  committee 
would  like  to  add  one  paragraph  as  follows:  “that 
Blue  Cross  and  other  third  party  agencies  when  ask- 
ing for  additional  information  from  a patient’s  hos- 
pital chart  that  this  be  done  with  the  physician’s 
prior  approval.” 

Mr.  Speaker,  I move  the  adoption  of  this  section 
of  the  report. 

(Motion  was  seconded  and  after  brief  discussion 
carried.) 


Report  of  the  Committee  on  Occupa- 
tional Health,  Physical  Medicine 
and  Rehabilitation 

Our  committee  this  year  is  a combination  of  two 
previous  KMA  committees  and  it  was  generally 
agreed  that  we  should  have  responsibility  in  the  field 
of  environmental  health,  as  it  relates  to  air  pollution 
and  water  pollution;  responsibility  in  the  field  of 
health  care  of  the  wage  earner;  and  loss  prevention 
in  cases  of  toxic  materials,  trauma  occurring  on  the 
job,  etc. 

The  KMA  Industrial  Medicine  Committee,  in  its 
1966  Report  to  the  House  of  Delegates,  noted  its 
desire  to  see  the  Kentucky  Department  of  Health 


provide  an  employees  health  service  for  state  em- 
ployees. The  purpose  of  a health  service  program 
is  to  act  as  a preventative  program  if  illness  should 
occur  on  the  job,  to  treat  it  on  the  spot,  and  then 
send  the  patient  to  his  own  family  physician,  and 
that  this  program  should  in  no  way  encourage  compe- 
tition among  physicians.  Your  committee  this  year 
also  endorses  such  a program. 

We  reviewed  the  1966  Report  of  the  Physical 
Medicine  and  Rehabilitation  Committee  of  KMA  and 
feel  that  definite  steps  should  be  taken  regarding 
implementation  of  a revision  of  the  legislation  per- 
taining to  Workmen’s  Compensation  Laws.  We  un- 
derstand such  a recommendation  has  been  made  to 
the  Governor  by  KMA  officials. 

Tetanus  prophylaxis  was  another  matter  of  interest 
to  our  committee  this  year  and  in  urging  an  educa- 
tional campaign  on  tetanus  prophylaxis,  correspond- 
ence was  initiated  with  the  State  Department  of 
Health  and  one  of  our  committee  members  authored 
an  editorial  which  appeared  with  a chart  in  the 
March  issue  of  the  Journal  of  KMA. 

John  E.  Eckerle,  M.D.,  Chairman 

This  report  was  reviewed  by  the  Board  of  Trustees 
on  August  15,  1968. 

BOARD  ACTION:  This  report  was  approved  with 
the  following  exception:  The  Board  recommends  that 
the  proposed  employees  health  service  for  state  em- 
ployees not  be  implemented  without  the  approval 
of  the  Franklin  County  Medical  Society. 

Recommendations,  Reference  Committee  No.  4 

The  committee  reviewed  this  report  on  the  Com- 
mittee on  Occupational  Health,  Physical  Medicine 
and  Rehabilitation  and  moved  its  adoption  with  the 
reviewed  Board  action  of  August  15,  1968. 

Mr.  Speaker,  I move  the  adoption  of  this  section 
of  the  report. 

(Seconded;  carried) 


Report  of  the  Maternal  Mortality 
Study  Committee 

The  Maternal  Mortality  Study  Committee  of  the 
Kentucky  Medical  Association  met  three  times  dur- 
ing the  year,  and  thoroughly  discussed  the  protocols 
of  all  maternal  deaths  in  Kentucky  through  the 
previous  year.  The  committee  members  believe  this 
work  to  be  a useful  and  productive  function,  and 
we  are  grateful  to  the  officials  of  the  Kentucky  Medi- 
cal Association  who  rescinded  last  year’s  directive 
to  dissolve  the  committee. 

The  committee  was  asked  to  comment  on  the  re- 
cently adopted  birth  certificate  form  for  Kentucky, 
modeled  on  the  proposed  standard  certificate  designed 
for  universal  use  by  the  Department  of  Health,  Edu- 
cation and  Welfare.  The  committee  raised  several 
questions  regarding  the  potential  usefulness  of  the 
new  form,  pointing  out  several  objections  expressed 
by  various  members.  These  have  been  transmitted 
through  proper  channels. 

Publication  of  selected  protocol  abstracts  from  the 
committee’s  files  in  the  KMA  Journal  was  continued, 
and  has  now  been  increased  from  a bimonthly  to  a 
monthly  interval.  The  committee  continues  to  feel 
that  this  is  a useful  method  of  bringing  the  results 
of  its  deliberations  to  the  attention  of  the  profession 
in  Kentucky. 

Douglas  M.  Haynes,  M.D.,  Chairman 

Recommendations,  Reference  Committee  No.  4 

The  committee  reviewed  this  report  of  the  Mater- 
nal Mortality  Study  Committee  and  respectfully 
moved  its  adoption. 

Mr.  Speaker,  I move  the  adoption  of  this  section 
of  the  report. 

(Seconded;  carried) 
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support  the  ongoing  programs  in  health  careers  be- 
ing managed  so  successfully  by  the  several  auxiliary 
groups  involved. 

In  the  course  of  establishing  communications  with 
other  interested  organizations,  the  Health  Careers 
Committee  learned  that  an  effort  directed  along  simi- 
lar lines  being  developed  by  the  Kentucky  Hos- 
pital Association.  Correspondence  with  their  repre- 
sentatives and  an  intense  orientation  into  their  aims 
and  objectives  provided  your  chairman  with  the  defi- 
nite opinion  that  the  Kentucky  Hospital  Association 
had  made  much  progress  in  the  planning,  as  well  as 
in  the  early  funding  of  this  venture.  With  the  belief 
that  the  KHA  would  be  objective  and  broad  in  its 
concepts  and  goals  and  since  preliminary  communi- 
cation with  the  Ohio  Valley  Regional  Medical  Pro- 
gram elicited  no  response  whatsoever,  your  chairman 
concluded  that  it  might  serve  the  best  purposes  of 
the  Kentucky  Medical  Association  and  the  Health 
Careers  Committee  to  support  fully  the  efforts  of  the 
Kentucky  Hospital  Association.  This  should  include, 
with  the  advice  and  consent  of  the  Board  of  Trust- 
ees, some  financial  support  from  the  Kentucky  Medi- 
cal Association. 

It  is  apparent  to  your  chairman  that  the  growing 
awareness  in  many  areas  of  our  Commonwealth 
toward  the  needs  for  increasing  the  supply  of  health 
manpower  provides  a climate  much  more  favorable 
for  the  implementation  of  health  careers  programs, 
councils,  etc.  than  has  existed  heretofore. 

Your  chairman  is  hopeful  that  the  Kentucky  Medi- 
cal Association  and  this  committee  will  see  fit  to 
increase  its  activity  and  support  in  this  area. 

Joseph  Hamburg,  M.D.,  Chairman 


Report  of  the  Communication  and 
Health  Education  Committee 

The  Communication  and  Health  Education  Com- 
mittee was  one  of  the  “revised”  committees  under 
the  new  KMA  organizational  structure. 

One  of  our  primary  duties  is  the  implementation 
of  the  KMA  Orientation  Program  for  new  members. 
We  met  on  January  11  to  plan  the  Orientation 
session  held  in  conjunction  with  the  1968  Interim 
Meeting.  Our  speakers  were  selected  and  promotional 
activity  was  authorized.  A review  of  the  record  keep- 
ing and  paper  work  involved  Impressed  us  with  the 
administrative  work  load  required  by  the  Orientation 
Program.  We  had  28  new  members  attend  our  In- 
terim Meeting  session,  making  a total  of  277  who 
have  taken  the  course  since  it  was  initiated  in  1965. 
The  comm.ittee  then  began  its  preliminary  planning 
for  the  seventh  Orientation  Course  to  be  held  on 
Monday,  September  23,  just  prior  to  the  opening  of 
the  Annual  Meeting.  As  is  customary,  a larger  num- 
ber of  new  members  are  expected  to  be  in  attendance 
for  this  session. 

It  is  your  committee’s  opinion  that  the  Orienta- 
tion Program,  adopted  by  the  House  of  Delegates 
in  1964,  has  been  of  considerable  value  to  our  new 
members.  We  are  most  appreciative  to  all  who  have 
contributed  to  its  success  and  especially  would  point 
out  the  speakers,  both  lay  and  physicians,  who  have 
appeared  on  the  program. 

Additionally,  during  this  past  year,  we  have  main- 
tained our  interest  in  promoting  health  education. 
Exhibits  were  presented  again  this  year  at  the  An- 
nual Meeting  of  the  Kentucky  Education  Associa- 
tion and  authorized  for  presentation  at  the  1969 
KEA  convention  next  April. 

We  have  also  maintained  our  responsibility  of  se- 
curing speakers  for  both  lay  and  professional  audi- 
ences on  request. 

N.  Lewis  Bosworth,  M.D.,  Chairman 

Recommendations,  Reference  Committee  No.  4 

The  committee  reviewed  the  report  of  the  Com- 
mittee on  Communication  and  Health  Education  and 
the  work  of  Doctor  Bosworth  and  his  committee 
and  particularly  the  Orientation  Program  for  new 
members  and  wishes  to  commend  them  for  the  work 
done  in  this  field. 

Mr.  Speaker,  I move  the  adoption  of  this  section 
of  the  report. 

(Seconded;  carried) 

Report  of  the  Health  Careers 
Committee 

I was  privileged  to  serve  as  chairman  of  the  Health 
Careers  Committee  of  the  Kentucky  Medical  Associ- 
ation, and  although  we  met  only  once  in  formal  ses 
sion,  much  of  our  activity  was  conducted  through 
other  communications  media. 

In  review  and  summary,  the  Health  Careers  Com- 
mittee felt  that  it  could  best  serve  the  needs  of  the 
Kentucky  Medical  Association  by  attempting  to  de- 
velop or  seek  means  for  the  development  of  a state- 
wide health  careers  council  which  would  provide  a 
focal  point  for  the  distribution  of  recruitment  ma- 
terial, information  and  guidance  for  both  students 
and  counselors,  and  coordinator  of  health  careers 
programs  and  activities  throughout  the  state  among 
the  various  organizations  concerned. 

The  committee  was  empowered  by  the  Board  of 
Trustees  at  the  1968  KMA  Interim  Meeting  to  seek 
out  the  availability  of  funds,  both  public  and  private, 
in  support  of  the  establishment  of  a full-time  facility 
and  staff  to  act  in  this  manner. 

It  was  understood,  of  course,  that  the  Health  Ca- 
reers Committee  would  continue  to  encourage  and 


Recommendations,  Reference  Committee  No.  4 

Much  discussion  was  heard  on  the  Report  of  the 
Committee  on  Health  Careers.  The  committee  wishes 
to  commend  Doctor  Hamburg  in  this  field  as  we 
feel  that  if  the  physician  does  not  take  on  the  role 
of  education  of  the  paramedical  field  and  health  ca- 
reers that  the  government  or  other  interested  parties 
will  do  so.  The  committee  feels  that  further  commun- 
ication with  the  Ohio  Valley  Regional  Medical  Pro- 
gram be  attempted  and  also,  as  suggested  by  the 
committee,  that  some  financial  support  from  the 
Kentucky  Medical  Association  should  be  given.  The 
committee  requests  that  this  part  of  the  report  be 
referred  to  the  Board  of  Trustees  for  further  action 
and  implementation. 

Mr.  Speaker,  I move  the  adoption  of  this  section 
of  the  report. 

(Seconded;  carried  after  discussion.) 


Your  Community  and  Rural  Health  Committee 
met  at  the  Headquarters  Office  on  March  14.  Since 
this  was  our  first  meeting  under  a new  organizational 
structure,  we  devoted  the  initial  part  of  our  meeting 
to  discussion  of  our  duties.  In  brief,  we  are  charged 
to  continually  investigate  means  for  bettering  all  as- 
pects of  public  and  mental  health  in  Kentucky,  study 
all  aspects  of  TB  and  TB  control,  and  have  as  an 
objective  to  decrease  deaths  and  disabilities  caused 
by  motor  vehicles. 

In  the  field  of  public  health,  we  again  promoted 
Immunization  Week  in  Kentucky  during  the  week  of 
May  5-11,  and  wish  to  express  our  appreciation  for 
the  cooperation  of  the  membership  in  this  program. 
In  addition  to  our  routine  promotion,  we  received 
considerable  assistance  from  numerous  allied  organi- 
zations for  which  we  are  grateful. 

The  committee  also  encourages  the  promotion  of 
Community  Heatlh  Week  by  the  county  medical  so- 
cieties. Community  Health  Week  is  held  in  October 
nationally  to  emphasize  local  medical  progress,  avail- 
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able  health  facilities,  and  services  and  the  individual 
and  cooperative  roles  played  by  members  of  the 
community  health  team. 

Highway  safety  continues  to  be  of  major  interest 
to  us.  Through  our  committee,  KMA  is  co-sponsoring 
the  second  three-year  Kentucky  Automotive  Crash 
Injury  Research  Program.  This  study  is  concerned 
with  injuries  and  fatalities  in  late  model  automobiles 
and  we  are  currently  about  one-half  way  through  the 
program  which  began  in  January  of  1967.  Additional- 
ly, we  are  maintaining  our  leadership  in  the  Ken- 
tucky Driver  Limitation  Program  and  we  were  most 
pleased  to  see  the  passage  of  the  Implied  Consent 
Law  during  the  1968  session  of  the  Kentucky  General 
Assembly. 

We  continue  to  vigorously  promote  the  KMA  Au- 
tomotive Safety  Award  which  has  now  been  present- 
ed to  twelve  organizations  who  have  100  percent  of 
their  membership  (or  employees)  with  seat  belts  in- 
stalled in  their  vehicles.  To  further  promote  highway 
safety,  this  committee  sponsored  with  the  assistance 
of  the  Louisville  Police  Department  an  exhibit  at  the 
1968  annual  meeting  of  the  Kentucky  Education  As- 
sociation. We  think  this  was  most  beneficial  as  we 
feel  our  message  reached  many  of  our  teachers  in 
this  state. 

Last  year  the  House  of  Delegates  approved  an 
advertising  program  co-sponsored  by  KMA  and  the 
Kentucky  TB  Association  on  TB  Testing.  We  are 
pleased  to  report  that  this  program,  via  billboard  ad- 
vertising, was  implemented  in  January  of  1968. 

Our  committee  maintains  liaison  with  representa- 
tives and  agencies  that  have  similar  interests  in  the 
areas  of  responsibilities  assigned  to  us.  For  example, 
we  maintain  liaison  with  the  Department  of  Mental 
Health  and  the  State  Mental  Health  Association. 

Because  of  our  varied  duties,  this  committee  is 
composed  primarily  of  physicians  who  have  chaired 
KMA  committees  in  the  past  on  the  specific  subject 
areas  which  have  been  assigned  to  us,  that  is,  mental 
health,  public  health,  tuberculosis,  and  highway  safe- 
ty. I am  deeply  indebted  to  these  committee  members 
for  their  participation  and  leadership  in  their  areas 
of  responsibility  this  past  year. 

Ralph  D.  Lynn,  M.D.,  Chairman 


Recommendations,  Reference  Committee  No.  4 

The  committee  reviewed  the  report  of  the  Com- 
mittee on  Community  and  Rural  Health  and  wishes 
to  commend  Doctor  Lynn  and  his  committee  for 
their  work  during  the  past  year. 

Mr.  Speaker,  I move  the  adoption  of  this  section 
of  the  report. 

(Motion  seconded  and  carried.) 


Report  of  the  Committee  on  Cults 

The  Committee  on  Cults  met  on  two  formal  oc- 
casions during  the  Associational  year.  The  first 
meeting  on  January  4,  1968,  was  concerned  pri- 
marily with  review  of  Association  strategy  relating 
to  cult  legislation  in  the  1968  Kentucky  General 
Assembly.  The  second  meeting  on  May  1,  1968,  was 
related  primarily  to  new  programs  for  committee  ac- 
tion. In  addition  to  these  two  formal  meetings,  the 
Committee  on  Cults  continued  its  surveillance  on 
chiropractic  advertising  in  the  Commonwealth,  and 
by  trips  to  Frankfort  during  the  Legislative  Session, 
followed  diligently  Association  policy  relating  to 
chiropractic  legislation.  The  committee  was  grati- 
fied that  the  KMA  legislation.  House  Bill  147,  re- 
garding educational  qualifications  for  practitioners  of 
the  healing  arts,  was  favorably  passed  and  signed 
into  law  by  Governor  Nunn.  The  committee  also 
worked  with  the  Jefferson  County  Medical  Society 
in  continuing  review  of  the  Kentuckiana  situation. 

In  addition,  the  committee  is  considering  the  prob- 
lem of  quackery  as  related  to  obesity  treatment  and 


as  related  to  treatment  of  dyslexia  by  non-medical 
practitioners  in  the  state. 

The  committee  has  submitted  a request  to  the 
Board  of  Trustees  to  appropriate  sufficient  expenses 
to  send  selected  medical  and  non-medical  representa- 
tives to  the  Fourth  National  Congress  on  Health 
Quackery  scheduled  for  the  Drake  Hotel  in  Chicago 
on  October  2-3,  1968.  The  committee  thought  the 
total  of  six  or  eight  special  lay  representatives  plus 
the  necessary  representation  from  the  Association 
would  be  of  direct  benefit  to  further  activities  in  this 
area  of  quackery. 

I,  as  chairman,  would  like  to  thank  the  members 
of  my  committee,  Neal  Calhoun,  M.D.,  J.  Campbell 
Cantrill,  M.D.,  Kenneth  Crawford,  M.D.,  Harold 
Haller,  M.D.,  Jesse  Tapp,  M.D,  and  James  Willough- 
by, M.D.,  for  their  efforts  and  cooperation  during 
the  Associational  year. 

David  B.  Stevens,  M.D.,  Chairman 

BOARD  ACTION:  The  Board  approved  the  re- 
port noting  that  the  recommendation  requested  on 
page  one,  paragraph  three  had  been  acted  upon  by 
the  KMA  Executive  Committee  at  their  meeting  on 
July  25,  1968. 

Recommendations,  Reference  Committee  No.  4 

The  committee  reviewed  the  Report  of  the  Cults 
Committee  with  the  exception  of  page  1,  paragraph 
3,  first  two  sentences,  which  were  referred  to  another 
committee.  The  committee  wishes  to  commend  Doc- 
tor Stevens  and  his  committee  for  their  work  of  the 
past  year  and  were  gratified  to  note  the  legislation 
that  was  passed  and  signed  into  law  regarding  this 
problem. 

Mr.  Speaker,  I move  the  adoption  of  this  section 
of  the  report. 

(Motion  seconded;  carried) 


Report  of  the  Senior  Day  Committee 

The  two  annual  Senior  Day  programs  were  held 
at  the  University  of  Louisville  and  University  of 
Kentucky.  The  University  of  Louisville  program  was 
held  on  Monday,  March  18,  1968,  and  the  University 
of  Kentucky  program  was  held  on  Tuesday,  April  9, 
1968. 

The  format  followed  in  both  places  was  the  same 
as  in  the  past  with  the  afternoon  sessions  being 
orientation  for  the  senior  medical  students  of  each 
school  as  to  some  of  the  ancillary  aspects  of  the 
practice  of  medicine  with  such  advice  as  has  seemed 
pertinent. 

The  evening  programs  were  conducted  in  conjunc- 
tion with  the  Jefferson  County  Medical  Society  for 
the  University  of  Louisville  and  the  Fayette  County 
Medical  Society  for  the  University  of  Kentucky. 
Charles  Jarvis,  D.D.S.  of  San  Marcos,  Texas,  was 
the  guest  speaker  at  the  University  of  Louisville 
program;  and  Dwight  Wilbur,  M.D.,  president-elect 
of  the  AMA,  was  the  featured  speaker  at  the  Uni- 
versity of  Kentucky  session. 

At  the  end  of  each  session,  kits  of  materials  were 
distributed  to  the  students  to  help  narrow  the  com- 
munication gap  which  is  always  with  us.  It  is  hoped 
that  through  the  years  these  programs  will  be  of 
some  help  to  them  and  also  will  serve  as  an  influence 
to  keep  them  alert  and  interested  and  responsive  to 
correspondence,  programs  and  other  informational 
services  always  readily  available  from  the  county, 
state  and  national  medical  groups. 

We  strongly  encourage  the  continuation  of  these 
programs  with  the  usual  fall  planning  sessions  as 
have  been  in  the  past.  There  is  the  feeling  that  per- 
haps the  formats  of  these  programs  should  be  re- 
vised with  some  updating  and  it  is  believed  that  this 
should  be  on  the  agenda  for  the  session. 
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The  committee  is  grateful  to  the  state  Medical 
Association,  House  of  Delegates,  the  Board  of  Trus- 
tees and  also  to  Mr.  Robert  Cox  and  Mr.  Gil  Arm- 
strong for  their  help  in  making  it  possible  for  us 
to  serve  in  this  capacity.  Appreciation  is  also  ex- 
tended to  the  KM  A members  who  participated: 
Woman’s  Auxiliary  to  KMA,  University  of  Louisville 
School  of  Medicine,  University  of  Kentucky  College 
of  Medicine,  and  the  Fayette  and  Jefferson  County 
Medical  Societies. 

Hoyt  D.  Gardner,  M.D.,  Chairman 

Recommendations,  Reference  Committee  No.  4 

The  committee  wishes  to  commend  Doctor  Hoyt 
Gardner  particularly  in  the  light  of  the  good  reports 
we  have  heard  from  the  University  of  Louisville  pro- 
gram. The  committee  feels  that  the  Senior  Day 
Committee  should  be  given  as  much  leeway  as  pos- 
sible in  the  revision  and  updating  of  their  program 
for  the  coming  year. 

Mr.  Speaker,  I move  the  adoption  of  this  section 
of  the  report.  (Seconded  and  carried.) 

Report  of  the  School  Health,  Physical 
Education  and  Medical  Aspects  of 
Sports  Committee 

The  Committee  on  School  Health,  Physical  Edu- 
cation and  Medical  Aspects  of  Sports  met  this  year 
on  February  1,  with  nine  committee  members  pres- 
ent. The  committee  members  expressed  a keen  in- 
terest in  the  work  and  goals  of  this  committee  and 
demonstrated  a desire  and  willingness  to  work  toward 
the  realization  of  these  goals. 

We  continue  our  strong  interest  in  seeing  school 
health  committees  activated  at  the  county  society 
level  and  urge  each  county  medical  society  to  ap- 
point such  committees  next  year  with  a request  that 
the  chairman’s  name  be  submitted  to  the  KMA  Head- 
quarters Office. 

Again  this  year,  the  committee  was  privileged  to 
have  the  opportunity  to  present  an  exhibit  at  the 
1968  Annual  Meeting  of  the  Kentucky  Education 
Association  in  Louisville  during  April.  Our  exhibit 
was  entitled  “A  Good  School  Health  Program.” 

Since  our  committee  membership  represents  all 
sections  of  the  state,  we  had  a thorough  discussion 
concerning  school  health  activities,  physical  educa- 
tion and  the  medical  aspects  of  sports  as  are  being 
implemented  at  the  local  level.  Suggestions  were 
made  to  initiate  or  accelerate  programs  where  a lack 
of  activity  had  been  reported. 

We  have  had  a long  and  continuing  interest  in 
athletic  injuries,  having  sponsored  Athletic  Injury 
Prevention  Conferences  for  a number  of  years  be- 
fore turning  this  project  over  to  the  county  societies. 
We  are  now  in  the  process  of  developing  a pamphlet 
to  outline  “guidelines  on  treatment  of  athletic  in- 
juries.” We  hope  this  pamphlet  will  assist  in  the 
standardization  of  treatment  of  such  matters  as  heat 
prostration,  treatment  of  common  athletic  injuries, 
minor  fractures  and  dislocations,  and  some  sugges- 
tions as  relate  to  pre-season  training.  In  addition, 
we  urge  physicians  to  offer  their  services  to  be  in 
attendance  at  high  school  athletic  contests  in  their 
community. 

The  committee  members  noted  the  increasing 
amount  of  federal  money  available  to  the  school  sys- 
tems and  devoted  special  attention  to  the  Headstart 
Programs  and  Title  1 funds. 

The  Title  I program  now  authorizes  about  $8  to 
$10  million  which  can  be  spent  in  Kentucky  by 
school  officials  without  medical  guidance.  There  is  a 
strong  need  for  participation  of  physicians  at  the 
local  level  to  help  channel  Title  I funds  so  that  they 
will  be  utilized  more  effectively  for  health  care.  With 


medical  guidance,  these  funds,  instead  of  being  spent 
in  a “helter-skelter”  manner,  could  be  used  for  such 
purposes  as  school  examinations,  preventative  medi- 
cine, immunization,  etc.  We  must  get  involved  at  the 
local  level  and  our  committee  urges  that  committees 
be  established  at  the  local  county  society  level  to 
give  proper  medical  guidance  to  Title  I and  other 
such  medical  program  spending  funds  on  medical 
services. 

We  are  continuing  our  liaison  with  the  Kentucky 
Department  of  Education  and  other  statewide  com- 
mittees and  groups  who  have  a particular  interest 
in  the  health  of  our  school-age  children. 

O.  B.  Murphy,  M.D.,  Chairman 

Recommendations,  Reference  Committee  No.  4 

The  committee  reviewed  the  report  of  the  Com- 
mittee on  School  Health,  Physical  Education  and 
Medical  Aspects  of  Sports,  and  we  would  like  to 
urge  all  physicians  in  the  state  of  Kentucky  to  take 
an  active  part  in  the  school  health  and  physical 
education  not  only  in  the  high  school  but  in  the 
grade  school  level  and  also  whenever  possible  to 
see  that  all  school  athletic  programs  are  adequately 
covered  from  a medical  standpoint. 

Mr.  Speaker,  I move  the  adoption  of  this  section 
of  the  report. 

(Seconded;  carried.) 

Report  of  the  Advisory  Committee  to 
Woman’s  Auxiliary 

Although  this  committee  has  had  no  meetings  this 
year,  we  think  it  can  be  a very  helpful  one. 

We  also  think  that  this  committee  should  be  con- 
tinued. 

Walter  L.  O’Nan,  M.D.,  Chairman 


Recommendations,  Reference  Committee  No.  4 

The  Report  of  the  Advisory  Committee  to  Wom- 
an’s Auxiliary  was  received,  and  we  move  its  adop- 
tion. 

Mr.  Speaker,  I move  the  adoption  of  this  section 
of  the  report. 

(Motion  seconded;  carried.) 

Report  of  the  Ad  Hoc  Study 
Committee  for  Improved  Commu- 
nity Health 

The  Ad  Hoc  Committee  met  three  times  during 
the  fiscal  year  1967-1968.  Unfortunately,  not  all 
members  of  the  committee  were  able  to  attend  all 
meetings  which  caused  some  lack  of  continuity.  De- 
spite this,  and  with  the  excellent  cooperation  of  the 
Departments  of  Community  Medicine  and  Behavioral 
Science  at  the  University  of  Kentucky,  we  were  able 
to  make  a start  toward  the  formation  of  local  com- 
mittees for  the  development  of  improved  communi- 
ty health. 

Four  counties  were  surveyed — Hardin,  Bourbon, 
Owen  and  Shelby,  and  meetings  were  held  with  phy- 
sicians of  those  counties  for  the  purpose  of  establish- 
ing local  committees  to  carry  out  the  principles 
of  the  resolution  of  KMA  of  September,  1966. 

The  Hardin  County  Medical  Society  and  the  physi- 
cians of  Owen  County  have  agreed  to  attempt  the 
establishment  of  local  committees.  With  cooperation 
of  the  Department  of  Community  Medicine  at  the 
University  of  Kentucky,  two  students  will  assist  the 
county  societies  and  physicians  in  this.  Mr.  Kenneth 
Maffett,  senior  medical  student  at  the  University  of 
Kentucky,  will  work  under  Doctor  Fred  Rainey  with 
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the  Hardin  County  Medical  Society.  J.  Murray 
Walker,  senior  medical  student  at  the  University  of 
Kentucky,  will  work  with  Doctor  Cull  in  Owen  Coun- 
ty. 

Since  these  students  will  be  working  their  clerk- 
ships this  fall,  it  is,  of  course,  impossible  to  report 
on  their  success  prior  to  the  meeting  of  the  1968 
Kentucky  Medical  Association. 

The  committee  recommends  that  no  new  counties 
be  selected  for  survey  until  the  results  of  the  pilot 
studies  in  Hardin  and  Owen  Counties  are  deter- 
mined. 

The  committee  recommends,  since  it  is  still  in  the 
middle  of  its  job,  that  the  Ad  Hoc  Study  Committee 
for  Improved  Community  Health  be  continued  in 
1968-69. 

The  committee  further  recommends  that  the  stu- 
dents working  in  Hardin  and  Owen  Counties  might 
be  able  to  develop  a Journal  article  to  submit  to 
KMA  and  prepare  an  exhibit  for  the  Interim  Meet- 
ing of  KMA,  or  the  Annual  Meeting  in  the  fall,  so 
that  at  that  time  it  can  be  determined  if  the  work  of 
the  committee  should  be  continued  after  1969.  Budg- 
eting of  funds  should  be  allowed  for  in  1968-69  as 
approved  at  the  KMA  meeting  in  1967,  though  all 
was  not  expended  this  year. 

Irving  F.  Kanner,  M.D.,  Chairman 

Recommendations,  Reference  Committee  No.  4 

Your  committee  studied  the  Report  of  the  Ad  Hoc 
Study  Committee  for  Improved  Community  Health 
and  wishes  to  commend  Doctor  Kanner  for  the  work 
of  his  committee,  being  well  aware  of  the  amount  of 
work  this  committee  plans  to  do  in  the  future. 

Mr.  Speaker,  I move  the  adoption  of  this  section 
of  the  report. 

(Seconded;  carried) 


Resolution  D 

Fayette  County  Medical  Society 

WHEREAS,  so  called  debt  adjusters  or  credit  ar- 
rangers have  recently  begun  extensive  operations  in 
Kentucky;  and 

WHEREAS,  these  groups  purport  to  relieve  all 
debts  in  paying  the  debtors  bills  but  in  effect  incur  for 
him  a greater  financial  obligation  (estimates  are 
made  by  some  that  25%  interest  rate  is  charged  by 
these  groups);  and 

WHEREAS,  there  are  ethical  social  agencies  in  all 
communities  which  provide  counselling  services  and 
other  services  necessary  to  these  debtors  without 
charge;  therefore  be  it 

RESOLVED:  that  the  House  of  Delegates  of  the 
Kentucky  Medical  Association  urge  physicians  of 
Kentucky  not  to  accept  payment  from  these  groups 
and  that  all  physicians  urge  their  local  units  of  gov- 
ernment to  outlaw  these  groups. 

Recommendations,  Reference  Committee  No.  4 

Mr.  Speaker,  after  discussion  of  Resolution  D, 
Credit  Arrangers  (Fayette  County),  your  committee 
not  only  moves  that  Resolution  D be  adopted  but  we 
urge  this  resolution  be  referred  to  the  Legislative 
Committee  for  possible  further  action  on  a state 
level. 

Mr.  Speaker,  I move  the  adoption  of  this  section 
of  the  report. 

(Seconded  and  carried) 


Resolution  F 

Fayette  County  Medical  Society 

WHEREAS,  insurance  forms  are  a necessary  agent 
to  establish  claims  and  payment  for  both  physician 
and  patient;  and 


WHEREAS,  the  majority  of  insurance  companies 
accept  the  universal  form  thereby  expediting  claims 
and  reducing  physician  paperwork;  and 
WHEREAS,  for  some  patients  with  these  so  called 
“weekly”  insurance  policies,  frequent  claim  forms 
are  demanded  and  with  accompanying  physician  cer- 
tification of  examination,  the  net  cost  to  physician 
and  patient  exceeds  the  value  of  benefit;  therefore 
be  it 

RESOLVED:  that  the  appropriate  committees  of 
the  Kentucky  Medical  Association  work  with  the 
appropriate  departments  of  state  government  and  with 
the  various  insurance  companies  to  modify  the  pro- 
cedures so  that  a just  and  realistic  program  be  de- 
veloped. 

Recommendations,  Reference  Committee  No.  4 
Mr.  Speaker,  your  committee  urges  the  adoption 
of  Resolution  F,  Insurance  Forms  (Fayette  County). 

Mr.  Speaker,  I move  the  adoption  of  this  section 
of  the  report. 

(Seconded;  carried) 


Resolution  I 

Henderson  Counfy  Medical  Society 

WHEREAS,  organized  medicine  has  long  en- 
dorsed the  concept  of  home  health  care*  and  cur- 
rent health  needs  require  the  most  economical  use 
of  health  manpower  and  facilities  in  rural  and  urban 
areas  consistent  with  quality  care;  and 

WHEREAS,  state  and  local  medical  societies  are 
properly  concerned  with  the  availability  and  adequa- 
cy of  rural  health  care  services  which  support  the 
work  of  the  local  physician; 

THEREFORE  BE  IT  RESOLVED  that  Kentucky 
Medical  Association  formulate  and  help  to  imple- 
ment, through  the  county  medical  societies,  a program 
to  encourage  physicians  to  utilize  rural  home  health 
services  with  local  control  as  they  deem  advisable 
in  their  communities. 

Activities  in  which  medical  societies  can  partici- 
pate to  help  implement  the  Resolution  include: 

1 ) Assist  physicians  in  becoming  aware  of  the 
home  health  services  available  in  their  com- 
munities, and  the  various  methods  by  which 
their  patients  can  pay  for,  or  be  assisted  in 
paying  for,  such  services; 

2)  Stimulate  physician  interest  and  acceptance  of 
quality  home  care  with  the  support  of  fiscal 
intermediaries;  and 

3 ) Provide  assistance  in  community  leadership — 
both  in  improving  the  coordination  of  existing 
home  health  services  and  in  stimulating  the 
development  of  new  services  where  they  are 
needed. 


The  committee  discussed  Resolution  I — Home 
Health  Care  (Henderson  County)  at  length  and  in 
the  second  and  third  paragraphs  wishes  to  add,  fol- 
lowing the  word  “rural,”  the  words  “and  urban.” 
This  committee  feels  that  there  are  many  places  in 
urban  areas  that  need  the  home  health  care  as  much 
as  in  rural  areas.  The  committee  urges  the  adoption 
of  Resolution  I. 

Mr.  Speaker,  I move  the  adoption  of  this  section 
of  the  report. 

(Motion  was  seconded  and  carried.) 


*In  December,  1960,  the  AM  A House  of  Delegates 
recommended  that  “Physicians  be  urged  to  partici- 
pate in  organized  home  care  programs  for  any  patient 
who  can  benefit  from  the  program  to  promote  such 
programs  in  their  communities.” 
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Resolution  K 

Jefferson  County  Medical  Society 

WHEREAS,  in  1966  the  Kentucky  Medical  As- 
sociation recommended  and  authorized  the  State 
Board  of  Health  to  write  and  implement  a regula- 
tion requiring  each  physician  to  register  his  license 
each  year  with  the  Department  of  Medical  Licensure 
of  the  Department  of  Health;  and 

WHEREAS,  we  clearly  understood  from  Russell 
E.  Teague,  M.D.,  Secretary,  State  Board  of  Health, 
that  this  regulation  could  be  properly  administered 
producing  the  necessary  results  without  a charge  or 
annual  fee;  and 

WHEREAS,  we  are  now  concerned  with  the  re- 
sults produced  by  this  regulation  both  for  the  in- 
dividual physician  and  for  the  collective  profession 
which  should  have  been  accomplished  by  this  time; 
and 

WHEREAS,  the  important  and  necessary  results 
in  behalf  of  all  medicine  in  the  state  should  be  the 
publication  annually  of  an  accurate,  up-to-date  list 
of  all  properly  licensed  physicians  in  the  state  by 
counties  and  alphabetically;  and 

WHEREAS,  this  resolution  is  not  meant  in  any 
way  to  be  critical  of  the  staff  who  work  in  behalf 
of  medicine  in  the  Department  of  Medical  Licensure 
of  the  Board  of  Health  who  we  know  produce  the 
best  results  possible  in  keeping  with  the  time,  staff 
and  money  alloted  to  them;  and 

WHEREAS,  we  believe  there  is  a sufficient  in- 
come created  by  the  Department  of  Medical  Licen- 
sure to  properly  administer  this  re-registration  pro- 
gram with  good  results;  therefore  be  it 

RESOLVED:  that  the  House  of  Delegates  of  the 
Kentucky  Medical  Association  urge  the  Board  of 
Trustees  to  request  a report  from  the  Secretary  of 
the  State  Board  of  Health,  Russell  E.  Teague,  M.D., 
regarding  the  progress  thus  far  achieved  with  the 
new  regulation  concerning  license  re-registration  and 
as  to  when  we  might  expect  the  smooth  effective 
administration  of  this  regulation  to  begin  and  the 
publication  of  an  accurate  annual  roster. 

Recommendations,  Reference  Committee  No.  4 
Mr.  Speaker,  your  committee  discussed  Resolution 
K,  Annual  Registration  of  License  for  Physicians 
(Jefferson  County)  before  a full  house  and  felt  that 
the  report  requested  from  the  Secretary  of  the  State 
Board  of  Health,  Doctor  Teague,  was  adequately 
presented.  Doctor  Teague  reports  fair  progress  with 
license  re-registration  and  brought  before  the  com- 
mittee several  pitfalls  that  he  has  encountered  with 
this  program.  The  committee  feels  that  the  problem 
of  re-registration  of  physicians  should  be  further 
taken  up  with  Doctor  Teague  by  the  Board  of  Trus- 
tees. 

Mr.  Speaker,  I move  the  adoption  of  this  section 
of  the  report. 

(Seconded;  carried) 


Resolution  M 

McCracken  County  Medical  Society 

WHEREAS,  the  most  effective  liaison  between 
medical  staffs  and  hospital  governing  authorities,  is 
physician  voting  membership  on  the  hospital  boards 
of  trustees;  and 

WHEREAS,  the  House  of  Delegates  of  the  Amer- 
ican Medical  Association  has  endorsed  this  proposal 
at  its  November  1967  meeting  in  Houston,  and 

WHEREAS,  the  American  College  of  Surgeons 
has  likewise  endorsed  this  proposal;  therefore  be  it 
RESOLVED:  That  the  House  of  Delegates  of  the 
Kentucky  Medical  Association  endorse  the  idea  of 
the  necessity  of  having  physicians  as  voting  mem- 
bers of  hospital  boards  of  trustees,  and  that  this 
resolution  be  transmitted  to  the  Kentucky  Hospital 


Association  and  to  the  Joint  Commission  on  Hos- 
pital Accreditation. 

Recommendations,  Reference  Committee  No.  4 

Mr.  Speaker,  the  committee  feels  that  Resolution 
M,  Physicians  on  Hospital  Boards  of  Trustees  (Mc- 
Cracken County)  is  merely  re-affirming  an  estab- 
lished policy  as  passed  by  the  House  of  Delegates 
in  1967.  We  move  its  adoption  on  this  basis. 

Mr.  Speaker,  I move  the  adoption  of  this  section 
of  the  report. 

(Seconded  and  carried.) 

Mr.  Speaker,  I move  the  adoption  of  the  report 
of  Reference  Committee  No.  4 as  a whole  as  amend- 
ed. 

(Seconded;  carried.) 

I wish  to  thank  Doctor  John  W.  Harrison,  Ash- 
land; Doctor  Edward  N.  Maxwell,  Louisville;  Doctor 
Robert  E.  Robbins,  Greenville;  and  Doctor  Richard 
J.  Wever,  Paris,  and  Mrs.  Barbara  Thormyer  for 
their  time  and  help  on  this  committee. 

REFERENCE  COMMITTEE  NO.  4 

Kenneth  M.  Eblen,  M.D.,  Henderson,  Chairman 
John  W.  Harrison,  M.D.  Ashland 
Edward  N.  Maxwell,  M.D.,  Louisville 
Robert  E.  Robbins,  M.D.,  Greenville 
Richard  J.  Wever,  M.D.,  Paris 

At  this  point,  Vice  Speaker  Carl  Cooper, 
M.D.,  Bedford,  introduced  John  C.  Ouerter- 
mous,  M.D.,  Chairman  of  the  KEMPAC 
Board  to  speak  to  the  subject  of  KEMPAC. 
Doctor  Ouertermous  presented  his  annual  re- 
port concerning  KEMPAC  activities,  after 
which  the  following  motion  was  made,  sec- 
onded and  carried: 

“That  the  KMA  House  of  Delegates  reaffirm  its 
belief  in  the  objectives  of  KEMPAC  and  AMPAC 
and  recommends  100  percent  participation  by  doctors 
and  their  wives;  that  the  House  also  reaffirm  KMA 
policy  that  there  be  county  society  billing  in  order 
to  encourage  this  participation,  and  finally  that  the 
House  give  a vote  of  endorsement  and  encourage- 
ment of  the  KEMPAC  organization  to  continue  its 
worthwhile  political  efforts  in  the  behalf  of  our  free 
enterprise  system  and  the  freedom  of  the  art  and 
science  of  medicine.” 

REFERENCE  COMMITTEE  NO.  5 

Walter  Johnson,  M.D.,  Paducah,  Chairman 
Governmental  Medical  Services 

Reference  Committee  No.  5 considered  the  fol- 
lowing reports: 

26.  Report  of  the  Advisory  Committee  to  Selec- 
tive Service 

39.  Report  of  the  Coordinating  Commission  on 
Governmental  Medical  Services 

40.  Report  of  the  Technical  Advisory  Committee 
on  Indigent  Medical  Care  (Title  XIX) 

41.  Report  of  the  Advisory  Committee  on  Title 
XVIII,  P.L.  89-97 

42.  Report  of  the  Governmental  Contracts  Review 
Committee 

43.  Report  of  the  Committee  on  Appalachian  and 
OEO  Programs 
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Resolution  H — Feasibility  Study  of  a KMA  Com- 
prehensive Health  Plan 

Resolution  J — Glaucoma  Medication 


Report  of  the  Advisory  Committee  to 
Selective  Service 

The  purpose  of  this  committee  is  to  try  to  main- 
tain a proper  balance  between  the  distribution  of 
medical  care  to  the  citizens  of  the  state,  and  to  the 
Armed  Forces. 

Calls  from  National  Selective  Service  Headquar- 
ters in  Washington,  D.C.  were  made  for  1070  phy- 
sicians to  be  delivered  beginning  1 July,  1968,  Ken- 
tucky’s quota  being  approximately  2%. 

Your  committee  met  on  25  January,  1968,  reviewed 
and  made  recommendations  to  Kentucky  State  Se- 
lective Service,  Frankfort,  Kentucky  on  approximate- 
ly 75  physicians. 

This  call,  in  accordance  with  regulations  issued  by 
National  Selective  Service  Headquarters  in  Washing- 
ton, included  any  physician  under  35  years  of  age 
who  had  not  completed  his  military  obligation  of 
two  years. 

In  addition  to  the  75  physicians  reviewed  at  the 
January  meeting,  12  have  made  various  appeals. 
These  have  been  handled  by  mail,  which  saves  extra 
meetings  of  the  committee,  but  involves  the  expend- 
iture of  much  time  in  duplicating  printed  or  written 
information  and  forwarding  same  to  the  committee 
members. 

The  committee  members  have  been  most  coopera- 
tive, and  excellent  support  has  been  given  us  by  the 
KMA  Headquarters  staff,  as  well  as  Selective  Service 
Headquarters  in  Frankfort. 

As  chairman  of  the  committee,  I would  like  to 
appear  before  the  appropriate  Reference  Committee 
at  the  September  meeting,  in  order  to  answer  ques- 
tions which  may  come  up. 

Glenn  U.  Dorroh,  M.D.,  Chairman 


Recommendations,  Reference  Committee  No.  5 
The  report  of  the  Advisory  Committee  to  Selec- 
tive Service  was  discussed  by  the  members  of  Ref- 
erence Committee  No.  5.  It  was  unfortunate  that  the 
Chairman  of  this  committee,  Glenn  U.  Dorroh, 
M.D.,  was  unable  to  be  present.  Some  concern  was 
again  expressed  by  the  members  of  the  Reference 
Committee  as  to  whether  the  Selective  Service  Head- 
quarters accepts  the  recommendations  of  the  Advis- 
ory Committee  to  Selective  Service.  We  were  par- 
ticularly interested  in  the  outcome  of  the  various 
appeals.  This  is  not  to  be  regarded  as  a criticism 
of  this  committee  that  has  worked  so  hard  and 
diligently  in  this  unpleasant,  necessary  assignment. 

Mr.  Speaker,  I move  the  adoption  of  this  section 
of  the  report. 

(Seconded.) 

During  the  discussion,  a motion  was  made  to 
amend  this  report  by  adding  the  following:  “We 
recommend  to  the  Board  of  Trustees  that  the  ap- 
propriate authorities  be  contacted  as  to  some  way 
that  as  soon  as  physicians  are  selected  for  active 
rnilitary  service,  they  be  notified.  Under  the  present 
situation  a physician  may  have  been  selected  for 
military  service  and  yet  not  have  been  notified  for 
several  months,  during  which  time  he  has  no  way  in 
which  he  can  plan  whether  he  can  go  into  practice 
or  whether  he  can  go  into  training.” 

The  above  amendment  was  seconded  and  carried. 
The  original  motion  as  amended  carried. 
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Report  of  the  Coordinating  Com- 
mission on  Governmental  Medical 
Services 

The  commission  first  met  on  December  6,  1967, 
and  heard  a report  by  Donn  Smith,  M.D.,  Dean  of 
the  University  of  Louisville  Medical  School,  regard- 
ing the  possible  directions  the  Ohio  Valley  Regional 
Medical  Program  activities  could  take  and  recom- 
mended that  we  favor  the  direction  of  continuing 
education  of  the  physicians  and  paramedical  person- 
nel. The  committee  was  in  favor  of  this  report,  and 
some  members  of  the  commission  were  present  at 
the  Interim  Meeting  of  KMA  at  Covington  to  hear 
the  symposium  on  the  plans  of  OVRMP. 

Prior  to  and  during  this  meeting,  members  of  the 
commission  were  made  aware  of  the  proposed  func- 
tion of  the  commission,  including  the  power  given  by 
the  KMA  to  the  commission  to  negotiate  certain 
governmental  contracts  which,  when  passed  on  by 
the  commission,  would  be  forwarded  for  approval  by 
the  KMA  Board  of  Trustees  or  the  Executive  Com- 
mittee. A Letter  of  Agreement  (with  corrections) 
between  the  KMA  and  the  Veterans  Administra- 
tion was  read  to  the  group  with  the  specification 
that  payment  to  physicians  be  on  the  basis  of  the 
usual  and  customary  fee  concept  with  reasonable 
limitations.  The  contract  was  agreed  upon  by  all 
present  and  referred  to  George  Brockman,  M.D.,  for 
his  signature  and  is  now  in  force.  The  commission 
reviewed  and  discussed  briefly  medical  programs 
passed  by  the  first  session  of  the  90th  Congress  and 
felt  no  specific  action  needed  to  be  taken  by  the 
commission.  However,  the  commission  requested  that 
all  committees  operating  under  it  submit  reports  of 
their  meetings  so  that  the  commission  might  be  in- 
formed on  all  of  the  areas  of  governmental  medi- 
cine. It  was  also  recommended  that  information  on 
Appalachian  and  OEO  Programs  periodically  be  re- 
viewed in  the  KMA  Journal  for  general  dissemina- 
tion to  physicians  throughout  the  state. 

Comprehensive  Health  Planning  and  the  Partner- 
ship for  Health  Amendments  of  1967  were  discussed, 
and  the  make-up  of  the  Health  Planning  Commission 
for  Kentucky  was  noted.  A map  showing  boundaries 
for  15  comprehensive  health  planning  areas  of  the 
state  was  distributed,  and  at  a later  meeting  in  June 
of  1968,  a full  explanation  of  the  operation  of  this 
program  was  heard. 

The  portion  of  the  AMA  Board  of  Trustees  re- 
port entitled,  “Standards  of  Medical  Care,”  and  AMA 
Reference  Committee  Report  A,  which  dealt  with 
heart,  cancer,  and  stroke,  were  discussed  by  members 
of  the  commission,  and  the  commission  recommend- 
ed that  the  KMA  go  on  record  favoring  these  two 
reports.  This  recommendation  was  presented  to  the 
KMA  Executive  Committee  at  its  meeting  at  Park 
Mammoth  and  was  unanimously  approved.  A sum- 
mary of  the  AMA  Report  “P”,  which  relates  to  (he 
growth  of  regional  medical  programs  throughout  the 
country,  was  published  in  the  March,  1968,  issue  of 
the  KMA  Journal. 

The  second  meeting  was  held  on  June  6,  1968,  at 
which  time  the  commission  expressed  its  gratitude 
to  the  KMA  Journal  for  publicizing  the  materials 
requested.  Reports  were  heard  from  the  various  mem- 
bers of  the  commission  regarding  their  committee 
activities  with  a somewhat  comprehensive  report  be- 
ing given  by  Walter  Hume,  M.D.,  on  the  structure 
and  plans  of  the  comprehensive  health  planning  meet- 
ing which  had  just  preceded  this  commission  meet- 
ing. The  commission  voted  to  recommend  to  the 
KMA  Board  of  Trustees  that  pressure  be  applied  to 
have  physicians  well  represented  on  the  local  plan- 
ning phase  of  health  programs  under  this  compre- 
hensive planning.  Carroll  Robie,  M.D.,  gave  a report 
on  the  activities  of  the  Technical  Advisory  Commit- 
tee on  Indigent  Medical  Care  (Title  XIX),  stating 
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that  in  July  payments  to  physicians  for  out-patient 
services  should  be  on  a usual  and  customary  fee 
basis.  Frank  Gaines,  M.D.,  reported  on  some  of  the 
work  of  the  Committee  on  Appalachian  and  OEO 
Programs,  stating  that  an  article  will  appear  in  the 
August  issue  of  the  KM  A Journal  relating  to  their 
activity.  The  chairman  of  the  Advisory  Committee 
on  Title  XVIII  gave  a report  that  much  pressure 
was  being  put  on  the  intermediary  for  Medicare, 
Part  A.  from  HEW  regarding  claims  for  the  use  of 
extended  care  facilities  for  custodial  care.  (The  Ad- 
visory Committee  on  Title  XVIII  is  serving  as  a re- 
view board  for  some  cases  rejected  by  the  inter- 
mediary). There  was  also  some  discussion  of  possi- 
ble over-utilization  of  nursing  home  visits  by  physi- 
cians in  the  state  and  recommendations  made  to 
Metropolitan  as  to  how  this  might  be  handled. 

It  is  felt  that  this  has  been  a less  trying  year  for 
physicians  in  Kentucky  insofar  as  Medicare  is  con- 
cerned, and  there  have  been  very  few  problems. 
There  has  been  little  difficulty  with  the  VA  con- 
tracts, and  OEO  and  Appalachian  Programs  have  at 
least  had  physician  supervision  and  suggestions.  All 
of  the  committees  of  the  commission  have  performed 
in  an  efficient  manner.  The  chairman  of  the  com- 
mission wishes  to  commend  the  members  of  the 
committees  very  highly  for  their  work  and  feels  that 
the  thanks  of  the  entire  Kentucky  Medical  Associa- 
tion are  in  order. 

Paul  J.  Parks,  M.D.,  Chairman 

Recommendations,  Reference  Committee  No.  5 

The  report  of  the  Coordinating  Commission  on 
Governmental  Medical  Services  to  the  1968  Session 
of  the  KMA  House  of  Delegates  was  reviewed  by 
Reference  Committee  No.  5,  and  we  wish  to  com- 
mend this  commission  for  an  outstanding  job  in  the 
coordination  of  these  various  governmental  services. 
Reference  Committee  No.  5 wishes  to  compliment 
the  members  of  this  commission  on  the  renewal  of 
several  governmental  medical  program  contracts  on 
a usual  and  customary  fee  basis. 

The  portion  of  the  report  referring  to  physicians 
being  well  represented  on  local  health  planning  pro- 
grams cannot  be  over-emphasized.  Reference  Com- 
mittee No.  5 recommends  that  the  KMA  Board  of 
Trustees  appoint  each  one  of  the  15  trustees  to  the 
appropriate  regional  health  planning  area,  as  set  forth 
in  the  present  law,  and  that  he  should  be  responsi- 
ble for  the  immediate  organization  of  a regional 
health  planning  council  in  his  given  area.  The  com- 
mittee feels  that  physician  leadership  in  these  coun- 
cils is  of  the  utmost  importance.  As  soon  as  the  of- 
ficial guidelines  are  available,  immediate  action  will 
be  necessary  in  order  to  maintain  physician  leader- 
ship and  direction  of  these  regional  health  planning 
councils. 

Reference  Committee  No.  5 further  recommends 
that,  in  the  planning  of  these  councils,  physician 
representation  should  amount  to  25  percent  of  the 
entire  membership  of  the  council. 

Mr.  Speaker,  I move  the  adoption  and  implemen- 
tation of  this  section  of  the  report. 

(Motion  seconded;  carried.) 

Report  of  the  Technical  Advisory 
Committee  on  Indigent  Medical 
Care  (Title  XIX) 

The  Technical  Advisory  Committee  on  Indigent 
Medical  Care  (Title  XIX)  met  on  nine  occasions 
during  the  Associational  year  with  approximately 
100%  attendance  at  all  meetings.  Three  of  the  meet- 
ings were  held  prior  to  the  quarterly  meetings  of 
the  Advisory  Council  on  Medical  Assistance,  which 
were  also  attended  by  the  committee  members.  Sev- 
eral of  the  committee  meetings  were  held  at  night 
and  were  called  on  very  short  notice. 


In  addition  to  the  meetings,  there  were  a number 
of  individual  telephone  calls  and  conference  calls  to 
the  members  of  the  committee  to  resolve  problems. 

Joint  meetings  have  been  held  with  members  of 
other  advisory  groups,  staff  members  of  the  Kentucky 
State  Department  of  Health  (Medical  Assistance  Di- 
vision), the  Department  of  Economic  Security,  Blue 
Cross-Blue  Shield,  and  the  Kentucky  Dental  Associ- 
ation. 

The  committee  is  by  necessity  a hard-working 
group.  A study  of  the  organizational  structure  of 
the  Medical  Assistance  Program  in  Kentucky  is  a 
necessary  part  of  our  report  to  point  out  that  this 
committee  can  only  recommend  and  that  the  process 
of  action  is  often  slow. 

The  KMA  Technical  Advisory  Committee  on  In- 
digent Medical  Care  (Title  XIX)  is  a quasi-gov- 
ernmental  body,  called  for  by  Kentucky  Statutes,  and 
is  one  of  the  six  vendor  groups,  “established  for  the 
purpose  of  acting  in  an  advisory  capacity”  to  the 
Advisory  Council  for  Medical  Assistance  Programs 
for  the  Commonwealth  of  Kentucky.  The  six  com- 
mittees, composed  of  five  members  each  appointed 
by  their  respective  associations,  represent  physicians, 
hospitals,  dentists,  nursing,  pharmacy  and  nursing 
homes.  The  committees  are,  on  many  occasions,  re- 
quired to  meet  on  short  notice,  often  a week  or  less 
prior  to  the  Advisory  Council  sessions.  Our  commit- 
tee carries  out  established  KMA  policies  and  reports 
to  the  Association  the  activities  of  the  state  program 
of  medical  assistance  under  Title  XIX  of  the  Social 
Security  Act. 

The  U.S.  Department  of  Health,  Education  and 
Welfare  has  contracted  with  the  Kentucky  State  De- 
partment of  Economic  Security  to  administer  the 
Title  XIX  Program.  This  state  department  handles 
eligibility  status  and  the  writing  of  checks. 

The  Department  of  Economic  Security  has  con- 
tracted with  the  State  Department  of  Health  to  han- 
dle all  medical  aspects  for  all  vendor  groups.  This 
assignment  is  handled  by  the  Medical  Assistance  Di- 
vision of  the  Department  of  Health. 

The  Advisory  Council  on  Medical  Assistance,  es- 
tablished by  Kentucky  Statutes,  meets  at  least  quar- 
terly to  “develop  and  formulate  recommendations  to 
the  Department  of  Health  as  to  policies,  plans,  budg- 
ets, programs,  rules  and  regulations.”  It  is  composed 
of  13  members.  The  Commissioner  of  Health  and 
the  Commissioner  of  Economic  Security  are  ex  of- 
ficio members.  The  other  1 1 members  of  the  Coun- 
cil include  a representative  of  each  of  the  following 
organizations:  Kentucky  Medical  Association  (E.  C. 
Seeley,  M.D.),  Kentucky  Dental  Association,  Ken- 
tucky Hospital  Association,  Kentucky  Pharmaceuti- 
cal Association,  Kentucky  Association  of  Nursing 
Homes  and  Personal  Care  Homes,  and  the  Kentucky 
Nurses  Association,  plus  five  lay  members. 

The  committee  met  several  times  with  the  Ken- 
tucky Medical  Assistance  Program  staff,  and  personal 
contacts  were  made  with  officials  of  other  state 
medical  societies  in  regard  to  the  new  KMAP  Physi- 
cians Profile  procedure  list,  which  is  fairly  complete 
now  in  outpatient  psychiatric,  surgical,  OB,  machine 
testing,  allergy,  x-ray  diagnosis,  x-ray  therapy  and 
radioactive  studies,  in  addition  to  those  originally 
proposed  by  KMAP,  and  the  medicine  and  the  limited 
laboratory  office  procedures  list  previously  in  use. 
The  KMAP  will  not  broaden  the  office  laboratory 
procedures  at  this  time,  but  may  in  the  future.  Sepa- 
rating outpatient  surgical  procedures  proved  quite 
difficult  as  there  were  regional,  situational,  and  in- 
dividual physician  differences  in  admission  for  vari- 
ous procedures.  Nearly  all  of  the  surgical  section 
was  printed  at  this  time  ensuring  KMAP  utiliza- 
tion of  the  1967  KMA  survey  committee’s  fine  ef- 
forts. Physicians  may  choose  to  await  usual  and 
customary  coverage  before  submitting  detailed 
charges  to  the  KMAP  for  surgical  items  strictly  per- 
formed in  hospitals. 

The  initial  recommendation  of  the  Projection  Com- 
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mittee  of  the  Governor’s  Advisory  Commission  called 
for  submission  of  the  individual  physician’s  profile 
as  a prerequisite  for  usual  and  customary  participa- 
tion. By  negotiations  largely  carried  out  by  our  capa- 
ble 1966-67  chairman,  Garnett  Sweeney,  M.D.,  this 
was  modified  to  permit  the  use  of  KM  A 1967  survey 
statistical  results  without  names  to  project  costs  for 
budgeting  purposes.  The  new  Kentucky  Medical  As- 
sistance Program  procedure  list  requests  a current 
profile  on  a voluntary  basis  as  a compromise. 

Of  the  first  100  million  dollars  spent  in  this  and 
preceding  Kentucky  Kerr-Mills  Programs  since  1961, 
approximately  24  million  went  for  outpatient  phar- 
maceuticals, 33  million  to  hospitals,  and  19  million 
to  physicians.  The  KMAP  director  informed  this 
committee  that  drug  costs  in  the  program  are  in- 
creasing; hence,  fairly  liberal  maximal  limits  per  pre- 
scription were  reimposed  July  1,  1968,  and  a com- 
puter monitoring  system  was  devised  to  query  the 
physician  regarding  the  recipients  of  15  or  more 
prescriptions  per  quarter.  A simple  check  form  will 
enable  the  physician  to  authenticate  or  direct  an 
inquiry  of  the  recipient  by  a social  worker  regard- 
ing the  number  of  physicians  visited,  etc.  The  physi- 
cian may  direct  refills  on  the  prescription  or  by 
phone.  It  appears  that  unlimited  prescription  of  all 
items  would  further  increase  pharmacy  costs. 

The  committee  approved  a revised  combined  claim 
form  for  Title  XVIII-XIX  patients  earlier  in  the 
year.  Optional  physician  coding  of  services  rendered 
will  facilitate  faster  payment.  Title  XVIII  requires 
the  diagnosis  to  be  written. 

The  out-of-hospital  usual  and  customary  physician 
program,  which  was  initiated  on  July  1,  1968,  was 
originally  scheduled  February  2.  This  date  was  post- 
poned late  in  1967  with  the  reason  given  as  a lack 
of  funds  announced  just  prior  to  the  change  in  state 
government  administration. 

The  Department  of  Economic  Security  reported 
that  the  original  expanded  budget  submitted  by  their 
department  prior  to  the  recent  legislature  included 
physician  in-hospital  and  out-of-hospital  payment  on 
a usual  and  customary  basis.  Title  XVIII  rates  for 
Title  XIX  nursing  home  patients,  and  dental  usual 
and  customary  fees,  plus  several  other  items. 

The  physicians  increased  in-hospital  budget  from 
the  present  to  usual  and  customary,  and  dental  care 
at  usual  and  customary  appropriations  were  deleted 
some  place  along  the  line  and  were  not  included 
in  the  budget  submitted  to  the  legislature  and  the 
Governor. 

After  a report  from  this  committee,  the  KMA 
Board  of  Trustees  issued  a letter  to  physicians  in 
response  to  the  omission  of  in-hospital  services  from 
the  1968-70  state  budget.  KMA  officials  have  held 
high  level  discussions  with  governmental  officials 
regarding  this  and  other  aspects  of  the  program. 

Quarterly  monitoring  of  physician  utilization,  as 
well  as  drug  usage,  will  be  followed  closely  by  this 
committee.  The  appropriate  Kentucky  Medical  As- 
sociation committees  will  be  referred  cases  of  ex- 
cesses for  appropriate  action. 

The  committee  is  continuing  its  efforts  to  get  a 
supplemental  budget  during  1968-70  for  usual  and 
customary  in-hospital  physician  services;  however, 
the  legislature  is  not  scheduled  to  meet  again  until 
1970.  Other  committee  meetings  will  probably  be 
required  prior  to  the  next  Advisory  Council  meeting. 
The  chairman  thanks  the  hardworking  committee 
members  and  the  KMA  staff  for  their  excellent  coop- 
eration, which  was  essential  to  the  function  of  this 
committee. 

Carroll  H.  Robie,  Jr.,  M.D.,  Chairman 


Recommendations,  Reference  Committee  No.  5 

Reference  Committee  No.  5 heard  considerable  tes- 
timony on  the  Report  of  the  Technical  Advisory 
Committee  on  Indigent  Medical  Care  (Title  XIX). 
This  committee  has  had  one  of  the  most  difficult 
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and  frustrating  assignments  during  the  past  year, 
and  they  should  be  complimented  for  their  extreme 
diligence  and  persistent  efforts  on  behalf  of  the  Ken- 
tucky Medical  Association. 

Reference  Committee  No.  5 wishes  to  again  con- 
firm the  policy  of  the  KMA  that  usual  and  customary 
fees  should  be  paid  for  all  physicians’  services, 
whether  in  or  out  of  hospitals.  We  further  feel  that 
these  usual  and  customary  fees  should  be  reviewed 
no  less  than  on  an  annual  basis. 

At  the  present  time,  until  a current  profile  of  usual 
and  customary  fees  under  Title  XIX  is  available,  we 
urge  this  Title  XIX  Committee  to  seek  reasonable 
payment  for  services  now  being  rendered. 

Mr.  Speaker,  1 move  the  adoption  and  implemen- 
tation of  this  section  of  the  report. 

(Seconded  and  carried.) 

Report  of  the  Advisory  Committee 
on  Title  XVIII 

The  committee  first  met  during  the  Associational 
year  on  Wednesday,  February  7,  1968,  with  all  mem- 
bers present.  A report  from  an  intermediary  for  Title 
XVIII,  Part  A,  was  heard  with  special  reference  to 
the  Concept  of  Utilization  Review  for  extended  care 
facilities  and  the  specific  outlines  by  HEW  regarding 
requirements  for  designating  patients  as  recipients  of 
medical  care  versus  custodial  care.  The  intermediary 
asked  for  recommendations  from  the  committee  as 
to  how  it  could  best  do  its  work  in  certifying  cases 
in  extended  care  facilities.  A motion  was  made  and 
passed  that  the  intermediary  prepare  a one  or  two 
page  explanation  for  printing  in  the  KMA  Journal 
regarding  extended  care  and  custodial  care,  and  this 
was  later  done  for  the  reading  of  all  Kentucky  phy- 
sicians. The  intermediary  requested  a committee  of 
physicians  be  available  to  help  in  deciding  question- 
able cases,  and  the  Advisory  Committee  on  Title 
XVIII  agreed  to  accept  this  responsibility  if  so  des- 
ignated by  KMA.  This  willingness  to  serve  was  pre- 
sented to  the  KMA  Executive  Committee  and  ap- 
proved. 

During  this  same  meeting,  a report  of  Medicare’s 
first  year  was  heard  from  Mr.  Don  Smith,  Manager 
of  the  Lexington  Office  of  Metropolitan  Life  Insur- 
ance Company,  and  it  was  pointed  out  that  there 
were  no  major  problems  and  that  generally  there  had 
been  good  cooperation  from  physicians  throughout 
Kentucky.  Amendments  to  the  Social  Security  Act 
for  1967  were  discussed,  and  no  action  was  needed 
to  be  taken  regarding  these. 

The  second  meeting  of  the  Advisory  Committee  on 
Title  XVIII  was  held  on  Thursday,  June  6,  1968, 
and  a review  was  presented  by  Blue  Cross  on  their 
handling  of  extended  care  benefits.  The  committee  re- 
viewed three  cases  at  length  and  agreed  that  on  the 
basis  of  information  submitted,  they  were  all  pri- 
marily cases  of  custodial  care.  It  was  the  expression 
of  the  committee  that  it  would  be  much  easier  to  re- 
view cases  in  the  future  if  specific  reasons  were  given 
by  utilization  review  committees  of  extended  care 
facilities  as  to  their  reasons  for  designating  patients 
as  in  need  of  extended  care. 

A report  was  heard  from  Mr.  Don  Smith  of  Metro- 
politan Life  Insurance  Company  regarding  the  pos- 
sibility of  over-utilization  by  physicians  on  visits  to 
patients  in  nursing  homes  and  extended  care  facili- 
ties. The  committee  gave  verbal  suggestions  to  Mr. 
Smith  as  to  how  this  might  be  handled  to  the  best 
advantage  of  both  the  physicians  and  Metropolitan 
without  actually  having  to  request  specific  medical 
records.  No  other  problems  were  presented  to  the 
committee  with  the  handling  of  the  Medicare  Pro- 
gram for  the  year  1967-68. 

Paul  J.  Parks,  M.D.,  Chairman 
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Kentucky,  was  also  a guest  at  this  meeting.  Because 
of  the  diversity  of  the  programs  described  and  the 
lack  of  general  understanding  about  them,  the  Com- 
mittee recommended  that  all  of  these  reports  be 
printed  in  the  KMA  Journal.  These  reports  appeared 
in  the  August,  1968,  issue. 

The  Committee  study  revealed  the  following:  the 
Appalachian  Regional  Program  is  a cooperative  ven- 
ture between  the  Appalachian  states  and  the  federal 
government  to  improve  many  aspects  of  the  region, 
including  the  health  of  the  residents.  The  Appala- 
chian Program  has  established  local  planning  groups, 
including  physicians,  to  plan  a comprehensive,  region- 
wide grass  roots  approach  to  improve  medical  care. 
On  the  other  hand,  the  Office  of  Economic  Oppor- 
tunity, through  its  medical  program,  has  selected 
several  widely  separated  areas  for  demonstration 
clinics.  One  of  these  in  Louisville  and  another  in  a 
rural  Eastern  Kentucky  area  are  to  provide  intensive 
comprehensive  care  to  the  poverty  affected  in  a limit- 
ed zone.  Both  programs  have  been  proposed  because 
it  was  felt  that  poverty  stricken  people  had  inade- 
quate medical  care,  not  only  because  of  their  finan- 
cial plight,  but  also  because  charity  services  were 
fragmented  and  lacked  coordination. 

Opinions  of  individual  members  of  the  Committee 
were  diverse  considering  these  new  pilot  programs. 
All  agreed,  however,  that  since  these  were  new  ex- 
perimental programs  and  were  different  from  previous 
approaches  to  governmental  medical  care,  they 
should  be  continued  to  be  studied  closely.  The  Com- 
mittee emphasizes  that  this  continued  close  study 
does  not  necessarily  imply  approval  of  the  philosophy 
of  the  programs.  The  Committee  encourages  close 
physician  appraisal  of  each  local  project  by  the  local 
medical  society  and  recommends  to  the  KMA  and 
to  the  AMA,  that  research  be  initiated  to  investigate 
other  alternatives  available  in  the  delivery  of  medi- 
cal care  to  the  poor. 

Frank  M.  Gaines,  Jr.,  M.D.,  Chairman 

This  report  was  reviewed  by  the  Board  of  Trustees 
on  August  15,  1968. 

BOARD  ACTION:  This  report  was  approved  with 
the  notation  that  the  Board  reaffirms  its  policy  that 
all  programs  for  care  of  private  patients  be  on  a fee- 
for-service  basis. 


Recommendations,  Reference  Committee  No.  5 

The  report  of  the  Advisory  Committee  on  Title 
XVIII,  P.L.  89-97  of  this  committee  was  thoroughly 
studied,  and  it  is  indeed  a welcome  relief  to  see  the 
smooth  operation  of  Medicare  during  this  past  year. 

Reference  Committee  No.  5 would  like  to  empha- 
size that  portion  of  the  report  dealing  with  over- 
utilization. We  would  like  to  remind  our  fellow  phy- 
sicians of  their  continued  responsibility  in  avoiding 
over-utilization. 

In  situations  of  obvious  over-utilization  of  medical 
services  by  individual  patients,  we  urge  physicians  to 
notify  the  proper  authorities  in  order  to  reduce  these 
abuses. 

Mr.  Speaker,  I move  the  adoption  and  implementa- 
tion of  this  section  of  the  report. 

(Seconded;  carried.) 

Report  of  the  Governmental  Con- 
tracts Review  Committee 

The  function  of  the  Governmental  Contracts  Re- 
view Committee  is  to  act  on  behalf  of  the  Kentucky 
Medical  Association  in  an  attempt  to  resolve  differ- 
ences between  physicians  and  the  administrators  of 
governmental  medical  care  programs. 

This  is  an  enlargement  of  our  activities  in  that 
we  had  previously  been  concerned  only  with  the 
CHAMPUS  Program  (Civilian  Health  and  Medical 
Program  of  the  Uniformed  Services).  The  reason  for 
an  expansion  of  our  duties  resulted  from  CHAMPUS, 
VA  Home  Town,  and  other  governmental  medical 
programs  all  being  implemented  on  a “usual  and  cus- 
tomary” basis  making  it  desirable  to  have  one  com- 
mittee reviewing  in  questionable  fee  cases  on  a single 
standard. 

We  are  pleased  that  as  of  the  writing  of  this  report 
no  cases  have  been  referred  to  us  requiring  a meeting 
of  the  committee  during  this  Associational  year.  It 
is  possible  that  a meeting  may  become  necessary 
prior  to  the  KMA  Annual  Session,  and  the  committee 
members  stand  ready  to  meet  at  any  time  it  is  deemed 
advisable. 

William  H.  Powers,  M.D.,  Chairman 

Recommendations,  Reference  Committee  No.  5 

Reference  Committee  No.  5 wishes  to  compliment 
the  members  of  the  Governmental  Contracts  Review 
Committee  for  their  outstanding  service  in  review- 
ing unusual  claims  submitted  to  them  concerning 
governmental  medical  programs. 

Mr.  Speaker,  I move  the  adoption  of  this  section 
of  the  report. 

(Seconded  and  carried.) 

Report  of  the  Committee  on  Appa- 
lachian and  OEO  Programs 

The  Committee  on  Appalachian  and  OEO  Pro- 
grams held  two  formal  meetings  during  the  Associ- 
ational year.  At  the  first  meeting,  Mr.  John  D.  Whis- 
man,  the  Kentucky  representative  and  the  Co- 
director of  the  Appalachian  Regional  Program,  met 
with  us  to  describe  the  general  program  and  the 
medical  portion  in  particular.  At  the  second  meeting, 
the  Committee  met  with  Harvey  Sloane,  M.D.,  Proj- 
ect Director  of  the  Park-Duvalle  Neighborhood 
Health  Center  in  Louisville,  Kentucky,  and  Mrs. 
Mary  Jane  Dunn,  R.N.,  Director  of  the  Middle  Ken- 
tucky River  Development  Council.  The  Committee 
also  heard  a written  report  from  Russell  Hall,  M.D., 
of  the  Floyd  County  Comprehensive  Health  Service 
Program.  Each  guest  reported  on  the  type  of  pro- 
gram operating  in  his  area.  Mr.  C.  Lynn  Frazer, 
Director  of  the  Office  of  Economic  Opportunity  for 


Recommendations,  Reference  Committee  No.  5 
Reference  Committee  No.  5 wishes  to  compliment 
the  members  of  the  Committee  on  Appalachian  and 
OEO  Programs  on  their  continued  study  of  the  ex- 
perimental programs  devised  to  provide  governmental 
medical  care.  Their  continued  close  study  of  these 
programs  is  most  vital. 

After  hearing  testimony  by  Charles  C.  Rutledge, 
M.D.,  a member  of  the  Board  of  Trustees,  your 
Reference  Committee  recommends  that  the  next  to 
last  sentence  of  this  committee  report  be  amended  by 
adding  the  words,  “and  recommends  that  KMA  re- 
affirm its  policy  that  all  programs  for  care  of  private 
patients  be  on  a fee-for-service  basis.”  This  would 
make  the  entire  sentence  read,  “The  Committee  em- 
phasizes that  this  continued  close  study  does  not 
necessarily  imply  approval  of  the  philosophy  of  the 
programs  and  recommends  that  KMA  reaffirm  its 
policy  that  all  programs  for  care  of  private  patients 
be  on  a fee-for-service  basis.” 

Mr.  Speaker,  I move  the  adoption  of  this  section 
of  the  report. 

(Motion  seconded  and  carried.) 

Resolution  H 


Nelson  County  Medical  Society 

WHEREAS,  one  of  the  primary  duties  of  orga- 
nized medicine  is  to  foster,  plan  and  maintain  the 
best  possible  health  care  in  the  area  it  serves;  and 
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WHEREAS,  the  doctor  is  best  trained,  and  be- 
cause of  his  role  as  the  core  and  center  of  health 
care,  is  in  the  best  position  to  lead  in  the  compre- 
hensive planning  of  health  care;  and 

WHEREAS,  the  state  is  assuming  the  role  of 
health  planner  which  may  not  only  be  harmful  to  the 
private  practice  of  medicine  but  to  the  recipients  of 
the  health  care,  the  people  of  Kentucky;  and 

WHEREAS,  governmental  control  increases  with 
the  lack  of  leadership  of  the  private  sector;  and 

WHEREAS,  physicians  in  the  private  practice  of 
medicine  now  comprise  less  than  15%  of  the  state 
council  now  overseeing  the  development  of  a com- 
prehensive health  plan  for  the  state; 

BE  IT  HERE  RESOLVED  that  the  KMA  im- 
mediately study  the  feasibility  of  devising  its  own 
comprehensive  health  plan  for  the  people  of  the  state 
of  Kentucky;  and 

BE  IT  FURTHER  RESOLVED  that  the  KMA  be 
the  leader  and  prime  mover  of  such  a plan  and  that 
the  paramedical  group  be  called  in  on  a consultative 
basis;  and  lastly 

BE  IT  RESOLVED  that  if  and  when  such  a plan 
be  developed,  as  much  of  it  as  possible  be  implement- 
ed on  a private  basis,  and  the  rest  placed  before 
Regional  Health  Councils  and  the  legislature  for  its 
enactment  and  implementation. 

Recommendations,  Reference  Committee  No.  5 

Reference  Committee  No.  5 heard  considerable  tes- 
timony concerning  Resolution  H,  Feasibility  Study  of 
a KMA  Comprehensive  Health  Plan  (Nelson  Coun- 
ty). During  this  testimony,  we  learned  that  the 
Executive  Committee  is  recommending  to  the  Board 
of  Trustees  the  establishment  of  a seven-member 
sub-committee  on  comprehensive  health  planning, 
which  is  expected  to  be  appointed  shortly. 

In  view  of  this  and  in  light  of  our  previous  recom- 
mendations concerning  regional  health  planning  coun- 
cils, we  feel  that  this  resolution  duplicates  many 
existing  and  planned  endeavors. 

Reference  Committee  No.  5 therefore  recommends 
that  Resolution  H not  be  adopted. 

Mr.  Speaker,  I move  the  adoption  of  this  section 
of  the  report. 

(Motion  seconded  and  carried.) 


Resolution  J 

Fayette  County  Medical  Society 

WHEREAS,  glaucoma  is  a chronic  disease  which 
affects  two  percent  of  the  population  with  blindness 
with  all  of  its  emotional  and  economic  impact,  and 
WHEREAS,  most  blindness  from  glaucoma  is  pre- 
ventative with  proper  medical  and  surgical  care  usual- 
ly requiring  the  life-long  use  of  certain  ophthalmic 
solutions  which  are  of  great  efficacy  in  the  preven- 
tion of  blindness,  and 

WHEREAS,  the  Kentucky  Medical  Assistance 
Program  drug  list  contains  no  medications  for  the 
prevention  or  treatment  of  glaucoma,  and 

WHEREAS,  the  economic  costs  to  the  state  in  as- 
sistance to  persons  eligible  for  aid  to  the  needy  blind 
far  outweigh  the  limited  cost  of  a program  of  glau- 
coma prevention  and  treatment, 

THEREFORE  BE  IT  RESOLVED  THAT  the 
House  of  Delegates  of  the  Kentucky  Medical  Associ- 
ation recommend  that  the  Commonwealth  of  Ken- 
tucky Department  of  Health  include  ophthalmic  so- 
lutions for  the  prevention  and  treatment  of  glaucoma 
on  the  Kentucky  Medical  Assistance  drug  list  at 
the  earliest  possible  time. 

Recommendations,  Reference  Committee  No.  5 
Reference  Committee  No.  5 was  presented  with 
many  ideas  and  problems  related  to  Resolution  J — 
Glaucoma  Medication  (Fayette  County)  and  to  the 
entire  Kentucky  Medical  Assistance  drug  list.  We 
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wholeheartedly  approve  this  resolution.  We  also  feel 
that  there  are  many  other  equally  important  drugs 
that  should  be  on  the  Kentucky  Medical  Assistance 
drug  list. 

We  urge  a more  constant  and  continuous  review 
of  all  drugs  by  the  Physicians  Technical  Advisory 
Committee  on  Indigent  Medical  Care  (Title  XIX). 
Reference  Committee  No.  5 further  urges  that  spe- 
cific requests  for  drugs  not  listed  be  directed  to  the 
Formulary  Review  Committee  of  the  Advisory  Coun- 
cil on  Medical  Assistance  through  the  Physicians 
Technical  Advisory  Committee  on  Indigent  Medical 
Care  (Title  XIX)  for  their  consideration. 

Mr.  Speaker,  I move  the  adoption  and  implemen- 
tation of  Resolution  J. 

(Seconded;  carried.) 

Mr.  Speaker,  I move  the  adoption  of  the  report  of 
the  Reference  Committee  No.  5 as  a whole  as 
amended. 

(Seconded  and  carried.) 

Mr.  Speaker,  I wish  to  express  my  personal  appreci- 
ation to  the  wise,  hard-working  members  of  this 
committee,  as  well  as  to  Mrs.  Doris  Crume  for  her 
help  in  the  preparation  of  this  report. 

REFERENCE  COMMITTEE  NO.  5 

Walter  Johnson,  M.D.,  Paducah,  Chairman 
Thomson  R.  Bryant,  Jr.,  M.D.,  Lexington 
Harold  L.  Bushey,  M.D.,  Barbourville 
Frank  M.  Gaines,  M.D.,  Louisville 
Harold  L.  Johnson,  M.D.,  Frankfort 

REFERENCE  COMMITTEE  NO.  6 

Robert  L.  McClendon,  M.D., 
Louisville,  Chairman 
Constitution  and  Bylaws  and 
Special  Committees 

Reference  Committee  No.  6 considered  the  follow- 
ing reports: 

1 1 . Report  of  the  Judicial  Council 

12.  Rural  Kentucky  Medical  Scholarship  Fund, 
Board  of  Trustees 

27.  Committee  to  Study  the  Constitution  and  By- 
laws 

28.  Interim  Meeting  Program  Committee 

29.  McDowell  House  Board  of  Managers 

30.  Memorials  Commission 

5.  Report  of  Chairman,  Board  of  Trustees,  page 
7 paragraph  3 through  page  8,  italicized  portion  only 

Resolution  A — Osteopathic  Physicians 

Resolution  G — Osteopathic  Physicians 

Final  Report  of  the  Judicial  Council 

The  Judicial  Council  met  four  times  during  the 
1967-68  Associational  year  and  considered  fourteen 
new  matters  in  addition  to  those  carried  over  from 
the  previous  year. 

Items  of  general  interest  to  the  profession  include 
the  following: 

1.  A private  hospital  was  informed  that  if  it  con- 
structed an  office  buidling  for  physicians,  space 
therein  should  be  offered  to  all  members  of  its  active 
staff. 

2.  A labor  union,  which  had  warned  its  members 
that  physicians  tended  to  charge  higher  fees  to  pa- 
tients with  insurance,  was  invited  to  submit  evidence 
of  this  to  the  Council  and  assured  that  if  substanti- 
ated, disciplinary  action  would  be  taken. 

3.  A group  of  physicians  who  were  planning  to 

1107 


build  a medical  arts  building  which  would  contain 
a pharmacy  was  advised  that  it  would  not  be  ethical 
to  fix  the  rent  on  the  space  occupied  by  the  phar- 
macy in  terms  of  a percentage  of  its  gross  sales. 

4.  After  careful  consideration  of  the  practice  in 
some  small  hospitals  of  having  a physician  sign  Blue 
Shield  claims  for  all  anesthetics  administered  by 
nurse  anesthetists,  the  Council  ruled  that  with  the 
sole  possible  exception  of  the  head  of  the  Anesthesi- 
ology Department  who  actually  supervises  and  directs 
nurse  anesthetists,  it  would  be  and  is  unethical  for  a 
physician  who  was  not  present  and  who  did  not 
supervise  the  anesthesia,  to  submit  a claim  for  that 
service  to  Blue  Shield.  The  Council  recommended 
that  the  operating  surgeon  in  charge  sign  claims  for 
anesthetics  administered  by  non-medical  personnel. 

5.  A county  society  was  advised  that  it  is  not  un- 
ethical for  the  members  of  a medical  group  to  divide 
one-third  of  its  surplus  earnings  in  proportion  to  fees 
earned  by  each  member,  one-third  in  proportion  to 
length  of  service,  and  one-third  equally  among  all 
members.  The  same  society  was  further  informed, 
however,  that  it  was  not  good  medical  practice  and 
could  constitute  neglect  for  a clinic,  which  is  open 
only  three  days  per  week,  to  accept  patients  with 
acute  ailments. 

6.  In  its  final  meeting  of  the  year,  the  Council 
reviewed  its  February  22,  1968,  decision  that  hos- 
pital-based physicians  must  not  allow  the  hospital  to 
purvey  their  services  to  patients;  re-affirmed  that 
decision;  and  declared  an  end  to  the  moratorium  on 
its  enforcement.  Copies  of  this  decision  are  available 
at  the  Headquarters  Office. 

Recommendations 

A.  The  Council  is  of  the  opinion  that  a physician 
who  has  been  finally  (all  appeals  having  been  ex- 
hausted) convicted  of  a felony  should  be  automatical- 
ly disqualified  for  membership  in  the  Association 
and  required  to  re-apply  and  submit  to  investigation 
by  the  Council  before  being  readmitted.  At  our  re- 
quest, the  Committee  to  Study  the  Constitution  and 
Bylaws  has  prepared  an  amendment  embodying  this 
principle  for  your  consideration. 

B.  The  1967  House  of  Delegates,  upon  the  recom- 
mendation of  the  Commission  to  Study  the  Reorgani- 
zation of  KMA,  abolished  the  Insurance  Review 
Board  and  assigned  its  responsibilities  to  the  Judicial 
Council.  No  cases  have  been  presented  to  us  for  re- 
view under  this  mandate,  and  the  work-load  has 
therefore  not  been  burdensome.  However,  we  question 
the  propriety  of  our  attempting  to  arbitrate  disputes 
which  may  evolve  into  disciplinary  cases. 

Since  the  Insurance  Review  Board  was  never  uti- 
lized and  since  we  have  not  been  called  upon  in  this 
capacity,  we  recommend  that  we  be  relieved  of  this 
duty  and  that  in  the  unlikely  event  a proper  case 
comes  to  light,  it  be  referred  to  a temporary  (ad  hoc) 
committee  appointed  for  that  sole  purpose. 

N.  Lewis  Bosworth,  M.D.,  Chairman 

Recommendations,  Reference  Committee  No.  6 

The  Committee  thoroughly  reviewed  this  final  re- 
port of  the  Judicial  Council  and  approves  the  recom- 
mendations contained  in  this  report  as  follows: 

“A.  The  Council  is  of  the  opinion  that  a physician 
who  has  been  finally  (all  appeals  having  been  ex- 
hausted) convicted  of  a felony  should  be  automatical- 
ly disqualified  for  membership  in  the  Association 
and  required  to  reapply  and  submit  to  investigation 
by  the  Council  before  being  readmitted.  At  our  re- 
quest, the  Committee  to  Study  the  Constitution  and 
Bylaws  has  prepared  an  amendment  embodying  this 
principle  for  your  consideration. 

“B.  The  1967  House  of  Delegates,  upon  the  recom- 
mendation of  the  Commission  to  Study  the  Reorgani- 
zation of  KMA,  abolished  the  Insurance  Review 
Board  and  assigned  its  responsibilities  to  the  Judicial 


Council.  No  cases  have  been  presented  to  us  for 
review  under  this  mandate,  and  the  work-load  has 
therefore  not  been  burdensome.  However,  we  ques- 
tion the  propriety  of  our  attempting  to  arbitrate 
disputes  which  may  evolve  into  disciplinary  cases. 

“Since  the  Insurance  Review  Board  was  never 
utilized  and  since  we  have  not  been  called  upon  in 
this  capacity,  we  recommend  that  we  be  relieved  of 
this  duty  and  that  in  the  unlikely  event  a proper  case 
comes  to  light,  it  be  referred  to  a temporary  (ad 
hoc)  committee  appointed  for  that  sole  purpose.” 

However,  there  was  considerable  interest  given  to 
section  4 of  page  1 of  the  Report  of  the  Judicial 
Council;  and  after  lengthy  discussion,  it  was  brought 
out  that  many  members  did  not  feel  that  the  sug- 
gestions contained  in  section  4 adequately  covered 
the  problem  of  payment  between  Blue  Shield  and 
nurse  anesthetists.  The  Reference  Committee,  in  its 
general  discussion,  hopes  that  the  Judicial  Council 
will  be  aware  of  the  several  problems  presented  in 
this  section  of  the  report. 

Mr.  Speaker,  I move  the  adoption  and  implemen- 
tation of  this  section  of  the  report. 

(Seconded.) 

After  the  second  to  this  motion,  the  Speaker  recog- 
nized Walter  Cawood,  M.D.,  Chairman  of  the  Board 
of  Trustees,  who  presented  the  following  motion 
passed  by  the  Board  on  September  25,  1968,  and 
moved  it  as  an  amendment  to  this  report:  “that  the 
Judicial  Council  be  requested  to  reconsider  its  ruling 
on  the  billing  practices  of  anesthesiologists  and  nurse 
anesthetists  and  in  connection  with  its  reconsidera- 
tion that  it  hold  a public  hearing  at  which  all  view- 
points can  be  presented.” 

The  motion  was  seconded  and  carried. 

The  original  motion  as  amended  also  passed. 

Report  of  the  Rural  Kentucky 
Medical  Scholarship  Fund 

At  the  22nd  annual  meeting  of  the  Rural  Kentucky 
Medical  Scholarship  Fund  held  on  May  16,  1968,  a 
total  of  31  new  and  renewal  loans  were  approved 
amounting  to  $62,000.  The  Fund  in  approving  these 
loans  now  has  a record  of  having  helped  a total  of 
299  students. 

The  Fund,  which  was  established  as  a means  of 
providing  a better  distribution  of  physicians  in  rural 
Kentucky,  now  has  a total  of  145  physicians  in 
practice  in  80  counties  with  12  serving  in  “critical” 
counties. 

There  are  now  outstanding  378  notes  to  151  bor- 
rowers for  a total  in  excess  of  $444,000,  most  of 
whom  are  either  in  medical  school,  interning  or  in 
the  Armed  Services.  The  Fund,  since  its  beginning, 
using  the  revolving  monies  available,  has  loaned  over 
$870,000. 

Loans  are  available  to  residents  of  Kentucky  who 
have  been  admitted  to  an  accredited  medical  school, 
and  who  will  agree  to  practice  in  rural  Kentucky  for 
one  year  for  each  loan  received.  Currently,  the  Fund 
will  lend  $2,500  per  year  to  applicants  who  agree  to 
practice  in  counties  listed  as  “critically  in  need  of 
physicians”,  or  in  the  Kentucky  Public  Health  Service 
in  an  approved  area.  One  year’s  loan  is  waived  for 
each  year  of  such  practice. 

Regular  loans  of  up  to  $1,500  per  year  at  an 
interest  rate  of  2%  to  maturity  permit  practice  in 
over  100  rural  counties  in  the  state.  Should  a student 
later  decide  to  practice  in  a “critical”  county,  one 
year’s  loan  will  be  forgiven  for  each  year  of  practice. 
One-half  a year’s  loan  for  each  year  of  practice  in  a 
semi-critical  area  will  be  forgiven. 

The  ten  critical  counties  selected  for  1968-69  on 
the  basis  of  information  supplied  by  the  Kentucky 
Medical  Association  and  the  State  Board  of  Health 
are  Jackson,  Knott,  Crittenden,  Metcalfe,  Powell, 

Meade,  McCreary,  Wolfe,  Rockcastle  and  Magoffin. 
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Semi-critical  areas  selected  are  Carter-Lewis.  Todd, 
Breathitt,  Martin,  Butler-Edmonson,  Clinton-Cumber- 
land,  Estill,  Clay,  Owen-Gallatin  and  Pendleton- 
Bracken-Robertson. 

As  an  incentive  to  physicians  entering  practice  for 
the  first  time,  the  Fund  will  lend  $2,000,  forgiving 
$500  per  year  in  a critical  county  and  $250  per  year 
in  a semi-critical  area. 

The  Board  has  also  approved  a team  concept 
whereby  the  Fund  will  grant  a $2,000  loan  to  a two- 
physician  team  planning  to  establish  practice  in  ap- 
proved areas  where  the  ratio  is  less  than  one  phy- 
sician to  6,000  inhabitants.  The  forgiveness  features 
of  the  critical  or  semi-critical  areas  also  apply  to 
this  program.  The  Fund  would  enter  into  an  in- 
dividual contract  with  each  physician,  and  would  not 
become  involved  in  the  team  contract. 

The  Trustees  have  elected  William  S.  Jordan,  M.D., 
Dean  of  the  College  of  Medicine  at  U.  of  K.,  and 
Henry  S.  Spalding,  M.D.,  of  Bardstown,  Kentucky  as 
new  Board  members.  Tom  F.  Whayne,  M.D.,  As- 
sociate Dean  of  the  College  of  Medicine  at  U.  of  K. 
was  appointed  a liaison  officer,  and  Robert  G.  Cox, 
Executive  Secretary  of  KMA  was  named  Secretary 
to  the  Fund. 

The  Board  of  Trustees  is  especially  appreciative  of 
the  continued  interest  and  support  of  Governor  Louie 
B.  Nunn,  Health  Commissioner  Russell  E.  Teague, 
M.D.  and  the  Kentucky  General  A.ssembly. 

C.  C.  Howard,  M.D.,  Chairman 


Recommendations,  Reference  Committee  No.  6 

The  Reference  Committee  reviewed  the  report  of 
the  Rural  Kentucky  Medical  Scholarship  Fund,  Board 
of  Trustees  in  detail  and  commends  Doctor  Howard 
and  the  other  Trustees  of  the  Rural  Kentucky  Medi- 
cal Scholarship  Fund. 

Mr.  Speaker,  I move  the  adoption  of  this  section 
of  the  report. 

(Seconded;  carried.) 


Report  of  the  Committee  To  Study 
the  Constitution  and  Bylaws 

The  committee  met  on  June  6 of  this  year  with  Mr. 
Gaines  Davis,  KMA  legal  counsel,  to  continue  study- 
ing the  KMA  Constitution  and  Bylaws,  implementing 
matters  that  have  been  referred  to  us,  and  otherwise 
attempting  to  up-date  our  Constitution  and  Bylaws. 

Our  initial  recommendations  relate  to  the  Consti- 
tution followed  by  those  pertaining  to  the  Bylaws. 
The  format  for  presentation  is  to  ( 1 ) present  our 
recommendations  and  reasons  for  submitting  pro- 
posed change,  (2)  quote  the  wording  of  the  present 
section  of  the  Constitution  or  Bylaw,  and  (3)  present 
the  proposed  amendment  to  the  Constitution  or  By- 
law. 

You  may  recall  that  changes  to  the  Constitution 
must  “lay  over”  for  one  year.  All  of  the  proposed 
changes  in  the  Constitution,  approved  at  the  1967 
session  of  the  House  of  Delegates,  have  been  mailed 
to  the  county  society  secretaries  as  required  in  the 
Constitution  (Article  XII)  and  are  being  presented  to 
you  again  this  year  for  final  action.  If  approved,  they 
will  be  effective  immediately. 

AMENDMENTS  TO  THE  CONSTITUTION 

RECOMMENDATION 

1.  That  there  be  only  one  vice  president,  elected 
from  the  same  area  of  the  state  as  the  president. 

2.  That  an  alternate  trustee  be  elected  from  each 
district  to  represent  that  district  if  the  trustee  is  un- 
able to  attend  the  meeting  of  the  Board. 

3.  That  more  than  one  trustee  be  authorized  for 
election  from  a KMA  district. 


ARTICLE  V,  Officers 

Present  Section  1 : The  officers  of  this  Associa- 
tion shall  be  a President,  a President-elect,  three  Vice 
Presidents,  a Secretary,  a Treasurer,  a Speaker  and 
Vice  Speaker  of  the  House  of  Delegates,  a Trustee 
from  each  district  that  may  be  established,  and  such 
other  officers  as  may  be  provided  for  in  the  Bylaws. 

Proposed  Section  1:  The  officers  of  this  Associa- 
tion shall  be  a President,  a President-elect,  a Vice 
President,  a Secretary,  a Treasurer,  a Speaker  and 
Vice  Speaker  of  the  House  of  Delegates,  a Trustee 
and  an  alternate  trustee  from  each  district  that  may 
be  established;  and  such  other  officers  as  may  be 
provided  for  in  the  Bylaws. 

Present  Section  2:  The  duties  and  terms  of  office 
of  all  officers  of  the  Association  shall  be  as  pre- 
scribed in  the  Bylaws. 

Proposed  Section  2:  The  elisibility,  duties  and 
terms  of  office  of  all  officers  of  the  Association  .shall 
be  as  prescribed  in  the  Bylaws. 

Section  3:  No  change. 

Section  4:  No  change. 

Present  Article  VIII;  The  House  of  Delegates  shall 
make  provision  in  the  Bylaws  for  a Board  of  Trus- 
tees composed  of  one  trustee  from  each  district  and 
such  of  the  other  officers  of  the  Association  as  the 
House  may  deem  appropriate,  which  shall  be  charged 
with  the  general  direction  of  the  Association’s  affairs 
during  the  interim  between  meetings  of  the  House. 
The  House  may  delegate  such  powers  to  the  Board 
of  Trustees  as  are  not  specifically  required  by  this 
Constitution  to  be  exercised  by  the  House,  and  may 
limit  the  Board’s  powers  to  such  extent  as  it  may 
determine  to  be  necessary  or  desirable.  Provided, 
however,  that  in  no  event  shall  the  Board  of  Trustees 
have  power  to  commit  the  Association  to  any  course 
of  action  which  is  contrary  to  or  at  variance  with 
any  policy  established  by  the  House  of  Delegates. 

Propo.sed  Article  VIII.  The  House  of  Delegates 
shall  make  provision  in  the  Bylaws  for  a Board  of 
Trustees  composed  of  one  or  more  trustees  from 
each  district  and  such  of  the  other  officers  of  the 
Association  as  the  House  may  deem  appropriate 
which  shall  be  charged  with  the  general  direction 
of  the  Association’s  affairs  during  the  interim  be- 
tween meetings  of  the  House.  The  House  may  dele- 
gate such  power  to  the  Board  of  Trustees  as  are  not 
specifically  required  by  this  Constitution  to  be  exer- 
cised by  the  House,  and  may  limit  the  Board’s 
powers  to  such  extent  as  it  may  determine  to  be 
necessary  or  desirable.  Provided,  however,  that  in  no 
event  shall  the  Board  of  Trustees  have  power  to 
commit  the  Association  to  any  course  of  action  which 
is  contrary  to  or  at  variance  with  any  policy  estab- 
lished by  the  House  of  Delegates. 


AMENDMENTS  TO  THE  BYLAWS 

RECOMMENDATION 

Since  the  Association  no  longer  has  student  mem- 
bers and  since  the  House  of  Delegates  has  previously 
recommended  that  consideration  be  given  to  the  de- 
letion of  the  student  memberships  from  the  Bylaws, 
your  committee  has  incorporated  this  deletion  in  a 
proposed  Bylaw  change.  Additionally,  the  Board  of 
Trustees  has  requested  that  the  policy  of  KMA  con- 
cerning members  in  the  armed  forces  be  a part  of  the 
Bylaws. 

Chapter  I,  Section  4 of  the  Bylaws  erroneously 
refers  to  Chapter  VI,  Section  4 and  should  refer  to 
Chapter  VII,  Section  4.  An  addition  to  this  section 
pertains  to  any  member  who  might  be  convicted  of  a 
felony,  and  this  is  a recommendation  of  the  Judicial 
Council. 

CHAPTER  I,  Membership 

Section  1 ; No  change. 

Present  Section  2:  Membership  in  the  Association 
shall  be  divided  into  seven  classes,  to  wit;  active. 
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emeritus,  associate,  inactive,  student,  honorary  and 
special. 

Proposed  Section  2:  Membership  in  the  Associa- 
tion shall  be  divided  into  seven  classes,  to  wit:  active 
emeritus,  associate,  inactive,  service,  honorary  and 
special. 

Paragraph  a:  No  change. 

Paragraph  b:  No  change. 

Paragraph  c:  No  change. 

Paragraph  d:  No  change. 

Present  Paragraph  e:  Student  Members.  Any  stu- 
dent in  an  accredited  medical  school  in  Kentucky 
or  any  resident  of  Kentucky  who  is  a student  in 
any  accredited  medical  school  in  the  United  States 
shall  be  eligible  for  student  membership.  Student 
members  shall  not  have  the  right  to  vote  or  hold 
office.  They  may  apply  directly  to  the  State  Associa- 
tion for  membership  and  be  assigned  to  the  county 
society  of  their  choice.  The  membership  year  for 
student  members  shall  run  from  September  1 to  Au- 
gust 3 1 of  each  year. 

Propo.sed  Paragraph  e:  Service  Members.  Members 
of  the  A.ssociation  in  good  standing  who  enter  mili- 
tary service  and  are  ineligible  for  Associate  member- 
ship .shall  be  classified  as  service  members.  Service 
Members  shall  not  be  required  to  pay  dues.  If  a mem- 
ber in  good  standing  enters  service  prior  to  April  1 
and  has  paid  his  dues  for  that  year,  he  shall  receive 
all  publications  and  other  benefits  applicable  to  his 
class  of  membership  in  the  Association  and  shall 
owe  no  further  dues  until  January  1 following  his 
release.  If  a member  in  good  standing  enters  service 
prior  to  April  1 without  paying  his  dues  for  that  year, 
he  shall  receive  publications  and  other  benefits  but 
shall  owe  the  dues  applicable  to  his  class  of  mem- 
bership immediately  following  his  release  from  active 
duty.  Members  whose  dues  have  not  been  received  by 
April  1 are  not  in  good  standing. 

Section  3:  No  change. 

Present  Section  4:  Except  as  provided  in  Chapter 

VI,  Section  4 of  these  Bylaws,  no  person  who  is 
under  sentence  of  suspension  or  expulsion  from  any 
component  society  of  this  Association  shall  be  en- 
titled to  any  of  the  rights  or  benefits  of  membership 
in  this  Association. 

Proposed  Section  4:  No  person  who  is  finally  con- 
victed of  a felony  subsequent  to  September  26,  1968, 
shall  be  eligible  for  membership  in  this  Association 
unless  and  until,  upon  proper  application  to  the 
Judicial  Council,  it  is  determined  that  he  is  morally 
and  ethically  qualified.  Except  as  provided  in  Chapter 

VII,  Section  4 of  these  Bylaws,  no  person  who  is 
under  sentence  of  suspension  or  expulsion  from  any 
component  society  of  this  Association  shall  be  en- 
titled to  any  of  the  rights  or  benefits  of  membership 
of  this  Association. 

RECOMMENDATION 

The  members  of  the  Bylaws  Committee  feel  there 
should  be  a cross-reference  in  Chapter  III  entitled 
“The  House  of  Delegates”  to  Chapter  XII  which  ex- 
plains the  method  of  electing  members  to  the  House 
of  Delegates.  This  addition  is  being  recommended  to 
become  Section  5 of  this  Chapter  and  the  present 
Section  5 and  following  sections  would  merely  be 
renumbered. 

CHAPTER  III,  The  House  of  Delegates 

Section  1 : No  change. 

Section  2:  No  change. 

Section  3:  No  change. 

Section  4:  No  change. 

Proposed  Section  5:  The  members  of  the  House 
of  Delegates  shall  be  elected  by  the  various  com- 
ponent societies  in  the  manner  prescribed  in  Chapter 
XII  of  these  Bylaws. 


Present  Sections  5-18:  These  sections  are  not 
changed  but  become  Sections  6-19. 

RECOMMENDATION 

Recommended  changes  in  the  following  portion  of 
our  report  are  Bylaw  changes  required  to  agree  with 
the  Constitutional  change  authorizing  one  instead  of 
three  vice  presidents,  inserting  the  election  and  tenure 
of  office  of  delegates  and  alternate  delegates  to  the 
American  Medical  Association,  changes  required  for 
the  addition  of  an  alternate  trustee  for  each  trustee 
district,  and  a “housekeeping”  amendment  for  filling 
vacancies  on  the  Nominating  Committee. 

Present  Chapter  IV:  Election  of  Officers. 

Proposed  Chapter  IV:  Election  of  Officers  and 
Delegates  to  the  American  Medical  Association. 

Present  Section  1 : The  President-Elect  and  the 
Vice  Presidents  shall  be  elected  for  a term  of  one 
year,  the  President-Elect  succeeding  to  the  presidency 
at  the  expiration  of  his  term  as  President-Elect.  The 
Speaker  of  the  House  of  Delegates,  the  Vice  Speaker, 
the  Secretary  and  the  Treasurer  shall  be  elected  for 
terms  of  three  years,  but  no  member  shall  be  eligible 
for  election  to  more  than  two  consecutive  terms  as 
Secretary  or  Treasurer.  Trustees  shall  be  elected  for 
terms  of  three  years  and  shall  be  limited  to  serving 
for  not  more  than  two  consecutive  full  terms.  The 
terms  of  the  trustees  shall  be  so  arranged  that  one- 
third  of  the  terms  expire  each  year,  insofar  as  pos- 
sible. No  member  shall  be  eligible  for  the  office  of 
President,  President  Elect,  Vice  President,  Speaker 
or  Vice  Speaker  of  the  House  of  Delegates,  or  Trus- 
tee who  has  not  been  an  active  member  of  the  As- 
sociation for  at  least  five  years. 

Proposed  Section  1:  The  President-Elect  and  the 
Vice  President  shall  be  elected  for  a term  of  one 
year,  the  President-Elect  succeeding  to  the  presidency 
at  the  expiration  of  his  term  as  President-Elect.  The 
Vice  President  shall  be  elected  from  the  same  general 
area  in  which  the  president  resides.  Delegates  to  the 
AM  A and  their  alternates  shall  be  elected  for  terms 
of  two  years.  The  Speaker  of  the  House  of  Delegates, 
the  Vice  Speaker,  the  Secretary,  and  the  Treasurer 
shall  be  elected  for  terms  of  three  years,  but  no  mem- 
ber shall  be  eligible  for  election  to  more  than  two 
consecutive  full  terms  as  Secretary  or  Treasurer. 
Trustees  and  their  alternates  shall  be  elected  for 
terms  of  three  years  and  Trustees  shall  be  limited 
to  serving  for  not  more  than  two  consecutive  full 
terms.  The  terms  of  the  Trustees  and  their  alternates 
shall  coincide  and  be  so  arranged  that  one-third  of 
the  terms  expire  each  year,  insofar  as  possible.  No 
member  shall  be  eligible  for  the  office  of  President, 
President-Elect,  Vice  President,  Speaker  or  Vice 
Speaker  of  the  House  of  Delegates,  Trustee  or  Alter- 
nate Tru-itee  who  has  not  been  an  active  member  of 
the  Association  for  at  least  five  years. 

Present  Section  2:  During  the  last  meeting  of  the 
regular  session  of  the  House  of  Delegates,  the  Speak- 
er of  the  House  of  Delegates  shall  submit  to  the 
members  of  the  House  of  Delegates  a list  of  ten 
names  from  which,  by  ballot,  the  House  of  Dele- 
gates shall  select  five  members  to  serve  as  the  Nomi- 
nating Committee  for  the  next  year.  The  five  names 
receiving  the  most  votes  shall  form  the  committee. 
The  committee  shall  select  one  of  its  members  as 
chairman  at  an  organization  meeting  held  during  the 
Interim  Meeting,  or  at  some  other  appropriate  place 
designated  by  the  Board  of  Trustees  at  least  four 
months  before  the  Annual  Meeting.  The  committee, 
in  addition  to  such  other  meetings  as  it  may  choose 
to  hold,  shall  schedule  an  open  meeting  immediately 
after  the  close  of  the  first  meeting  of  the  House  at 
each  Annual  Meeting.  This  open  meeting  shall  be 
held  in  the  meeting  place  of  the  House  of  Delegates, 
shall  receive  broad  publicity,  and  those  who  have 
business  to  discuss  with  the  committee  shall  have  a 
hearing.  Before  noon  of  the  following  day,  the  com- 
mittee shall  post  on  a bulletin  board  near  the  entrance 
to  the  hall  in  w'hich  the  Annual  Meeting  is  being 


1110 


December  1968  • The  Journal  of  tin 


held  its  nominations  for  each  office  to  be  filled,  and 
shall  formally  present  said  nominations  to  the  House 
at  the  time  of  the  election.  Additional  nominations 
may  be  made  from  the  floor  by  submitting  the 
nominations  without  discussion  or  comment. 

Proposed  Section  2:  During  the  last  meeting  of  the 
regular  session  of  the  House  of  Delegates,  the  Speak- 
er of  the  House  of  Delegates  shall  submit  to  the 
members  of  the  House  of  Delegates  a list  of  ten 
names  from  which,  by  ballot,  the  House  of  Delegates 
shall  select  five  members  to  serve  as  the  Nominating 
Committee  for  the  next  year.  The  five  names  receiv- 
ing the  most  votes  shall  form  the  committee.  The 
committee  shall  select  one  of  its  members  as  chair- 
man at  an  organization  meeting  held  during  the  In- 
terim Meeting,  or  at  some  other  appropriate  place 
designated  by  the  Board  of  Trustees  at  least  four 
months  before  the  Annual  Meeting.  The  committee, 
in  addition  to  such  other  meetings  as  it  may  choose 
to  hold,  shall  schedule  an  open  meeting  immediately 
after  the  close  of  the  first  meeting  of  the  House  at 
each  Annual  Meeting.  This  open  meeting  shall  be 
held  in  the  meeting  place  of  the  House  of  Dele- 
gates, shall  receive  broad  publicity,  and  those  who 
have  business  to  discuss  with  the  committee  shall 
have  a hearing.  Before  noon  of  the  following  day, 
the  committee  shall  post  on  a bulletin  board  near 
the  entrance  to  the  hall  in  which  the  Annual  Meeting 
is  being  held  its  nominations  for  each  office  to  be 
filled,  and  shall  formally  present  said  nominations  to 
the  House  at  the  time  of  the  election.  Additional 
nominations  may  be  made  from  the  floor  by  submit- 
ting the  nominations  without  discussion  or  comment. 
Vacancies  occurring  on  the  Nominating  Committee 
by  virtue  of  death,  resignation,  or  disability,  shall  be 
filled  by  appointment  of  the  Speaker. 

Present  Section  3:  The  election  of  officers  shall 
be  held  at  the  second  meeting  of  the  regular  session 
of  the  House  of  Delegates. 

Proposed  Section  3:  The  election  of  officers  and 
delegates  to  the  AMA  and  their  alternates  shall  be 
held  at  the  second  meeting  of  the  regular  session  of 
the  House  of  Delegates. 

Section  4:  No  change. 

Section  5:  No  change. 

Present  Section  6:  The  Delegates  representing  the 
counties  in  each  District  shall  form  the  Nominating 
Committee  for  the  purpose  of  nominating  a Trustee 
for  the  District  concerned.  This  committee  shall  hold 
a well-publicized  meeting  open  to  all  active  members 
of  the  District  concerned  who  are  in  attendance  at 
the  Annual  Meeting  for  the  purpose  of  discussing 
the  nomination  for  the  Trustee  to  serve  the  District. 
Additional  nominations  may  be  made  from  the  floor 
when  the  Nominating  Committee  makes  its  report 
to  the  House  of  Delegates. 

Proposed  Section  6:  The  Delegates  representing 
the  counties  in  each  District  form  the  Nominating 
Committee  for  the  purpose  of  nominating  a Trustee 
and  an  Alternate  Trustee  for  the  District  concerned. 
This  committee  shall  hold  a well-publicized  meeting 
open  to  all  active  members  of  the  District  concerned 
who  are  in  attendance  at  the  Annual  Meeting  for  the 
purpose  of  discussing  the  nomination  of  the  Trustee 
and  his  alternate  to  serve  the  District.  Additional 
nominations  may  be  made  from  the  floor  when  the 
Nominating  Committee  makes  its  report  to  the 
House  of  Delegates. 

RECOMMENDATION 

No  changes  are  recommended  for  Chapter  V ex- 
cept Sections  3 and  4 and  both  of  these  are  changes 
required  by  there  being  only  one  vice  president  in- 
stead of  three  vice  presidents. 

CHAPTER  V Duties  of  Officers 

Section  1 : No  change. 

Section  2:  No  change. 

Present  Section  3:  The  vice  presidents  shall  assist 
the  president  in  the  discharge  of  his  duties,  and  shall 
perform  such  other  duties  as  may  be  prescribed  by 
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the  Board  of  Trustees.  In  the  event  of  a vacancy  in 
the  office  of  the  president,  the  vice  president  from 
the  district  from  which  the  president  was  elected 
shall  succeed  to  the  office  of  the  president. 

Proposed  Section  3:  The  Vice  President  shall  as- 
sist the  president  in  the  discharge  of  his  duties,  and 
shall  perform  such  other  duties  as  may  be  prescribed 
by  the  Board  of  Trustees.  In  the  event  of  a vacancy 
in  the  office  of  the  president,  the  Vice  President  shall 
succeed  to  the  office  of  the  president. 

Present  Section  4:  The  President-Elect  and  the 
Vice  Presidents,  when  acting  for  and  in  behalf  of  the 
president,  may  be  reimbursed  for  their  reasonable 
and  necessary  travel  expenses  incurred  in  the  per- 
formance of  their  duties,  in  such  amounts  as  may  be 
available  out  of  the  sum  appropriated  in  the  annual 
budget  for  traveling  expenses  of  the  president. 

Proposed  Section  4:  The  President-Elect  and  the 
Vice  President,  when  acting  for  and  in  behalf  of  the 
president,  may  be  reimbursed  for  their  reasonable 
and  necessary  travel  expenses  in  the  performance  of 
their  duties,  in  such  amounts  as  may  be  available  out 
of  the  sum  appropriated  in  the  annual  budget  for 
traveling  expenses  of  the  president. 

Section  5 : No  change. 

Section  6:  No  change. 

Section  7:  No  change. 

Section  8:  No  change. 

RECOMMENDATION 

The  only  changes  in  Chapter  VI  are  Sections  1 
and  7.  They  result  in  the  two  Constitutional  changes 
of  having  alternate  trustees  and  only  one  vice  presi- 
dent. 

CHAPTER  VI  Board  of  Trustees 

Present  Section  1:  The  Board  of  Trustees  shall  be 
the  executive  body  of  the  House  of  Delegates  and 
between  sessions  of  the  House  of  Delegates  shall 
exercise  the  powers  conferred  upon  the  House  of 
Delegates  by  the  Constitution  and  Bylaws.  The  Board 
of  Trustees  shall  consist  of  the  duly  elected  Trustees 
and  the  President,  the  President-Elect,  the  three  Vice 
Presidents,  the  immediate  Past  President,  the  Speaker, 
and  Vice  Speaker  of  the  House  of  Delegates,  the  Sec- 
retary, the  Treasurer,  and  the  Delegates  to  the 
American  Medical  Association.  The  Executive  Com- 
mittee of  the  Board  of  Trustees  shall  consist  of  the 
President,  the  President-Elect,  the  Secretary,  the 
Chairman  of  the  Board  of  Trustees,  the  Vice  Chair- 
man of  the  Board  of  Trustees,  and  two  Trustees  to  be 
elected  annually  by  the  Board  of  Trustees.  A ma- 
jority of  the  full  Board,  to  wit,  14,  and  a majority 
of  the  full  Executive  Committee,  to  wit,  4,  shall 
constitute  a quorum  for  the  transaction  of  all  busi- 
ness by  either  body.  Between  sessions  of  the  Board, 
the  Executive  Committee  shall  exercise  all  of  the 
powers  belonging  to  the  Board  except  those  powers 
specifically  reserved  by  the  Board  to  itself. 

Proposed  Section  1:  The  Board  of  Trustees  shall 
be  the  executive  body  of  the  House  of  Delegates  and 
between  sessions  of  the  House  of  Delegates  shall 
exercise  the  powers  conferred  upon  the  House  of 
Delegates  by  the  Constitution  and  Bylaws.  The  Board 
of  Trustees  shall  consist  of  the  duly  elected  trustees 
and  the  President,  the  President-Elect,  the  Vice-Presi- 
dent, the  immediate  Past  President,  the  Speaker  and 
the  Vice  Speaker  of  the  House  of  Delegates,  the  Sec- 
retary, the  Treasurer,  and  the  Delegates  to  the  Ameri- 
can Medical  Association.  The  Executive  Committee 
of  the  Board  of  Trustees  shall  consist  of  the  Presi- 
dent, the  President-Elect,  the  Secretary,  the  Chairman 
of  the  Board  of  Trustees,  the  Vice  Chairman  of  the 
Board  of  Trustees,  and  two  trustees  to  be  elected 
annually  by  the  Board  of  Trustees.  A majority  of 
the  full  Board,  to  wit,  14,  and  a majority  of  the  full 
Executive  Committee,  to  wit,  4,  shall  constitute  a 
quorum  for  the  transaction  of  all  business  by  either 
body.  Between  sessions  of  the  Board,  the  Executive 
Committee  shall  exercise  all  of  the  powers  belonging 
to  the  Board  except  those  powers  specifically  reserved 
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by  the  Board  to  itself. 

Section  2:  No  change. 

Section  3:  No  change. 

Section  4:  No  change. 

Section  5:  No  change. 

Section  6:  No  change. 

Present  Section  7:  In  the  event  of  the  death,  resig- 
nation, removal  or  disability  of  a trustee,  between 
sessions  of  the  House  of  Delegates,  the  President 
may  call  a meeting  of  the  delegates  of  record  from 
the  counties  of  that  district  for  the  purpose  of  sub- 
mitting one  or  more  nominees  as  candidates  to  fill  the 
office  until  the  trustee’s  disability  is  removed  or  until 
the  next  meeting  of  the  House  of  Delegates.  The 
name  or  names  of  the  nominee  or  nominees  shall  be 
submitted  to  the  Board,  which  may  elect  an  acting 
trustee  from  them. 

Proposed  Section  7:  Jn  the  event  of  the  death, 
resignation,  removal  or  di.sability  of  a Trustee,  be- 
tween sessions  of  the  House  of  Delegates,  the  Alter- 
nate Trustee  shall  succeed  to  the  office  of  Trustee. 
In  case  of  disability,  the  Alternate  shall  serve  until 
the  disability  is  removed  or  the  Trustee’s  term  ex- 
pires. 

Section  8:  No  change. 

Section  9:  No  change. 

RECOMMENDATION 

There  are  two  changes  recommended  for  Chapter 
IX,  Section  1.  The  first  is  to  make  associate  member 
dues  $10  as  requested  by  the  Executive  Committee 
and  the  second  is  to  replace  the  wording  of  “student 
members”  with  “service  members”  as  was  done 
earlier  in  this  report  in  Chapter  I,  Section  2. 

CHAPTER  IX,  Assessments  and  Expenditures 

Present  Section  1 : The  annual  dues  for  membership 
in  this  Association  shall  be  as  follows:  (1)  Active 
Members,  $80,  except  Active  Members  who  devote 
all  of  their  time  to  teaching  or  research  and  have  no 
private  practice,  $55;  (2)  Emeritus  Members,  no  dues; 

(3)  Associate  Members,  $8;  (4)  Inactive  Members. 
$8;  (5)  Student  Members,  $1;  (6)  Honorary  Mem- 
bers, no  dues;  (7)  Special  Members,  no  dues.  Dues 
fixed  by  these  Bylaws  shall  constitute  assessments 
against  the  component  societies.  The  Secretary  of 
each  component  society  shall  forward  its  assessment 
together  with  its  roster  of  all  officers  and  members, 
list  of  delegates  and  list  of  non-affiliated  physicians 
of  the  county  to  the  Secretary  of  this  Association  as 
of  the  first  day  of  January  in  each  year. 

Proposed  Section  1:  The  annual  dues  for  member- 
ship in  this  Association  shall  be  as  follows:  (1) 
Active  Members  $80,  except  Active  Members  who 
devote  all  of  their  time  to  teaching  or  research  and 
have  no  private  practice,  $55;  (2)  Emeritus  Members, 
no  dues;  (3)  Associate  Members,  $10;  (4)  Inactive 
Members,  no  dues.  (5)  Service  Members,  no  dues  (6) 
Honorary  Members,  no  dues;  (7)  Special  Members, 
no  dues.  Dues  fixed  by  these  Bylaws  shall  con- 
stitute asse.ssments  against  the  component  societies. 
The  Secretary  of  each  component  society  shall  for- 
ward its  as.sessment  together  with  its  roster  of  all 
officers  and  members,  list  of  delegates,  and  list  of 
non-affiliated  physicians  of  the  county  to  the  Secre- 
tary of  this  A.ssociation  as  of  the  first  day  of  Jan- 
uary in  each  year. 

Section  2:  No  change. 

Section  3:  No  change. 

RECOMMENDATION 

It  is  recommended  that  Chapter  XIII  be  amended 
to  permit  voting  on  amendments  to  the  Bylaws  pro- 
posed by  a reference  committee. 

CHAPTER  XIII,  Amendments 

Present  Chapter  XIII:  These  Bylaws  may  be 

amended  at  any  session  of  the  House  of  Delegates 
by  a two-thirds  vote  of  all  the  delegates  present  at 
that  session,  after  the  amendment  has  laid  on  the 
table  for  one  day. 

Proposed  Chapter  XIH:  These  Bylaws  may  be 


amended  at  any  session  of  the  House  of  Delegates  by 
a two-thirds  vote  of  all  the  delegates  present  at  that 
session,  after  the  amendment  has  laid  on  the  table 
for  one  day.  Provided,  however,  that  an  amendment 
may  be  proposed  in  the  report  of  a reference  com- 
mittee and  considered  by  the  House  without  having 
laid  on  the  table  for  one  day. 

W.  Bruce  Hamilton,  M.D.,  Chairman 

This  report  was  reviewed  by  the  Board  of  Trustees 
on  August  15,  1968. 

BOARD  ACTION:  The  Board  recommends  the 
following  changes  in  this  report: 

( 1 ) That  in  proposed  Article  V,  Section  1 (page 
2 of  report)  the  first  letters  of  “alternate”  and 
“trustee”  be  capitalized. 

(2)  That  in  proposed  Chapter  I,  Section  2 (page 
4 of  report)  student  membership  not  be  abolished 
and  that  “Service”  Memberships  be  added. 

(3)  That  paragraph  2 (e)  of  Chapter  I not  be  de- 
leted and  that  proposed  paragraph  2 (e)  be  adopted 
as  paragraph  2 (f),  subsequent  paragraphs  being 
renumbered  accordingly. 

(4)  That  the  sixth  sentence  of  proposed  Chapter 
IV,  Section  1 (page  7 of  report)  be  amended  by 
adding,  after  the  words  “insofar  as  possible”  the 
following:  “provided,  however,  that  nothing  con- 
tained herein  shall  preclude  an  Alternate  Trustee 
from  serving  two  full  terms  as  a Trustee.” 

(5)  That  proposed  Chapter  VI,  Section  7 (page 
12  of  report)  be  amended  by  adding,  after  the  word 
“expires”,  the  following:  “and  in  the  absence  of  the 
Trustee  the  Alternate  Trustee  shall  vote  in  his  place 
and  stead.” 

(6)  That  proposed  Chapter  IX,  Section  1 (page  13 
of  report)  continue  to  include  Student  Members  at 
$1  and  simply  add  “Service  Members,  No  dues” 
as  (6),  renumbering  subsequent  classifications  ac- 
cordingly. 


Recommendations,  Reference  Committee  No.  6 

The  Chairman  of  the  Committee  to  Study  the  Con- 
stitution and  Bylaws  pointed  out  that  on  page  13, 
Chapter  IX,  Assessments  and  Expenditures,  under 
Proposed  Section  1,  line  4 “Inactive  Members,  no 
dues”;  this  was  an  inadvertent  error  and  should  read 
“Inactive  Members,  $10  dues.” 

Also,  that  under  Chapter  I,  Present  Section  4 he 
changed  to  Proposed  Section  4:  “No  person  who  is 
finally  convicted  of  a felony  subsequent  to  September 
26.  1968,  shall  be  eligible  for  membership  in  this 
Association  unless  and  until,  upon  proper  application 
to  the  Judicial  Council,  it  is  determined  that  he  is 
morally  and  ethically  qualified.  Except  as  provided  in 
Chapter  VII,  Section  4 of  these  Bylaws,  no  person 
who  is  under  sentence  of  suspension  or  expulsion 
from  any  component  society  of  this  Association  shall 
be  entitled  to  any  of  the  rights  or  benefits  of  member- 
ship of  this  Association.” 

The  committee  accepted  these  changes  and  moves 
the  adoption  of  the  report  as  corrected  including  the 
recommendations  of  the  Board  of  Trustees  on  August 
15,  1968,  to  wit: 

BOARD  ACTION:  The  Board  recommends  the 
following  changes  in  this  report: 

( 1 ) That  in  proposed  Article  V,  Section  1 (page  2 
of  report)  the  first  letters  of  “alternate”  and 
“trustee”  be  capitalized. 

(2)  That  in  proposed  Chapter  I,  Section  2 (page 
4 of  report)  student  membership  not  be  abolished 
and  that  “Service”  Memberships  be  added. 

(3)  That  paragraph  2 (e)  of  Chapter  I not  be 
deleted  and  that  proposed  paragraph  2 (e)  be 
adopted  as  paragraph  2 (f),  subsequent  paragraphs 
being  renumbered  accordingly. 
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(4)  That  the  sixth  sentence  of  proposed  Chapter 
IV,  Section  1 (page  7 of  report)  be  amended  by 
adding,  after  the  words  “insofar  as  possible”  the 
following;  “provided,  however,  that  nothing  con- 
tained herein  shall  preclude  an  Alternate  Trustee 
from  serving  two  full  terms  as  a Trustee.” 

(5)  That  proposed  Chapter  VI,  Section  7 (page 

12  of  report)  be  amended  by  adding,  after  the 
word  “expires”,  the  following:  “and  in  the  ab- 
sence of  the  Trustee  the  Alternate  Trustee  shall 
vote  in  his  place  and  stead.” 

(6)  That  proposed  Chapter  IX,  Section  1 (page 

13  of  report)  continue  to  include  Student  Mem- 
bers at  $1  and  simply  add  “Service  Members,  No 
dues”  as  (6),  renumbering  subsequent  classifica- 
tions accordingly. 

Mr.  Speaker,  I move  the  adoption  of  this  section 
of  the  report. 

(Seconded.) 

In  the  discussion  of  this  report,  the  following 
motion  to  amend  the  report  was  made:  that  the 
proposed  Article  VIII  of  the  Constitution  as  presented 
in  the  Report  of  the  Committee  to  Study  the  Con- 
stitution and  Bylaws  be  approved  and  that  the  present 
Article  VIII  be  retained. 

This  motion  was  seconded  and  after  discussion 
passed. 

The  original  motion  as  amended  carried. 

Report  of  the  Interim  Meeting 
Program  Committee 

The  Interim  Meeting  Program  Committee  met  No- 
vember 15,  1967,  at  the  White  House  Inn,  Covington, 
to  plan  the  1968  session  to  be  held  at  that  location. 

The  committee  members  inspected  the  facilities 
available  at  the  White  House  Inn  and  expressed  satis- 
faction with  arrangements  that  could  be  made.  A re- 
view was  made  of  the  1967  meeting  before  consider- 
ing the  plans  for  the  1968  session. 

After  determining  that  the  format  of  the  program 
would  be  similar  to  that  of  the  previous  year,  plans 
for  the  promotion  of  attendance  were  discussed  and 
agreed  upon  with  the  Woman’s  Auxiliary  lending  ap- 
propriate support.  Details  of  the  three  sessions  then 
planned  were  the  opening  dinner  meeting,  the  morn- 
ing general  session,  and  the  closing  luncheon  session. 
Coordination  of  related  meetings  held  in  conjunction 
with  the  Interim  Meeting  was  authorized. 

“The  Era  of  Partnership”  was  the  theme  decided 
upon  following  which  speakers  and  alternate  speakers 
were  chosen. 

Your  committee  wishes  to  express  appreciation  to 
the  Woman’s  Auxiliary  and  the  Campbell-Kenton 
and  Boone  County  Medical  Societies  for  their  co- 
operative efforts  in  helping  make  this  program  a 
success. 

George  F.  Brockman,  M.D.,  Chairman 

Recommendations,  Reference  Committee  No.  6 

Reference  Committee  No.  6 reviewed  the  report 
of  the  Interim  Meeting  Program  Committee  and  com- 
mends KMA  for  its  excellent  meeting  at  Covington. 

Mr.  Speaker,  I move  the  adoption  of  this  section 
of  the  report. 

(Seconded  and  carried.) 

Report  of  the  McDowell  House 
Board  of  Managers 

Your  committee  reports  that  the  McDowell  House, 
Apothecary  Shop  and  the  garden  are  in  the  best 
condition  ever  in  the  history  of  the  restoration  of  this 
house. 

Improvements  and  repairs  are  constantly  required. 


but  have  been  in  minor  degree  in  the  past  year.  This 
has  included  some  painting,  repairs  of  plumbing  and 
carpentry  work. 

More  than  3,000  visitors,  usually  from  distant 
areas,  have  visited  the  house  during  the  year.  Profes- 
sor John  Stall  worthy  of  Oxford  University  was  en- 
thusiastic of  the  splendid  restoration  and  considered 
this  house  one  of  the  most  important  shrines  in  the 
entire  world. 

An  exhibit  relating  to  the  McDowell  House  and 
Ephraim  McDowell  was  presented  by  request  to  the 
American  College  of  Surgeons  in  Chicago. 

An  up-to-date  insurance  appraisal  is  to  be  made 
this  fall.  It  is  hoped  that  80  percent  of  the  value  may 
be  insured,  if  possible.  Photographs  of  the  details  of 
the  house  are  to  be  made  for  a permanent  record  of 
the  house.  Increase  in  insurance  in  certain  areas  is 
undoubtedly  necessary. 

The  floor  structure  of  the  house  will  have  evalua- 
tion this  fall,  as  suggested  by  the  Department  of  the 
Interior. 

During  the  year,  3,000  invitations  to  contribute 
to  the  maintenance  of  the  McDowell  House  have 
been  mailed  to  physicians  in  distant  areas  of  the 
United  States. 

Your  committee  has  met  in  the  house  in  Danville 
on  three  occasions  during  the  year  with  90  to  100 
percent  attendance.  The  symbol  of  this  house  and  the 
status  of  its  restoration  continue  as  a source  of  pride 
for  the  members  of  the  Kentucky  Medical  Associa- 
tion, and  revere  the  memory  of  its  pioneer  surgeon. 

Laman  A.  Gray,  M.D.,  Chairman 

Recommendations,  Reference  Committee  No.  6 

Reference  Committee  No.  6 reviewed  the  report 
of  the  McDowell  House  Board  of  Managers  and  en- 
courages the  continued  support  of  this  worthy  pro- 
gram. 

Mr.  Speaker,  I move  the  adoption  of  this  section 
of  the  report. 

(Motion  seconded;  carried.) 

Report  of  the  Memorials 
Commission 

The  Memorials  Commission  met  once  during  the 
past  year,  on  24  April,  1968,  at  the  Kentucky  Medical 
Association  Headquarters. 

We  take  pleasure  in  acknowledging  the  “transfer” 
from  the  Rural  Kentucky  Medical  Scholarship  Fund 
the  gifts  from  Mrs.  Frank  J.  Snider  of  Elizabethtown, 
Kentucky.  These  are  a diploma  in  medicine  from  the 
University  of  Louisville,  and  a certificate  of  attend- 
ance at  the  Louisville  Dispensary,  both  for  the  year 
1868,  and  a copy  of  a paper  by  Garrett  D.  Smock, 
M.D.,  Mrs.  Snider’s  father. 

Concerning  the  matter  of  an  oil  portrait  of  our 
first  president,  William  L.  Sutton,  M.D.,  of  George- 
town, we  have  only  to  report  that  Mrs.  Woodford 
B.  Troutman  has  indicated  that  she  would  be  pleased 
to  paint  a portrait  if  we  could  supply  a few  photo- 
graphs of  Doctor  Sutton.  With  the  aid  of  J.  C.  Can- 
trill,  M.D.  of  Georgetown,  we  have  been  able  to 
locate  only  photographs  of  the  original  oil  portrait 
of  Doctor  Sutton.  Copying  from  a portrait  is  not 
done  by  artists.  We  shall  continue  to  seek  an  original 
photograph  of  our  first  president  of  KMA. 

James  M.  Stevenson,  M.D.  of  Brooksville,  a mem- 
ber of  our  Commission,  has  placed  a small  desk  in 
the  President’s  Office  to  provide  a place  for  a Guest 
Register. 

An  exhibit  of  some  of  our  museum  pieces  in  con- 
junction with  photographs  of  other  pieces  of  con- 
temporary medical  equipment  will  be  prepared  by  the 
Commission  for  the  forthcoming  KMA  meeting. 

A list  is  being  prepared  of  the  known  Transactions 
of  the  KMA  that  were  published.  This  list  will  be 
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published  and  also  circulated  at  the  forthcoming 
meeting  in  an  effort  to  obtain  copies  of  the  Trans- 
actions that  will  make  our  collection  complete. 

The  Memorials  Commission  was  requested  by  the 
Board  of  Trustees  to  implement  the  dedication  of  the 
present  Headquarters  Building  in  honor  of  the  late 
Joseph  P.  Sanford.  Executive  Secretary.  At  the  sug- 
gestion of  J.  Duffy  Hancock,  M.D.,  the  following 
citation  was  agreed  upon  to  be  inscribed  on  a plaque: 

The  Joseph  P.  Sanford  Memorial  Building 

“He  dedicated  his  life  and  energies  toward 
the  betterment  of  Kentucky  medicine” 

Joseph  P.  Sanford 
KMA  Executive  Secretary 
1951  - 1968 

This  plaque  will  be  unveiled  at  a simple  ceremony 
at  the  President’s  Luncheon  on  Wednesday,  25  Sep- 
tember, 1968,  during  the  KMA  Annual  Meeting.  It 
is  suggested  that  Mrs.  J.  P.  Sanford  be  at  the  Presi- 
dent’s table  and  that  Doctor  Brockman  make  the 
appropriate  remarks  for  the  unveiling. 

Eugene  H.  Conner,  M.D.,  Chairman 


Recommendations,  Reference  Committee  No.  6 

Reference  Committee  No.  6 reviewed  this  report 
of  the  Memorials  Commission  and  heartily  endorses 
the  citation  concerning  our  late  Executive  Secretary, 
J.  P.  Sanford. 

Mr.  Speaker,  I move  the  adoption  of  this  section 
of  the  report. 

(Seconded;  carried.) 

(The  following  was  split  from  the  Report  of  the 
Chairman,  Board  of  Trustees,  the  main  portion  of  the 
Report  having  been  referred  to  Reference  Committee 
No.  1.) 

The  1967  House  of  Delegates  rejected  a proposal 
submitted  by  the  Board  last  year  concerning  the 
redistricting  of  KMA  Trustee  Districts  and  mandated 
that  more  study  be  given  to  this  matter.  After  re- 
considering this  during  the  1967-68  Associational 
year,  the  members  of  the  Board  feel  that  the  problem 
had  perhaps  been  approached  from  the  wrong  angle, 
and  that  the  development  of  multi-county  units  on  a 
voluntary  basis  should  be  considered  prior  to  re- 
districting the  entire  state.  It  was  felt  that  the  en- 
couragement of  the  consolidation  of  sparsely  popu- 
lated counties  into  one  multi-county  society  would  be 
desired.  Following  a full  discussion,  the  Board  recom- 
mends that  Chapter  XII,  Section  5 of  the  Bylaws 
be  amended  as  follows: 

Present  Chapter  XII,  Section  5.  In  sparsely  settled 
sections  two  or  more  component  societies  may  join 
for  scientific  programs,  the  election  of  officers,  and 
such  other  matters  as  they  may  deem  advisable.  The 
component  societies  thus  combined  shall  not  lose 
any  of  their  privileges  or  representation.  The  active 
members  of  each  component  society  shall  annually 
elect  at  least  a Secretary  and  Delegate  for  the  trans- 
action of  its  business  with  the  Association. 

Proposed  Chapter  XII;  Section  5.  Two  or  more 
adjacent  component  societies  may  combine  into  one 
multi-county  component  society  by  adopting  resolu- 
tions to  that  effect  at  special  meetings  called  for 
that  purpose  on  at  least  ten  days’  notice.  Copies  of 
the  resolutions,  certified  as  to  their  adoption  by  the 
Secretary  of  each  society,  .shall  be  forwarded  to  the 
Headquarters  Office.  If  approved  by  the  Board  of 
Trustees,  the  multi-county  society  shall  thereupon  be 
i.ssued  a charter,  the  consolidating  county  societies 
shall  cease  to  exist  and  the  multi-county  society 
shall  become  a component  society  of  this  Association. 

Recommendations,  Reference  Committee  No.  6 

The  committee  heard  from  many  members  and  con- 
sidered all  comments  at  length  on  the  Report  of 


Chairman,  Board  of  Trustees — Page  7,  paragraph  3 
through  page  8 italicized  portion  only. 

The  committee  recommends  that  the  Proposed 
Chapter  XII,  Section  5,  be  presented  to  the  House 
of  Delegates  for  consideration. 

"Proposed  Chapter  XII:  Section  5.  Two  or  more 
adjacent  component  societies  may  combine  into  one 
multicounty  component  society  by  adopting  resolutions 
to  that  effect  at  special  meetings  called  for  that  pur- 
pose on  at  least  ten  days’  notice.  Copies  of  the  reso- 
lutions, certified  as  to  their  adoption  by  the  Secretary 
of  each  society,  shall  be  forwarded  to  the  Head- 
quarters Office.  If  approved  by  the  Board  of  Trustees, 
the  multi-county  society  shall  thereupon  be  issued 
a charter,  the  consolidating  county  societies  shall 
cease  to  exist  and  the  multi-county  society  shall  be- 
come a component  society  of  this  Association." 

It  was  the  final  recommendation  of  the  majority 
of  Reference  Committee  No.  6 that  this  proposed  sec- 
tion be  adopted. 

Mr.  Speaker,  I move  the  adoption  of  this  section 
of  the  report. 

(Seconded.) 

Following  this  action.  Doctor  Greathouse  recog- 
nized a delegate  from  the  floor  who  moved  that  the 
Proposed  Chapter  XII,  Section  5 of  the  Bylaws,  as 
presented  by  the  Reference  Committee  from  the  Re- 
port of  the  Board  of  Trustees,  be  amended  to  read 
as  follows: 

Section  5.  In  sparsely  settled  sections  two  or  more 
component  societies  may  join  for  scientific  programs, 
the  election  of  officers,  and  such  other  matters  as 
they  may  deem  advisable.  The  component  societies 
thus  combined  shall  not  lose  any  of  their  privileges 
or  representation.  The  active  members  of  each  com- 
ponent society  shall  annually  elect  at  least  a Sec- 
retary and  a Delegate  for  the  transaction  of  its  busi- 
ness with  the  Association. 

Two  or  more  adjacent  component  societies  may 
also  combine  into  one  multi-county  component  so- 
ciety by  adopting  reoslutions  to  that  effect  at  special 
meetings  called  for  that  purpose  on  at  least  ten  days’ 
notice.  Copies  of  the  resolutions,  certified  as  to  their 
adoption  by  the  Secretary  of  each  society,  shall  be 
forwarded  to  the  Headquarters  Office.  If  approved 
bv  the  Board  of  Trustees,  the  multi-county  society 
shall  thereupon  be  i.ssued  a charter,  the  consolidating 
county  societies  shall  cease  to  exist  and  the  multi- 
county society  shall  become  a component  society  of 
this  Association.  Provided,  however,  that  the  active 
members  residing  in  each  county  comprising  the  mul- 
ti-county society  .shall  be  entitled  to  elect  a delegate 
or  delegates  to  the  House  of  Delegates,  as  if  each 
such  county  constituted  a component  society  within 
the  meaning  of  Section  12  of  this  Chapter  and  pro- 
vided, further,  that  multi-county  societies  may  elect, 
at  large,  one  alternate  delegate  for  each  delegate  to 
which  it  is  entitled  under  this  section  and  such  alter- 
nate may  serve  in  the  absence  of  the  delegate  for 
whom  he  is  the  designated  alternate. 

The  motion  was  seconded.  Chairman  of  the  Board 
Cawood  was  recognized  and  stated  that  the  Board  of 
Trustees,  at  its  September  25,  1968,  meeting  voted  to 
endorse  the  above  amendment. 

After  discussion,  the  amendment  was  adopted. 

The  original  motion  as  amended  was  then  adopted. 


Resolution  A 

KMA  Board  of  Trustees 

WHEREAS,  the  American  Medical  Association 
and  the  Kentucky  Medical  Association  have  deter- 
mined that  voluntary  professional  association  be- 
tween physicians  for  medicine  and  osteopathy  is 
ethical  (Resolution  B,  KMA  Annual  Meeting,  1961), 
and 

WHEREAS,  many  osteopathic  physicians  have 
been  practicing  in  general  medical  hospitals  for  a 
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number  of  years,  and 

WHEREAS,  many  of  the  osteopathic  physicians 
have  benefitted  from  their  association  with  medical 
doctors  and  have  expressed  a desire  to  develop  a 
closer  professional  relationship  with  medical  societies, 
and 

WHEREAS,  some  of  these  same  osteopaths  have 
withdrawn  their  membership  from  the  American 
Osteopathic  Association  because  of  professional  and 
ethical  considerations,  and 

WHEREAS,  upon  withdrawing  from  their  society 
they  are  left  without  a spokesman,  and 

WHEREAS,  in  its  June  1967  convention  the  AMA 
approved  a resolution  calling  for  the  development 
of  “a  method  whereby  qualifications  of  osteopathic 
physicians  who  are  willing  to  subscribe  to  the  prin- 
ciples of  medical  ethics  of  the  AMA  and  who  ex- 
press the  wish  to  join  a component  (county)  medical 
society  may  be  evaluated  in  order  to  determine  eligi- 
bility for  internship  and  residency  training  in  AMA- 
approved  hospital  programs  without  jeopardizing  the 
hospital’s  accreditation  status,”  (Resolution  3 (A-66) 
introduced  by  the  Ohio  Delegation),  and 

WHEREAS,  osteopaths  are  to  be  considered  on  an 
individual  basis  for  membership  in  component  medi- 
cal societies  and  on  hospital  staffs,  therefore  be  it 
RESOLVED-,  that  all  component  medical  societies 
of  KMA  be  permitted  to  offer  associate  memberships 
to  their  local  osteopathic  physicians  on  this  individual 
basis,  and.  be  it  further 

RESOLVED:  that  Chapter  I,  Section  2 (c)  of  the 
KMA  Bylaws  be  amended  to  include  osteopathic  phy- 
sicians among  those  eligible  for  associate  member- 
ship. and  be  it  further 

RESOLVED:  that  although  associate  members  are 
not  entitled  to  vote  or  hold  office,  they  should  be 
encouraged  to  attend  and  participate  in  the  monthly 
meetings,  scientific  and  educational  programs,  and 
other  Association  activities. 


Resolution  G 

Fayette  County  Medical  Society 

WHERE.AS.  the  Fayette  County  Medical  Society 
is  in  agreement  with  the  principals  of  Resolution  A 
concerning  osteopathic  physicians  introduced  by  the 
KMA  Board  of  Trustees;  and 
WHEREAS,  some  osteopathic  physicians  do  ap- 
pear to  be  qualified;  therefore  be  it 

RESOLVED:  that  the  Bylaws  of  the  Kentucky 
Medical  Association  be  amended  so  as  to  provide  for 
the  inclusion  of  qualified  osteopaths  as  associate 
members  of  component  societies  and  of  the  Kentucky 
Medical  Association,  upon  recommendation  by  a com- 
ponent society;  and  be  it  further 

RESOLVED:  that  these  associate  members  be 
allowed  to  attend  and  participate  in  the  meetings, 
scientific,  and  educational  programs  of  both  the  com- 
ponent societies  and  the  Kentucky  Medical  Associ- 
ation. 


Recommendations,  Reference  Committee  No.  6 

Resolution  A — Osteopathic  Physicians  (Board  of 
Trustees)  and  Resolution  G — Osteopathic  Physicians 
(Fayette  County)  were  studied  together  and  various 
opinions  were  heard  by  the  Reference  Committee.  It 
is  the  recommendation  of  the  Reference  Committee 
No.  6 that  the  resolution  as  explained  in  Resolution 
A — Osteopathic  Physicians  (Board  of  Trustees)  be 
adopted. 

Mr.  Speaker,  I move  the  adoption  of  this  section 
of  the  report. 

(Seconded;  carried.) 

Air.  Speaker,  I move  the  adoption  of  the  Report  of 
Reference  Committee  No.  6 as  a whole  as  amended. 

(Seconded  and  carried.) 

Mr.  Speaker,  I wish  to  take  this  opportunity  to 
express  my  sincere  appreciation  for  the  work  of  the 


other  members  of  this  committee  and  to  Mrs.  Roes- 
sler  for  her  assistance  in  the  preparation  of  this  re- 
port. 

REFERENCE  COMMITTEE  NO.  6 
Robert  L.  McClendon,  M.D.,  Louisville.  Chairman 
John  M.  Baird,  M.D.,  Danville 
Richard  B.  .McElvein,  M.D.,  Lexington 
B.  Presley  Smith,  Jr.,  M.D.,  Hawesville 
Dixie  Snider,  M.D.,  Springfield 


Unfinished  Business 

Doctor  Greathouse  called  upon  Walter  Ca- 
wood,  M.D.,  Chairman  of  the  Board  of  Trus- 
tees, for  the  final  report  of  the  Board,  which 
read  as  follows: 

The  KMA  Bylaws  provide  that  the  Judicial  Coun- 
cil be  composed  of  five  members,  four  of  these 
members  to  be  elected  by  the  House  of  Delegates 
with  terms  staggered  so  that  one  member  will  be 
elected  each  year.  The  KMA  Secretary,  who  is  elected 
by  the  House,  automatically  serves  as  a member  of 
the  Council. 

According  to  the  Bylaws,  Chapter  VII,  Section  1, 
"to  be  eligible  for  membership  on  the  Judicial  Coun- 
cil, a nominee  shall  possess  at  least  one  of  the  follow- 
ing qualifications;  (1)  Have  served  one  term  as  an 
officer,  trustee,  or  as  Delegate  to  the  AMA.  or  (2) 
Have  served  five  years  as  a member  of  the  House  of 
Delegates.” 

The  Bylaws  provide  that  the  Board  of  Trustees 
shall  nominate  at  least  one  candidate  for  each  vacancy 
and  that  additional  nominations  may  be  made  from 
the  floor. 

The  term  of  J.  Duffy  Hancock,  M.D.,  Louisville, 
expires  with  this  meeting.  The  Board  of  Trustees  has 
unanimously  voted  to  nominate  Doctor  Hancock  to 
succeed  himself  for  a four  year  term. 

Doctor  Cawood  moved  the  adoption  of  this  report. 

Motion  was  seconded  and  carried. 


Election  of  Officers 


The  Speaker  asked  for  the  Report  of  the 
Nominating  Committee  from  its  Chairman,  W. 
Faxon  Payne,  M.D.,  Hopkinsville.  Doctor 
Payne  read  the  following  list  of  nominations 
for  the  positions  as  noted: 


President-Elect 
(Eastern) 
Vice  President 
(Central) 
Speaker  of  the 
House 

Vice  Speaker  of 
the  House 
AM.A  Delegate 

AMA  .Mternate 
Delegate 


Walter  L.  Cawood,  M.D., 
Ashland 

Edwin  P.  Solomon,  M.D., 
Louisville 

Richard  F.  Greathouse,  M.D., 
Louisville 

Carl  Cooper,  Jr.,  M.D., 
Bedford 

J.  Thomas  Giannini,  M.D., 
Louisville 

Charles  G.  Bryant.  M.D., 
Louisville 


After  each  nomination  was  presented,  the 
Speaker  called  for  nominations  from  the  floor. 
As  no  nominations  were  received,  it  w'as 
moved  and  seconded  that  the  nominees  be 
elected. 


Motion  carried. 
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Doctor  Cawood,  the  President-Elect,  was 
escorted  to  the  podium  and  received  a stand- 
ing ovation. 

The  following  nominations  for  the  office  of 
trustee  were  also  submitted  by  Doctor  Payne: 


First  District 
Third  District 
Fourth  District 
Twelfth  District 
Fourteenth  District 


C.  C.  Lowry,  M.D., 

Murray 

Thornton  E.  Bryan,  Jr.,  M.D., 
Cadiz 

W.  Bruce  Hamilton,  M.D., 
Shepherdsville 

Robert  N.  McLeod,  Jr.,  M.D., 
Somerset 

Ballard  W.  Cassady,  M.D., 
Pikeville 


Fourteenth  District  James  Holbrook,  M.D., 

Prestonsburg 

Fifteenth  District  Harold  Bushey,  M.D., 

Barbourville 


Nominations  for  Kentucky 
Physicians  Mutual,  Inc.,  Board  of 
Directors 

The  following  list  of  nominees  for  the 
Board  of  Directors,  Kentucky  Physicians  Mu- 
tual, Inc.,  was  submitted  and  received  for  in- 
formation. 


Doctor  Payne  stated  that  because  of  the  ele- 
vation of  the  Trustee  from  the  Thirteenth  Dis- 
trict to  the  office  of  President-Elect,  the  fol- 
lowing nomination  was  offered  to  fill  this  un- 
expired term; 

Thirteenth  District  Paul  E.  Holbrook.  M.D., 

Ashland 

The  same  procedure  followed  in  the  election 
of  the  general  officers  was  followed  in  the  elec- 
tion of  the  trustees.  There  were  no  nomina- 
tions from  the  floor,  and  the  above-named 
nominees  were  elected. 

Doctor  Payne  proceeded  with  his  report, 
stating  that  the  amendment  to  the  Constitution 
authorizing  an  Alternate  Trustee  for  each  of 
the  1 5 districts  had  been  approved  by  the 
House  and  that  he  would  now  present  these 
1 5 nominations.  Doctor  Payne  read  the  entire 
list  of  nominees  for  Alternate  Trustees  after 
which  a motion  was  made  and  seconded  that 
these  nominees  be  elected. 

Motion  carried. 

This  list  follows: 


First  District 
Second  District 
Third  District 
Fourth  District 
Fifth  District 
Sixth  District 
Seventh  District 
Eighth  District 
Ninth  District 
Tenth  District 
Eleventh  District 
Twelfth  District 
Thirteenth  District 


Carroll  Traylor,  M.D., 
Calvert  City 

Kenneth  Eblen,  M.D., 
Henderson 

Fred  Scott,  M.D., 
Madisonville 

Emmett  Wood,  M.D., 
Bardstown 

W.  Eielding  Rubel,  M.D., 
Louisville 

James  O.  Willoughby,  M.D.. 
Bowling  Green 

Thomas  P.  Leonard,  M.D., 
Frankfort 

Donald  K.  Dudderar,  M.D., 
Newport 

James  Ferrell,  M.D., 

Paris 

Irving  F.  Kanner,  M.D., 
Lexington 

Hugh  Mahaffey,  M.D., 
Richmond 

Paul  Sides,  M.D., 

Lancaster 

A.  B.  Richards,  M.D.. 

Louisa 


Everett  H.  Baker,  M.D.,  Louisville 
William  H.  Cartmell,  M.D.,  Maysville 
Delmas  M.  Clardy,  M.D.,  Hopkinsville 
Hubert  C.  Jones,  M.D.,  Berea 
Ralph  D.  Lynn,  M.D.,  Elkton 
J.  Vernon  Pace,  M.D.,  Paducah 
John  T.  Walsh,  M.D.,  LaGrange 
Charles  Bisig,  M.D.,  Louisville 
Guy  Cunningham,  M.D.,  Ashland 
Walter  Cawood,  M.D.,  Ashland 
Hoyt  D.  Gardner,  M.D.,  Louisville 
Howard  B.  McWhorter,  M.D.,  Ashland 
Fred  C.  Rainey,  M.D.,  Elizabethtown 
Keith  P.  Smith,  M.D.,  Corbin 
David  B.  Stevens,  M.D.,  Lexington 


Election  of  1968  Nominating 
Committee 

Elected  to  serve  as  the  Nominating  Com- 
mittee for  the  1969  Annual  Meeting  were  the 
following  physicians: 

David  A.  Hull,  M.D.,  Lexington 
Joseph  R.  Miller,  M.D.,  Benton 
Fred  C.  Rainey,  M.D.,  Elizabethtown 
William  P.  VonderHaar,  M.D.,  Louisville 
J.  Sankey  Williams,  M.D.,  Nicholasville 

Henry  B.  Asman,  M.D.,  Louisville,  was  in- 
stalled as  President,  the  oath  of  office  being 
administered  by  the  Chairman  of  the  Board  of 
Trustees,  Walter  L.  Cawood,  M.D.  President 
Asman  then  presented  the  Past  President’s 
Plaque  to  the  retiring  president,  George  F. 
Brockman,  M.D.,  thanking  him  on  behalf 
of  the  members  of  KMA  for  his  loyal  and 
dedicated  service  to  the  Association  as  its 
president. 

Doctor  Brockman  invited  all  members  and 
guests  to  a reception  in  his  suite  immediately 
following  adjournment  of  the  House. 

Doctor  Scheen  announced  that  the  Board  of 
Trustees  would  meet  at  12:30  p.m.  on  Thurs- 
day and  specially  urged  the  newly  elected  of- 
ficers and  trustees  to  be  present. 

The  Speaker  of  the  House  adjourned  the 
second  session  of  the  1968  House  of  Delegates 
at  10:40  p.m. 
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Dilantin 

(diphenylhydantoin) 

PARKE-DAVIS 


In  untold  thousands  of 
epileptic  patients... 
Dilantin  has  been,  and 
continues  to  he,  the 
bedrock  of  therapy. 


DILANTIN  is  useful  in  the  treatment  of  grand  mal 
epilepsy  and  certain  other  convulsive  states.  Its 
use  >vill  prevent  or  greatly  reduce  the  incidence 
and  severity  of  convulsive  seizures  in  a substan- 
tia! percentage  of  epileptic  patients,  without  the 
hypnotic  and  narcotizing  effects  of  many  anti- 
convulsant drugs. 

PRECAUTIONS:  Periodic  examination  of  the  blood 
is  advisable.  Nystagmus  in  combination  with  diplo- 
pia and  ataxia  indicates  dosage  should  be  re- 
duced. The  possibility  of  toxic  effects  during 
pregnancy  has  not  been  explored.  ADVERSE 
REACTIONS:  Allergic  phenomena  such  as  poly- 
arthropathy, fever,  skin  eruptions,  and  acute  gen- 
eralized morbilliform  eruptions  with  or  without 
fever.  Rarely,  dermatitis  goes  on  to  exfoliation  with 
hepatitis,  and  further  dosage  is  contraindicated. 

Gingival  hypertrophy,  hirsutism,  and  excessive 
motor  activity  are  occasionally  encountered.  Dur- 
ing initial  treatment,  side  effects  may  include  gas- 
tric distress,  nausea,  weight  loss,  nervousness, 
sleeplessness,  feeling  of  unsteadiness.  Macrocy- 
tosis,  megaloblastic  anemia,  leukopenia,  granulo- 
cytopenia, thrombocytopenia,  pancytopenia, 
agranulocytosis,  and  aplastic  anemia  have  been 
reported.  Nystagmus,  lymphadenopathy,  lupus 
erythematosus,  erythema  multiforme  (Stevens- 
Johnson  syndrome),  and  a syndrome  resembling 
infectious  mononucleosis  with  jaundice  have  occurred. 
DILANTIN  is  supplied  in  several  forms  including 
Kapseals®  containing  0.1  Gm.  and  0.03  Gm. 
diphenylhydantoin  sodium. 

Parke,  Davis  & Company,  Detroit,  Michigan  48232  | 

The  color  combinations  of  the  banded  capsules  are 
Parke-Davis  trademarks.  The  orange-banded  white  capsule 
identifies  Parke-Davis  0.1  Gm.  diphenylhydantoin  sodium; 
the  pink-banded  white  capsule  0.03  Gm.  diphenylhydantoin  sodium. 


PARKE-DAVIS 


Description:  Each  Pulvule®  contains — 

Special  Liver-Stomach  Concentrate,  Lilly 

(containing  Intrinsic  Factor) 150  mg. 

Cobalamin  Concentrate,  N.F.,  equivalent  to  Cobalamin  7.5  meg. 

(The  total  vitamin  Bu  activity  in  the  Special  Liver-Stomach 
Concentrate,  Lilly,  and  the  Cobalamin  Concentrate,  N.F.,  is 


' 15  micrograms.) 

■ Iron,  Elemental  (as  Ferrous  Fumarate) 110  mg. 

' Ascorbic  Acid  (Vitamin  C) 75  mg. 

Folic  Acid 1 mg. 


Indications:  Trinsicon®  (hematinic  concentrate  with  intrinsic  fac- 
^ tor,  Lilly)  is  a multifactor  preparation  effective  in  the  treatment 
.■_  of  anemias  that  respond  to  oral  hematinics,  including  pernicious 
anemia  and  other  megaloblastic  anemias  and  also  iron-deficiency 
anemia. 

\ 


Contraindications:  Hemochromatosis  and  hemosiderosis.  cl 

Precautions:  Anemia  is  a manifestation  that  requires  appropriati 
investigation  to  determine  its  cause  or  causes. 

In  pernicious  anemia,  the  use  of  folic  acid  without  adequati'p, 
vitamin  B12  therapy  may  result  in  hematologic  remission  but  neu  p; 
rological  progression.  Adequate  doses  of  vitamin  B12  (parenteral  ir 
or  oral  with  potent  intrinsic  factor  as  in  Trinsicon®  [hematinic: 
concentrate  with  intrinsic  factor,  Lilly])  usually  prevent,  halt,  o fc 
improve  the  neurological  changes.  0 

As  with  all  preparations  containing  intrinsic  factor,  resistance  j 
may  develop  in  some  cases  of  pernicious  anemia  to  the  potentia 
tion  of  absorption  of  physiological  doses  of  vitamin  B i.  If  resist  ° 
ance  occurs,  parenteral  therapy,  or  oral  therapy  with  so-callec  * 
massive  doses  of  vitamin  B12,  may  be  necessary.  No  single  regi  ^ 
men  fits  all  cases,  and  the  status  of  the  patient  observed  ir  \ 
follow-up  is  the  final  criterion  for  adequacy  of  therapy.  Periodic 


You  can  treat  combined 
deficiencies  with 

Trinsicon 

— the  multifactor  hematinic 


Vitamin  B12  plus  intrinsic  factor  (15  meg. 
Bi2  activity) — helps  provide  adequate 
levels  of  this  important  vitamin. 

Folic  acid  (1  mg.) — treats  nutritional 
macrocytic  anemias  and/or  malabsorp- 
tion syndromes. 

Ascorbic  acid  (75  mg.) — augments  the 
conversion  of  folic  acid  to  its  active  form 
and  helps  iron  absorption. 

Iron  (110  mg.) — treats  hypochromic 
anemia. 


I clinical  and  laboratory  studies  are  considered  essential  and  are 
recommended. 

‘ Adverse  Reactions:  In  rare  instances,  iron  in  therapeutic  doses 
sf  produces  gastro-intestinal  reactions,  such  as  diarrhea  or  consti- 
a pation.  Reducing  the  dose  and  administering  it  with  meals  will 
^ minimize  these  effects. 

c|  In  extremely  rare  instances,  skin  rash  suggesting  allergy  has 
1 followed  oral  administration  of  liver-stomach  material.  Instances 
|j  of  apparent  allergic  sensitization  have  also  been  reported  after 
S|  oral  administration  of  folic  acid. 

Dosage:  One  Pulvule  twice  a day.  (Two  Pulvules  daily  produce  a 
J standard  response  in  the  average  uncomplicated  case  of  perni- 
j cious  anemia.) 

fl  How  Supplied:  Pulvules  Trinsicon®  (hematinic  concentrate  with 
[I  intrinsic  factor,  Lilly),  in  bottles  of  60  and  500. 

! 


Additional  information 
available  to  physicians 
upon  request. 
Eli  Lilly  and  Company, 
Indianapolis,  Indiana  46206. 
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The  low  back  pain  that  is  most  frequently  seen  in  general  practice 
is  mechanical  in  nature,  i.e.,  postural  back  pain,  joint  dysfunction  and 
acute  back  strain/'^  For  this  type  of  discomfort,  a conservative  regimen 
is  usually  sufficient  to  relieve  aches  and  pains,  and  to  help  keep 
the  patient  functioning.  Components  of  this  basic  program  include: 


Dea  If  the  patient  is  in  the 
pain-spasm-cycle. . .there  is  no  alternative 
or  substitute  for  absolute  bed  rest..."^ 


»»»ethoi;a'rbanrt' 

750  m9 


»fK»inyU<,»n 


0Heat  “A  very  valuable 

method  of  applying 
heat  at  home  is  a prolonged 


hot  bath 


“Boards  should  be  ordered  under 
the  mattress . . . these  boards  act 
by  immobilizing  the  spine. 

Indicated  for  relief  of  skeletal  muscle  spasm.  Contraindicated  in 
hypersensitive  patients.  Side  Effects  ( lightheadedness,  dizziness, 
drowsiness,  nausea)  may  occur  rarely,  but  usually  disappear  on  reduced 
dosage.  Hypersensitivity  reactions  develop  infrequently.  See  product 
literature  for  further  details.  Also  available:  Robaxin®  Tablets 
(methocarbamol,  5CXD  mg.)  Robaxin  Injectable  (methocarbamol,!  Gm./lOcc.) 
References:  (1 ).  Godfrey,  C.M.:  Applied  Therap.  8:950, 1966.  (2).  Gottschalk, 
L.A.:  GP  33:91,  1966.  (3).  Rowe,  M.L.:  J.  Occup.  Med.  2.-219,  1960. 

(4).  Cozen,  L.:  South  Dakota  J.  Med.  18:26,  1965.  (5).  Soto-Hall,  R.: 

Med.  Sc.  14:23,1963.  (6) . Weiss,  M.  and  Weiss,  S.:  J.  Am.  Osteopath.  A. 

62:1 42,  1 962.  (7) . Feuer,  S.G.,  et  aL  New  York  J.  Med.  62:1 985, 1 962. 


ORobaxiif-750 

(methocarbamol,  750  mg.  capsule- 
shaped tablets)  A well-tolerated* 
skeletal  muscle  relaxant,  methocar- 
bamol helps  relieve  spasm 
“...without  interfering  with  normal 
tone  and  movement."^  And  there 
is  little  likelihood  of  sedation.* 


/t  II  n/*tDIKIC  tt.  ROBINS  COMPANY 

RICHMOND,  VIRGINIA  23220 
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HIGHLAND  HOSPITAL 

Asheville,  North  Carolina 

Founded  1 904 

A DIVISION  OF  THE  DEPARTMENT  OF  PSYCHIATRY 
OF  DUKE  UNIVERSITY 

Accredited  by  the  Joint  Commission  on  Accreditation  and  Certified  for  Medicare 

Complete  facilities  for  evaluation  and  intensive  treatment  of  psychiatric  patients,  including 
individual  psychotherapy,  group  therapy,  psychodrama,  electro-convulsive  therapy,  Indoklon 
convulsive  therapy,  drugs,  social  service  work  with  families,  family  therapy,  and  an  extensive 
and  well  organized  activities  program  including  occupational  therapy,  art  therapy,  athletic 
activities  and  games,  recreational  activities  and  outings.  The  treatment  program  of  each 
patient  is  carefuUy  supervised  in  order  that  the  therapeutic  needs  of  each  patient  may  be 
realized. 

High  school  facilities  for  a hmited  number  of  appropriate  patients  are  now  available  on 
grounds.  The  School  Program  is  fully  integrated  into  the  hospital  treatment  program  and 
is  accredited  through  the  Asheville  School  System. 

Complete  modem  facilities  with  85  acres  of  landscaped  and  wooded  grounds  in  the  City 
of  Asheville. 

Brochures  and  information  on  financial  arrangements  available 
Contact;  Mrs.  Elizabeth  Harkins,  ACSW,  Coordinator  of  Admissions 

or 

Charles  W.  Neville,  Jr.,  M.D. 

Assistant  Professor  of  Psychiatry  and  Medical  Director 
Area  Code  704-253-2761 
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1969  Interim  Meeting  To  Be 
March  26-27  in  Lexington 

“The  Challenge  We  Face  in  1969”  will  be  the 
theme  of  the  1969  Interim  Meeting  of  the  Kentucky 
Medical  Association  March  26  and  27  at  the  Conti- 
nental Inn,  Lexington,  according  to  Henry  B.  Asman, 
M.D.,  Louisville,  KMA  president  and  chairman  of 
the  Interim  Meeting  Program  Committee. 

Prominent  guest  speakers  have  been  invited  to  dis- 
cuss the  topics  of  “Comprehensive  Health  Planning” 
and  “Health  Manpower”  at  the  meeting.  The  names 
of  the  speakers  will  be  released  in  the  January  issue 
of  The  Journal,  Doctor  Asman  said. 

An  Orientation  Program  for  new  members  and  a 
meeting  of  the  Woman’s  Auxiliary  to  KMA  are 
planned  in  connection  with  the  Interim  Meeting. 
Reservation  cards  will  be  sent  to  members  with  The 
Communicator  and  Doctor  Asman  urges  all  physi- 
cians to  make  their  reservations  at  an  early  date. 

Annual  Methodist  Hospital 
Postgraduate  Day  Set 

The  Fourth  Annual  Postgraduate  Day  Symposium 
at  Methodist  Evangelical  Hospital  has  been  sched- 
uled January  15,  at  the  hospital  in  Louisville,  ac- 
cording to  Ralph  M.  Denham,  M.D.,  chairman  of 
the  program  committee. 

“Clinical  Disturbances  in  Electrolyte  and  Acid 
Base  Metabolism”  will  be  the  theme  of  the  sym- 
posium in  which  hospital  staff  members  will  par- 
ticipate. They  include  Edward  J.  Fadell,  M.D., 
William  Anderson,  M.D.,  Sidney  G.  Marcum,  M.D. 
and  Robert  L.  Rainey,  M.D. 

William  C.  Waters,  III,  M.D.,  Atlanta,  Ga.,  guest 
speaker  on  the  program,  will  give  talks  at  both  the 
morning  and  afternoon  sessions.  Doctor  Waters 
is  an  associate  professor  of  medicine  at  Emory 
University  School  of  Medicine  and  a member  of  the 
Emory  University  Clinic  staff. 

KEMPAC  Elects  Officers  At 
Annual  Board  Meeting 

John  C.  Quertermous,  M.D.,  Murray,  was  re- 
elected chairman  of  the  KEMPAC  Board  at  its  an- 
nual meeting  held  in  conjunction  with  the  KMA 
Legislative  Committee  meeting  November  7 in  Louis- 
ville. 

Other  officers  re-elected  include  C.  Kenneth  Peters, 
M.D.,  Jeffersontown,  secretary-treasurer;  and  Fred 


C.  Rainey,  M.D.,  Elizabethtown,  executive  commit- 
tee member.  New  Board  members  are  Mrs.  Hoyt  D. 
Gardner,  Louisville;  Mrs.  C.  C.  Lowry,  Murray; 
and  Mrs.  David  B.  Stevens,  Lexington. 

Doctor  Quertermous  reported  at  the  meeting  that 
KEMPAC  had  reached  its  membership  goal  of  900 
in  1968  and  that  candidate  support  in  the  recent 
elections  had  been  very  effective. 

A new  membership  plan  for  1969  was  announced, 
under  which  dues  will  be  $35  for  a family  member- 
ship in  KEMPAC.  This  plan  will  also  entitle 
KEMPAC  members  to  membership  in  AMPAC. 

KMA  Auxiliary  Fall  Conference  Held 
November  14  in  Louisville 

A highlight  of  the  Annual  Fall  Conference  of  the 
Woman’s  Auxiliary  to  KMA  was  a discussion  of 
“Marijuana  and  Drugs”  presented  by  Lt.  Fred 
Romele,  head  of  the  Jefferson  County  Police  De- 
partment’s section  on  vice. 

Mrs.  William  McBeath,  Lexington,  Auxiliary  presi- 
dent, presided  at  the  conference  November  14  at  the 
KMA  Headquarters  Office.  Approximately  50 
Auxiliary  members  attended  the  session. 

Mrs.  McBeath  and  Mrs.  Hoyt  Gardner,  Louisville, 
president-elect,  reported  on  the  Conference  of  Presi- 
dents and  Presidents-Elect  held  in  Chicago  and  the 
Southern  Regional  Workshop  held  in  New  Orleans. 
Topics  discussed  included  AMA-ERF,  Community 
Service,  Health  Careers  and  Safety  Disaster. 

Mrs.  James  Rich,  Lexington,  gave  a review  of  her 
book  “Women  Behind  Men  in  Medicine”  during  the 
luncheon  at  Big  Spring  Country  Club.  A board  meet- 
ing followed  the  luncheon. 

KNA  Holds  62nd  Convention 
Oct.  9-11  in  Louisville 

The  Kentucky  Nurses  Association  held  its  62nd 
Annual  Convention  October  9-11  at  the  Kentucky 
Hotel,  Louisville.  The  theme  of  the  meeting  was 
“Focus  on  Standards.” 

Topics  discussed  during  the  three-day  session  in- 
cluded geriatrics,  burns,  professional  development, 
psychotherapeutic  nursing  and  standards  and  drugs. 
Hoyt  D.  Gardner,  M.D.,  Louisville,  participated  in 
a panel  discussion  on  “Survival  of  Standards”  on 
October  10. 

Miss  Ruth  Spurrier,  Frankfort,  director  of  public 
health  nurses  for  the  state  of  Kentucky,  was  named 
KNA  president  during  the  meeting.  Mrs.  Effie  Kemp, 
Murray,  was  elected  vice  president.  Miss  Lillian 
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icklette,  Louisville,  was  named  to  a fourth  term 
treasurer. 

diss  Spurrier  succeeds  Mrs.  Marjorie  B.  Glaser, 
lisville,  who  presided  at  the  convention. 


Thirteen  Physicians  Join 
Kentucky  Medical  Assoc. 

'hirteen  physicians  recently  joined  the  Kentucky 
dical  Association,  according  to  the  records  of  the 
nbership  department  as  of  November  15. 

Jew  members  in  Lexington  are  George  L.  Foster, 
D.,  J.  William  Hollingsworth,  M.D.,  William  R. 
rritt.  Jr.,  M.D.,  John  W.  Yarbro,  M.D.  and 
Dhen  J.  Zwirek,  M.D. 

n Louisville  the  new  members  are  Lxiretta  T. 
/is,  M.D.,  James  A.  Payne,  M.D.,  John  F. 
lOnds,  M.D.,  John  G.  Stober,  M.D.,  and  Donald 
Wright,  M.D. 

)ther  new  members  include  Robert  K.  Johnson. 
3.,  Covington,  Jack  D.  Bland,  M.D.  and  Augustin 
ra,  M.D.,  Henderson. 

Radiologists  Choose  Officers 

Valter  L.  Cawood,  M.D.,  Ashland,  KMA  presi- 
t-elect, was  also  named  president-elect  of  the 
itucky  Chapter,  American  College  of  Radiology. 
ii  September  meeting  in  connection  with  the  KMA 
lual  Meeting.  Charles  K.  Mahaffey,  M.D.,  Dan- 
2,  will  take  office  as  president  in  January.  Other 
cers  will  include  Joan  Hale,  M.D.,  Louisville, 
retary-treasurer,  Frank  A.  Bechtel,  M.D.,  Louis- 
e,  councilor,  and  Robert  D.  Shepard,  M.D.,  Lex- 
ton,  alternate  councilor. 


Orthopaedic  Soc.  Holds  Election 

"he  Kentucky  Orthopaedic  Society,  meeting  in 
nection  with  the  KMA  Annual  Meeting  in  Sep- 
iber,  named  Wayne  W.  Kotcamp,  M.D.,  Louisville, 
sident.  Other  officers  include  Joseph  Stiles,  M.D., 
ensboro,  vice-president,  and  Stanley  Collis,  M.D., 
jisville,  secretary-treasurer. 

Dr.  Isaacs  To  Head  Urologists 

|rhe  Kentucky  Urological  Association  elected 
Irom  Isaacs,  M.D.,  Louisville,  president  during  its 
iitember  meeting  at  the  time  of  the  KMA  Annual 
eting.  Lonnie  Howerton,  M.D.,  Louisville,  was 
:ted  secretary-treasurer. 


Chest  Physicians  Elect  Officers 

V.  Burford  Davis,  M.D.,  Louisville,  was  elected 
I sident  of  the  Kentucky  Chapter,  American  Col- 
|e  of  Chest  Physicians,  during  a September  session 
d in  connection  with  the  KMA  Annual  Meeting. 
ij1  Pichardo,  M.D.,  Glasgow,  was  named  secretary- 
lasurer. 


Medical  Economics  savs; 

mUM  LEilSI.\G'S  vm  IS 

"The  Winning  Way” 

TO  LEASE  A EAR! 

SEE  ARTICLE,  JUNE,  1968  ISSUE, 

BY  CHARLES  WALTER,  MIDWEST  EDITOR 


GENERAL 

LEASING 

is  grateful  for  this  tribute  to  its  "Doctor’s 
Lease  Plan.’’  Thank  you.  Doctors,  for  your 
participation  in  the  plan  which  is  so  formably 
commented  on  by  Editor  Charles  Walter 
in  "Medical  Economies.” 


LEASE 

Any  Make  or  Model 

NEW  1969  CAR 

LEASE 

Medical  or  Surgical 

EQUIPMENT 

★ Leasing  better  than 

^ A plan  for  young  doc- 

buying 

tors 

★ No  capital  investment 

A Medical  and  Surgical 

A Dependable  car  at  all 

equipment 

times 

★ Complete  office  fur- 

A Certain  tax  advan- 

nishings 

tages 

^ Enlarging  facilities 

A Call  us  for  particulars 

^ Call  us  for  full  details 

PHONES:  897-1641-895-2451 

General  Leasing  Corporation 

A DIVISION  OF  KOSTER-SWOPE,  INC. 
3712  FRANKFORT  AVENUE, 
LOUISVILLE,  KY.  40207 
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KMA  Committees  and  Commissions  for  the  1968-69  Associational  Year 


ANNUAL  MEETING  ACTIVITIES 

Scientific  Program  Committee 

Peter  P.  Bosomworth,  M.D.,  Lexington,  Chairman 

Henry  B.  Asman,  M.D.,  Louisville 

Walter  L.  Cawood,  M.D.,  Ashland 

M.  Randolph  Gilliam,  M.D.,  Lexington 

R.  Glenn  Green,  M.D.,  Owensboro 

J.  T.  Ling,  M.D.,  Louisville 

J.  Sankey  Williams,  M.D.,  Nicholasville 

Scientific  Exhibits  Committee 

Thomas  R.  Marshall,  M.D.,  Louisville,  Chairman 
Benjamin  B.  Jackson,  M.D.,  Louisville 
Arnold  C.  Williams,  M.D.,  Lexington 

Awards  Committee 

Richard  F.  Grise,  M.D.,  Bowling  Green,  Chairman 

William  A.  Blodgett,  M.D.,  Louisville 

Frank  L.  Duncan,  M.D.,  Monticello 

C.  Wayne  Franz,  M.D.,  Ashland 

Joseph  Keith,  Jr.,  M.D.,  Lexington 

MEDICAL  EDUCATION  AND  HOSPITALS 

Committee  on  Medical  Education 

Walter  I.  Hume,  Jr.,  M.D.,  Louisville,  Chairman 

Charles  F.  Blankenship,  M.D.,  Frankfort 

Ralph  M.  Denham,  M.D.,  Louisville 

William  S.  Jordan,  Jr.,  M.D.,  Lexington 

Elmer  G.  Prewitt,  M.D.,  Corbin 

Carl  H.  Scott,  M.D.,  Lexington 

Donn  L.  Smith,  M.D.,  Louisville 

Subcommittee  on  Coronary  Care  Units 

Henry  W.  Post,  M.D.,  Louisville,  Chairman 
M.  Cary  Blaydes,  M.D.,  Lexington 
Thomas  Kirby,  M.D.,  Bowling  Green 
Gerard  A.  Weigel,  M.D.,  Somerset 

Hospital  Committee 

James  B.  Holloway,  M.D.,  Lexington,  Chairman 

C.  J.  Brueggemann,  M.D.,  Covington 

Lewis  Dickinson,  M.D.,  Glasgow 

Ellis  A.  Fuller,  M.D.,  Louisville 

W.  Fielding  Rubel,  M.D.,  Louisville 

Warren  E.  Sloan,  M.D.,  Paducah 

Oscar  W.  Thompson,  Jr.,  M.D.,  Pikeville 

Committee  on  Educational  Television 

William  P.  VonderHaar,  M.D.,  Louisville,  Chairman 

Thomas  L.  Heavern,  Jr.,  M.D.,  Highland  Heights 

C.  C.  Lowry,  M.D.,  Murray 

Frank  H.  Moore,  M.D.,  Bowling  Green 

Donn  Smith,  M.D.,  Louisville 

James  B.  Tolliver,  M.D.,  Whitesburg 

Disaster  Medical  Care  Committee 

William  T.  Rumage,  Jr.,  M.D.,  Louisville,  Chairman 

James  C.  Drye,  M.D.,  Louisville 

George  E.  Estill,  M.D.,  Maysville 

Richard  D.  Eloyd,  M.D.,  Lexington 

Don  C.  Haugh,  M.D.,  Mayfield 

Charles  E.  Hornaday,  M.D.,  Owensboro 

Robert  E.  Reichert,  M.D.,  Covington 

Cancer  Coordinating  Committee 

Condict  Moore,  M.D.,  Louisville,  Chairman 
John  Ambach,  M.D.,  Louisville 
C.  Melvin  Bernhard,  M.D.,  Louisville 
Robert  H.  English,  M.D.,  Henderson 
Edward  J.  Fadell,  M.D.,  Louisville 
Coleman  C.  Johnston,  M.D.,  Lexington 
Frank  Pitzer,  M.D.,  Hopkinsville 


Benjamin  F.  Rush,  M.D.,  Lexington 
Benjamin  F.  Roach,  M.D.,  Midway 
Ralph  M.  Scott,  M.D.,  Louisville 
Robert  Tanner,  M.D.,  Ft.  Thomas 
Robert  C.  Tate,  M.D.,  Louisville 

MEDICAL  SERVICES 

Advisory  Committee  to  Blue  Shield 

W.  Vinson  Pierce,  M.D.,  Covington,  Chairman 
Marvin  A.  Bowers,  Jr.,  M.D.,  Louisville 
Charles  J.  Bisig,  M.D.,  Louisville 
Charles  O.  Bruce,  Jr.,  M.D.,  Louisville 
Kenneth  P.  Crawford,  M.D.,  Louisville 
James  A.  Holbrook,  M.D.,  Prestonsburg 
W.  Donald  Janney,  M.D.,  Covington 
Walter  R.  Johnson,  Jr.,  M.D.,  Paducah 
Keith  Linville,  M.D.,  Central  City 
James  T.  McClellan,  M.D.,  Lexington 
Robert  L.  McClendon,  M.D.,  Louisville 
William  K.  Massie,  Jr.,  M.D.,  Lexington 
Harvey  R.  St.  Clair,  M.D.,  Louisville 
David  C.  Shipp,  M.D.,  Louisville 
Edwin  P.  Solomon,  M.D.,  Louisville 
Wallington  B.  Stewart,  M.D.,  Lexington 
William  B.  Stodgill,  M.D.,  Louisville 
Garnett  J.  Sweeney,  M.D.,  Liberty 
John  C.  Weeter,  M.D.,  Louisville 

Advisory  Committee  to  Blue  Cross 

George  W.  Pedigo,  M.D.,  Louisville,  Chairman 

Dwight  L.  Blackburn,  M.D.,  Berea 

Robert  M.  Blake,  M.D.,  Maysville 

Milton  Comer,  M.D.,  Louisville 

James  R.  Dade,  M.D.,  Hopkinsville 

Richard  F.  Grise,  M.D.,  Bowling  Green 

Robert  L.  Davis,  M.D.,  Winchester 

James  B.  Holloway,  M.D.,  Lexington 

James  R.  Schrand,  M.D.,  Florence 

James  M.  Keightley,  M.D.,  Harrodsburg 

Esten  S.  Kimbel,  M.D.,  Frankfort 

C.  C.  Lowry,  M.D.,  Murray 

Howard  B.  McWhorter,  M.D.,  Ashland 

Sam  A.  Overstreet,  M.D.,  Louisville 

John  J.  Sonne,  M.D.,  Bardstown 

Oscar  W.  Thompson,  Jr.,  M.D.,  Pikeville 

Committee  on  Occupational  Health, 

Physical  Medicine,  & Rehabilitation 

John  E.  Eckerle,  M.D.,  Louisville,  Chairman 
Joseph  E.  Kutz,  M.D.,  Louisville 
William  K.  Massie,  Jr.,  M.D.,  Lexington 
Robert  B.  Miller,  M.D.,  Paducah 
Walter  L.  O’Nan,  M.D.,  Henderson 
Robert  E.  Robbins,  M.D.,  Greenville 
Robert  P.  Smith,  M.D.,  Louisville 

Maternal  Mortality  Study  Committee 

Douglas  M.  Haynes,  M.D.,  Louisville,  Chairman 

John  Ambach,  M.D.,  Louisville 

Glenn  W.  Bryant,  M.D.,  Louisville 

Joe  M.  Bush.  M.D.,  Mt.  Sterling 

James  R.  Collins,  M.D.,  Lexington 

Joseph  F.  Daugherty,  M.D.,  Florence 

William  C.  Durham,  M.D.,  Louisville 

Donald  E.  Edger,  M.D.,  Lexington 

Oliver  H.  Fearing,  M.D.,  Ashland 

John  W.  Greene,  Jr.,  M.D.,  Lexington 

Robert  J.  Griffin,  M.D.,  Lexington 

John  D.  Handley,  M.D.,  Hodgenville 

Edwin  H.  Hanekamp,  M.D.,  Owensboro 

Robert  L.  Houston,  Jr.,  M.D.,  Eminence 

Peggy  J.  Howard,  M.D.,  Louisville 

George  C.  McClain,  M.D.,  Benton 
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Clarence  J.  McGruder,  M.D.,  Henderson 
John  A.  Petry,  M.D.,  Fern  Creek 
R.  D.  Pitman,  M.D.,  Williamsburg 
Jere  C.  Robertson,  M.D.,  Hopkinsville 
John  H.  Siehl,  M.D.,  Covington 
James  F.  Williamson,  M.D.,  Ashland 
Walter  M.  Wolfe,  Jr.,  M.D.,  Louisville 

MISCELLANEOUS  ACTIVITIES 

Advisory  Committee  to  Selective  Service 

Glenn  U.  Dorroh,  M.D.,  Lexington,  Chairman 

Sam  A.  Overstreet.  M.D.,  Louisville,  Vice-Chairman 

George  P.  Archer,  M.D.,  Prestonsburg 

Charles  B.  Billington,  M.D.,  Paducah 

Willard  M.  Buttermore,  M.D.,  Corbin 

Sydney  G.  Dyer,  M.D.,  LaCenter 

J.  Duffy  Hancock,  M.D.,  Louisville 

Alvin  Poweleit,  M.D.,  Covington 

Marcus  G.  Randall,  D.D.S.,  Louisville 

L.  S.  Shirrell,  D.V.M.,  Frankfort 

Donn  L.  Smith,  M.D.,  Louisville 

Russell  E.  Teague,  M.D.,  Frankfort 

L.  O.  Toomey,  M.D.,  Bowling  Green 

Miss  Celestia  Uftring,  R.N.,  Louisville 

Tom  F.  Whayne,  M.D.,  ilexington 

Committee  to  Study  the 
Constitution  and  Bylaws 

Robert  L.  McClendon,  M.D.,  Louisville,  Chairman 

Matthew  C.  Darnell,  Jr.,  M.D.,  Lexington 

Edwin  R.  Davis,  M.D.,  Hopkinsville 

Max  P.  Jones,  M.D.,  Pikeville 

Mitchel  B.  IDenham,  M.D.,  Maysville 

Michael  D.  Thomas,  M.D.,  Somerset 

Charles  A.  Webb,  M.D.,  Ashland 

Interim  Meeting  Program  Committee 

Henry  B.  Asman,  M.D.,  Louisville,  Chairman 

Walter  L.  Cawood,  M.D.,  Ashland 

Lee  C.  Hess,  M.D.,  Florence 

David  A.  Hull,  M.D.,  Lexington 

Mrs.  William  McBeath,  Lexington 

Andrew  M.  Moore,  M.D.,  Lexington 

McDowell  House  Board  of  Managers 

Laman  A.  Gray,  M.D.,  Louisville,  Chairman 
Robert  C.  Bateman,  M.D.,  Danville 

B.  B.  Baughman,  M.D.,  Frankfort 
Mr.  Sterling  Coke,  Lexington 
Mr.  James  L.  Cogar,  Harrodsburg 
Mr.  George  Grider,  Danville 

E.  M.  Howard,  M.D.,  Harlan 
Blaine  Lewis,  M.D.,  Louisville 
Richard  H.  Segnitz,  M.D.,  Lexington 
Earl  P.  Sloane,  Ph.D.,  Lexington 
Mr.  Enos  Swaine,  Danville 

Memorials  Commission 

Eugene  H.  Conner,  M.D.,  Louisville,  Chairman 
Condit  B.  Van  Arsdall,  Jr.,  M.D.,  Harrodsburg 
J.  Duffy  Hancock,  M.D.,  Louisville 
Francis  M.  Massie,  M.D.,  L.exington 
James  M.  Stevenson,  M.ID.,  Brooksville 

LEGISLATIVE  ACTIVITIES 

Committee  on  Legislative  Activities 
(State,  National  and  Key  Man  System) 

Hoyt  D.  Gardner,  M.D.,  Louisville,  Chairman,  Na- 
tional Affairs 

Fred  C.  Rainey,  M.D.,  Elizabethtown,  Chairman, 
State  Affairs 

Harold  Barton,  M.D.,  Corbin 

C.  Melvin  Bernhard,  M.D.,  Louisville 
Daryl  P.  Harvey,  M.D.,  Glasgow 
David  A.  Hull,  M.D.,  Lexington 
John  C.  Quertermous,  M.D.,  Murray 


COMMUNICATIONS  AND  PUBLIC  SERVICE 

Committee  on  Communication  and  Health 
Education 

N.  Lewis  Bosworth,  M.D.,  Lexington,  Chairman 
Everett  H.  Baker,  M.D.,  llouisville 

Winston  Burke,  M.D.,  ilexington 
Vernon  Eskridge,  M.D.,  Owensboro 
Robert  C.  Long,  M.D.,  Louisville 

Committee  on  Health  Careers 

Joseph  Hamburg,  M.D.,  Lexington,  Chairman 
Mohammad  Atik,  M.D.,  Louisville 
C.  Wayne  Franz,  M.D.,  Ashland 
Mrs.  Rose  Gardner,  Louisville 
Hal  Houston,  Jr.,  M.D.,  Murray 

Committee  on  Community  and  Rural  Health 

Ralph  D.  Lynn,  M.D.,  Elkton,  Chairman 
John  Baird,  M.D.,  Danville 
Logan  Gragg,  M.D.,  Lexington 
William  K.  Keller,  M.D.,  Louisville 
Stephen  Kelley,  M.D.,  Somerset 
Adam  Miller,  M.D.,  Lexington 
Thomas  S.  Wallace,  Jr.,  M.D.,  Louisville 

Cults  Committee 

David  B.  Stevens,  M.D.,  Lexington,  Chairman 

Charles  B.  Billington,  M.D.,  Paducah 

J.  Campbell  Cantrill,  M.D.,  Georgetown 

Harold  D.  Haller,  M.D.,  Louisville 

Hubert  C.  Jones,  M.D.,  Berea 

Martin  Kaplan,  M.D.,  Louisville 

James  O.  Willoughby,  M.D.,  Bowling  Green 

Senior  Day  Committee 

Hoyt  D.  Gardner,  M.D.,  Louisville,  Chairman 
John  Bishop,  M.D.,  Louisville 
Eugene  H.  Conner,  M.D.,  Louisville 
Max  Ervin,  M.D.,  Louisville 
David  A.  Hull,  M.D.,  Lexington 
Robert  Johnson,  M.D.,  Beaver  Dam 
Jacqueline  Noonan,  M.D.,  Lexington 
Fayette  County  Medical  Society  Senior  Day  Chair- 
man 

Committee  on  School  Health,  Physical 
Education  and  Medical  Aspects  of  Sports 

O.  B.  Murphy,  M.D.,  Lexington,  Chairman 
Guy  C.  Cunningham,  M.D.,  Ashland 
Doane  Fischer,  M.D.,  Harlan 

Vaughn  Lee  Fisher,  Jr.,  M.D.,  Bowling  Green 
Samuel  W.  Gehring,  M.D.,  Flemingsburg 
Richard  F.  Greathouse,  M.D.,  Louisville 
William  B.  Haley,  M.D.,  Paducah 
Robert  A.  Hall,  M.D.,  Paintsville 
Leslie  W.  Langley,  M.D.,  Elizabethtown 
V.  Wayne  Lowe,  M.D.,  Madisonville 
Noble  T.  MacFarlane,  Jr.,  M.D.,  Lexington 
Robert  N.  McLeod,  M.D.,  Somerset 
William  A.  McManus,  M.D.,  Owensboro 
James  F.  Siles,  M.D.,  Covington 

Advisory  Committee  to  Woman’s  Auxiliary 

George  W.  Pedigo,  M.D.,  Louisville,  Chairman 
Gabe  A.  Payne,  Jr.,  M.D.,  Hopkinsville 
Robert  E.  Pennington,  M.D.,  London 

GOVERNMENTAL  MEDICAL  SERVICES 

Coordinating  Commission  on  Governmental 
Medical  Services 

Paul  Parks,  M.D.,  Bowling  Green,  Chairman 
Frank  M.  Gaines,  Jr.,  M.D.,  Louisville 
Walter  I.  Hume,  Jr.,  M.D.,  Louisville 
Carroll  H.  Robie,  M.D.,  Louisville 
Chairman,  Claims  Review  Committee 
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The  relief  received  from  the  first 
Trocinate  400  mg.  tablet  is  so  prompt 
that  the  discomfort  of  diarrhea  ceases 
to  be  a bother.  May  be  repeated  every 
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Technical  Advisory  Committee  on 
Physician  Services  (Title  XIX) 

Carroll  H.  Robie,  Jr.,  M.D.,  Louisville,  Chairman 

Wallas  Bell,  M.D.,  Sturgis 

Thomson  R.  Bryant.  Jr.,  M.D.,  Lexington 

Lawrence  U.  Gilliam,  M.D.,  Corbin 

J.  Sankey  Williams.  M.D.,  Nicholasville 


Advisory  Committee  on  Title  XVIII, 

(Social  Security  Act) 

Paul  J.  Parks,  M.D.,  Bowling  Green,  Chairman 
John  Dickinson,  M.D.,  Glasgow 
W.  A.  Litzenberger,  M.D.,  Elizabethtown 
Robert  T.  Longshore,  M.D.,  Covington 
Edward  N.  Maxwell,  M.D.,  Louisville 

Claims  Review  Committee 

Roy  Moore,  Jr.,  M.D.,  Louisville,  Temporary  Chair- 
man— Surgery 

Robert  S.  Tillett,  M.D.,  Louisville — Internal  Medi- 
cine 

Faull  Trover,  M.D.,  Madisonville — Pediatrics 
Edwin  P.  Solomon,  Jr.,  M.D.,  Louisville — ^Obstetrics 
and/or  Gynecology 

Charles  F.  Wilson,  M.D.,  Pikeville — Opthalmology 
S.  R.  Scheen,  M.D.,  Louisville — Dermatology  and/ 
or  Syphilology 

Harvey  St.  Clair,  M.D.,  Louisville — Psychiatry 
Stuart  Harlowe,  M.D.,  Louisville — Urology 
Otto  H.  Salsbery,  M.D.,  Covington — Orthopedic  Sur- 
gery 

Orson  Smith,  M.D.,  Louisville — Radiology 
Vernon  D.  Pettit,  M.D.,  Paducah — Pathology 
Burford  Davis,  M.D.,  Louisville — Thoracic  Surgery 
M.  A.  Bowers,  M.D.,  Louisville — Anesthesia 
Orville  T.  Evans,  M.D.,  Lexington — Proctology 
William  W.  Hall,  M.D.,  Owensboro — General  Prac- 
tice 

Roy  Martin,  M.D.,  Louisville — Otolaryngology 
Ludwig  Segerberg,  M.D.,  Louisville — Neurology  and/ 
or  Neurosurgery 

Maurice  Kaufman,  M.D.,  Lexington — Allergy 
Andrew  M.  Moore,  M.D.,  Lexington — Plastic  and/or 
Reconstructive  Surgery 

James  Skaggs,  D.D.S.,  Louisville — Oral  Surgery 

Committee  on  Appalachian  and  OEO  Programs 

Frank  M.  Gaines,  Jr.,  M.D.,  Louisville,  Chairman 

James  A.  Baumgarten,  M.D.,  Owensboro 

Jesse  Bell,  M.D.,  Louisville 

Harold  L.  Bushey,  M.D.,  Barbourville 

James  A.  Holbrook,  M.D.,  Prestonsburg 

Garner  E.  Robinson,  M.D.,  Ashland 

Walter  H.  Stepchuck,  M.D.,  Evarts 

Cordell  H.  Williams,  M.D.,  Hazard 

AD  HOC  COMMIHEES 

Ad  Hoc  Committee  on  Comprehensive 
Health  Planning 

George  F.  Brockman,  M.D.,  Greenville,  Chairman 

William  W.  Hall,  M.D.,  Owensboro 

Rex  E.  Hayes,  M.D.,  Glasgow 

LeRoy  C.  Hess,  M.D.,  Florence 

Andrew  M.  Moore,  M.D.,  Lexington 

Charles  C.  Rutledge,  M.D.,  Hazard 

George  A.  Sehlinger,  M.D.,  Louisville 

Study  Committee  for  Improved  Community  Health 

Irving  F.  Kanner,  M.D.,  Lexington,  Chairman 
Dan  Costigan,  M.D.,  Louisville 
Donald  K.  Dudderar,  M.D.,  Newport 
Earl  P.  Oliver,  M.D.,  Scottsville 
Nicholas  J.  Pisacano,  M.D.,  Lexington 
Fred  C.  Rainey,  M.D.,  Elizabethtown 
Russell  E.  Teague,  M.D.,  Frankfort 
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KMA-KNA  Joint  Advisory  Committee 

A.  Evan  Overstreet,  M.D.,  Louisville,  Physician’s 
Chairman 

Kenneth  Crawford,  M.D.,  Louisville 
Frank  Gaines,  M.D.,  Louisville 
Charles  Perry,  M.D.,  Covington 
F.  P.  Shepherd,  M.D.,  Louisville 
Charles  N.  Tarkington,  M.D.,  Lexington 
Sam  Weakley,  M.D.,  Lxtuisville 
Tom  F.  Whayne,  M.D.,  Lexington 

Special  Medicine  and  Religion  Representative 
to  the  AMA 

Everett  H.  Baker,  M.D.,  Louisville 

Committee  on  Plans  and  Development 

To  be  appointed. 


ASA  Re-elects  Dr.  Lykins 

Robert  W.  Lykins,  M.D.,  Louisville,  was  re-elected 
vice  speaker  of  the  House  of  Delegates  of  the  Ameri- 
can Society  of  Anesthesiologists  during  its  Annual 
Meeting  October  23  in  Washington,  D.C.  Doctor 
Lykins  is  on  the  staff  of  a number  of  Louisville 
Hospitals  and  serves  as  Louisville’s  First  Ward  aider- 
man. 


Retinoblastoma  Clinic  Formed 

St.  Jude  Children’s  Research  Hospital,  Memphis, 
Tenn.,  recently  announced  the  establishment  of  a 
Retinoblastoma  Clinic  for  the  diagnosis  and  treatment 
of  retina  diseases  in  children.  Additional  informa- 
tion may  be  obtained  from  Charles  B.  Pratt,  M.D., 
332  North  Lauderdale,  Memphis,  Tenn.  38101. 


in  ilemoriam 


JOHN  R.  AKER,  M.D. 

Booneville 

1901-1968 

John  R.  Aker,  M.D.,  67,  an  Owsley  County  physi- 
cian for  36  years,  died  October  30  at  his  home. 
Doctor  Aker  graduated  from  the  University  of  Ten- 
nessee College  of  Medicine  in  1935.  During  the  early 
years  of  his  practice  he  served  10  Eastern  Kentucky 
counties  including  the  coalfields  of  Perry  County. 


GEORGE  H.  GREGORY,  M.D. 

Versailles 

1896-1968 

George  H.  Gregory,  M.D.,  72,  a Versailles  physi- 
cian since  1929,  died  October  7 at  Central  Baptist 
Hospital,  Lexington,  after  a long  illness.  Doctor 
Gregory  graduated  from  the  Cincinnati  School  of 
Medicine  in  1928.  He  served  as  physician  for  Mar- 
garet Hall  School  and  the  Woodford  County  Selec- 
tive Service  Board  and  was  first  chairman  of  the 
Woodford  County  Board  of  Health. 


ANNUAL  (lINKAL 
CONFERENCE 

Chicago  Medical  Society 

March  2,  3,  4 and  5,  1969 

Palmer  House,  Chicago 

Lectures 

Medical  Color  Telecasts 
Teaching  Demonstrations 
Trauma  Conference 
Instructional  Courses 

The  CHICAGO  MEDICAL  SOCIETY 
ANNUAL  CLINICAL  CONFERENCE 
should  be  a MUST  on  the  calendar 
of  every  physician.  Plan  now  to  at- 
tend and  make  your  reservation  at 
the  Palmer  House. 


Gotta  make  a 
pit  stop  to  take 
my  cough  syrup. 

k J 


Full  speed  ahead, 
Fred.  These  solid 
Cough  Calmers 
can  control  that 
cough  for  6 to 
8 hours. 

^ 


Each  Cough  Calmer*"  contains  the  same  active  ingredients 
as  a half-teaspoonful  of  Robitussin-DM*;  Glyceryl  guaiaco- 
late,  50  mg.;  Dextromethorphan  hydrobromide,  7.5  mg. 
A.  H.  Robins  Company,  Richmond,  Virginia  23220 


AH'I^OBINS 
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WANTED 

Eye,  Ear,  Nose  & Throat 
physician  to  take  over  practice  of  re- 
cently deceased  physician  in  ^^dleel- 
ing.  West  Virginia.  Office  completely 
equipped  and  ready  for  immediate 
occupancy. 

Contact:  Mr.  Jos.  M.  Follen  Extr. 

40 — 12th  Street 
Wheeling,  W.  Va.  26003 


STATE  RESORT  PARKS 


Planned 
recreation  programs 
"dnd  special  evening  entertainment 

CUMBERLAND  FALLS  KENTUCKY  DAM  VILLAGE 

at  Corbin  at  Gllbertsville 

GENERAL  BUTLER  O LAKE  CUMBERLAND 

at  Carrollton 

JENNY  WILEY 

at  Prestonsburg  at  Slade 

CARTER  CAVES 


at  Uamestown 

O NATURAL  BRIDGE 


at  Olive  Hill 


SPECIAL  PACKAGE  RATES 


5 days  and  4 nights  in  a luxurious  lodge 
room  with  two  double  beds,  including  enter- 
tainment and  all  meals  from  Sunday  evening 
dinner  through  Thursday  lunch.  Every  week, 
October  13-March  31. 


$44.00  Per  Person  (double  occupancy) 

(plus  tax) 


CoM  Central  Reservations,  Frankfort  • 502-223-2326 
or  see  your  local  travel  agent. 

For  o brochure,  write  TRAVEL,  PDB-FW,  Fronkfort,  Ky.  40601 


GARFIELD  HOWARD,  M.D. 

Crab  Orchard 
1884-1968 

Garfield  Howard,  M.D.,  85,  a retired  physician, 
died  October  21  at  a Danville  nursing  home.  Doctor 
Howard  graduated  from  the  Louisville  Hospital  Col- 
lege of  Medicine  in  1907.  He  practiced  in  Gatliff  for 
38  years  and  then  at  the  Veterans  Hospital  in  Louis- 
ville until  his  retirement  in  1968. 


CHARLES  H.  McCHORD,  M.D. 

Lexington 

1884-1968 

Charles  H.  McChord,  M.D.,  84,  a retired  physician, 
died  October  18  at  Good  Samaritan  Hospital,  Lexing- 
ton. Doctor  McChord  graduated  from  the  University 
of  Louisville  School  of  Medicine  in  1910.  He  was 
an  associate  staff  member  at  the  University  of  Ken- 
tucky College  of  Medicine  and  a member  of  several 
medical  organizations. 


WILLIAM  E.  RENDER,  M.D. 

Louisville 

1875-1968 

William  E.  Render,  M.D.,  93,  a pioneer  Louisville 
psychiatrist,  died  November  9 at  Kentucky  Baptist 
Hospital.  A 1902  graduate  of  the  University  of 
Louisville  School  of  Medicine  (then  known  as  the 
Hospital  College  of  Medicine),  Doctor  Render  was  a 
former  partner  in  the  Louisville  Neuropathic  Sani- 
torium.  He  was  a member  of  the  Kentucky  and 
American  Psychiatric  Associations. 


A.  D.  SLONE,  M.D. 

Paintsville 

1907-1968 

A.  D.  Slone,  M.D.,  61,  a Paintsville  physician  for 
many  years,  died  September  10  in  St.  Mary’s  Hos- 
pital, Huntington,  following  a brief  illness.  Doctor 
Slone  was  a member  of  the  Johnson  County 
Medical  Association  and  the  Paintsville  Kiwanis 
Club. 


E.  P.  WRIGHT,  M.D. 

Pikeville 

1912-1968 

E.  P.  Wright,  M.D.,  56,  a Pikeville  ophthalmolo- 
gist, died  October  9 at  his  home.  Death  was  at- 
tributed to  a heart  attack.  Doctor  Wright  graduated 
from  the  University  of  Louisville  School  of  Medi- 
cine in  1935  and  had  practiced  in  Pikeville  for  many 
years. 
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A once-popular  treatment  for  back  pains 
was  to  have  the  seventh  son  of  a seventh  son 
stand  or  walk  on  the  patient's  back. 


For  headache,  a sovereign  remedy  was 
to  wear  a snakeskin  round  one's  head. 


The  pain  of  earache  was  allegedly  relieved 
by  holding  a hot  roasted  onion  to  the  ear. 


‘Empirin’’ 

Compound  with  Codeine 
Phosphate  gr.  1/2  No.  3 


A realistic 
approach 

to  pain 
relief 


Each  tablet  contains: 

Codeine  Phosphate  gr.  1/2  (Warning- 
May  be  habit  forming),  Phenacetin  gr.  2 1 / 2, 
Aspirin  gr.  3 1 / 2,  Caffeine  gr.  1 / 2. 

keeps  the  promise 
of  pain  relief 


'B.W.  & Co.'  narcotic  products  are 

Class  "B”,  and  as  such  are  available  on  oral 

prescription,  where  State  law  permits. 

' BURROUGHS  WELLCOME  & CO.  (U.S.A. 
Tuckahoe,  N.Y. 


INC. 


Louie  lost  weeks  with  acute  shoulder  bursitis. That’s  a lo 
of  pain,  stiffness  and  tenderness... and  also  a lot  of  fish 
If  might  have  been  different  with  Butazolidin"’  alka 

100  mg.  phenylbutazone 

100  mg.  dried  aluminum  hydroxide  gel 

150  mg.  magnesium  trisilicate 


If  it  doesn’t  work  in  a week,  forget  f 


But  please  don’t  forget  this: 

Contraindications:  Edema;  danger  of  cardiac 
decompensation;  history  or  symptoms  of 
peptic  ulcer;  renal,  hepatic  or  cardiac  dam- 
age; history  of  drug  allergy;  history  of  blood 
dyscrasia.  The  drug  should  not  be  given  when 
the  patient  is  senile  or  when  other  potent 
drugs  are  given  concurrently.  Large  doses 
of  the  alka  formulation  are  contraindicated 
in  glaucoma. 

Warning:  If  coumarin-type  anticoagulants  are 
given  simultaneously,  watch  for  excessive 
increase  in  prothrombin  time.  Instances  of 
severe  bleeding  have  occurred.  Persistent  or 
severe  dyspepsia  may  indicate  peptic  ulcer; 
perform  upper  gastrointestinal  x-ray  diag- 
nostic tests  if  drug  is  continued.  Pyrazole 
compounds  may  potentiate  the  pharmacologic 
action  of  sulfonylurea,  sulfonamide-type 
agents  and  insulin.  Carefully  observe  patients 
receiving  such  therapy.  Use  with  caution  in 
the  first  trimester  of  pregnancy  and  in  patients 
with  thyroid  disease. 

Precautions:  Before  prescribing,  carefully 
select  patients,  avoiding  those  responsive  to 
routine  measures  as  well  as  contraindicated 
patients.  Obtain  a detailed  history  and  a com- 
plete physical  and  laboratory  examination, 
including  a blood  count.  Patients  should  not 
exceed  recommended  dosage,  should  be 
closely  supervised  and  should  be  warned  to 
discontinue  the  drug  and  report  immediately 
if  fever,  sore  throat,  or  mouth  lesions  (symp- 
toms of  blood  dyscrasia);  sudden  weight  gain 
(water  retention);  skin  reactions;  black  or 
tarry  stools  or  other  evidence  of  intestinal 
hemorrhage  occur.  Make  complete  blood 
counts  at  weekly  intervals  during  early  therapy 
and  at  2-week  intervals  thereafter.  Discon- 
tinue the  drug  immediately  and  institute 
countermeasures  if  the  white  count  changes 
significantly,  granulocytes  decrease,  or  im- 
mature forms  appear.  Use  greater  care  in  the 
elderly  and  in  hypertensives. 

Adverse  Reactions:  The  more  common  are 
nausea  and  edema.  Swelling  of  the  ankles  or 
face  may  be  minimized  by  withholding  dietary 
salt,  reduction  in  dosage  or  use  of  diuretics. 

In  elderly  patients  and  in  those  with  hyperten- 
sion the  drug  should  be  discontinued  with  the 
appearance  of  edema.  The  drug  has  been  as- 
sociated with  peptic  ulcer  and  may  reactivate  a 


latent  peptic  ulcer.  The  patient  should  be 
instructed  to  take  doses  immediately  before 
or  after  meals  or  with  milk  to  minimize  gastric 
upset.  Drug  rash  occasionally  occurs.  If  it 
does,  promptly  discontinue  the  drug.  Agranu- 
locytosis, exfoliative  dermatitis,  Stevens- 
Johnson  syndrome,  Lyell’s  syndrome  (toxic 
necrotizing  epidermolysis),  or  a generalized 
allergic  reaction  similar  to  serum  sickness  may 
occur  and  require  permanent  withdrawal  of 
medication.  Agranulocytosis  can  occur  sud- 
denly in  spite  of  regular,  repeated  normal  white 
counts.  Stomatitis,  salivary  gland  enlarge- 
ment, vomiting,  vertigo  and  languor  may 
occur.  Leukemia  and  leukemoid  reactions 
have  been  reported.  While  not  definitely  at- 
tributable to  the  drug,  a causal  relationship 
cannot  be  excluded.  Thrombocytopenic  pur- 
pura and  aplastic  anemia  may  occur.  Con- 
fusional  states,  agitation,  headache,  blurred 
vision,  optic  neuritis  and  transient  hearing  loss 
have  been  reported,  as  have  hyperglycemia, 
hepatitis,  jaundice,  hypersensitivity  angiitis, 
pericarditis  and  several  cases  of  anuria  and 
hematuria.  With  long-term  use,  reversible 
thyroid  hyperplasia  may  occur  infrequently. 
Moderate  lowering  of  the  red  cell  count  due 
to  hemodilution  may  occur. 


Dosage  in  Painful  Shoulder:  Initial:  3 to  6 
capsules  daily  in  3 or  4 equal  doses.  T rial 
period:  1 week.  Maintenance  dosage  should 
not  exceed  4 capsules  daily;  response  is  often 
achieved  with  1 or  2 capsules  daily. 

In  selecting  the  appropriate  dosage  in  any 
specific  case,  consideration  should  be  given 
to  the  patient’s  weight,  general  health,  age  and 
any  other  factors  influencing  drug  response. 

(0)  46.070- 

For  complete  details, 

please  see  full  prescribing  information. 

Geigy  Pharmaceuticals  ^ 

Division  of  Geigy  Chemical  Corporation 
Ardsley,  New  York  10502 


Butazolidin^  alka  Geigy 

Capsules 

100  mg.  phenylbutazone 

100  mg.  dried  aluminum  hydroxide  gel 

150  mg.  magnesium  trisilicate 


When  it’s  more  than  a bad  cold 


your  patient  can  feel  better 
Mbile  he’s  getting  better 


Achrocidih 

Tetracycline  HCI— Antihistamine— Analgesic  Compound 

Each  tablet  contains:  ACHROMYCIN®  Tetracycline  HCI  125  mg.;  Phenacetln  120  mg.; 
Caffeine  30  mg.;  Salicylamide  150  mg.;  Chlorothen  citrate  25  mg. 


In  tctracycline-sensitive  bacterial  infection  complicating  respiratory  allergy,  ACHROCIDIN 
brings  the  treatment  together  in  a single  prescription— prompt  relief  of  headache  and  conges- 
tion together  with  effective  control  of  the  organisms  frequently  responsible  for  complications 
leading  to  prolonged  disability  in  the  susceptible  patient. 

For  children  and  elderly  patients  you  may  prefer  caffeine-free  ACHROCIDIN  Syrup.  Each 
5 cc  contains:  ACHROMYCIN  (Tetracycline)  equivalent  to  Tetracycline  HCI  125  mg.;  Phen- 
acetin  120  mg.;  Salicylamide  150  mg.;  Ascorbic  Acid  (C)  25  mg.;  Pyrilamine  Maleate  15  mg. 


Contraindications:  Hypersensitivity  to  any  compo- 
nent. 

Warning:  In  renal  impairment,  since  liver  toxicity  is 
possible,  lower  doses  are  indicated;  during  prolonged 
therapy  consider  serum  level  determinations.  Photo- 
dynamic reaction  to  sunlight  may  occur  in  hyper- 
sensitive persons.  Photosensitive  individuals  should 
avoid  exposure;  discontinue  treatment  if  skin  dis- 
comfort occurs. 

Precautions:  Drowsiness,  anorexia,  slight  gastric  dis- 
tress can  occur.  In  excessive  drowsiness,  consider 
longer  dosage  intervals.  Persons  on  full  dosage 
should  not  operate  vehicles.  Nonsusceptible  organ- 
isms may  overgrow;  treat  superinfection  appropri- 
ately. Treat  beta-hemolytic  streptococcal  infections 
at  least  10  days  to  help  prevent  rheumatic  fever  or 
acute  glomerulonephritis.  Tetracycline  may  form  a 
stable  calcium  complex  in  bone-forming  tissue  and 


may  cause  dental  staining  during  tooth  development 
(last  half  of  pregnancy,  neonatal  period,  infancy, 
early  childhood ) . 

Adverse  Reactions:  Gastrointestinal— anorexia.,  nau- 
sea, vomiting,  diarrhea,  stomatitis,  glossitis,  entero- 
colitis, pruritus  ani.  5A//I  — maculopapular  and 
erythematous  rashes;  exfoliative  dermatitis;  photo- 
sensitivity; onycholysis,  nail  discoloration.  Kidney 
—dose-related  rise  in  BUN.  Hypersensitivity  reac- 
tions—urticaria,  angioneurotic  edema,  anaphylaxis. 
Intracranial— buigin^  fontanels  in  young  infants. 
T’ce/h- yellow-brown  staining;  enamel  hypoplasia. 
Blood— anemia,  thrombocytopenic  purpura,  neutro- 
penia, eosinophilia.  T/i  er— cholestasis  at  high  dosage. 

Upon  adverse  reaction,  stop  medication  and  treat 
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and  expense  to  obtain  these  translations  for 
our  own  use,  we  have  been  encouraged  to 
make  these  papers  available  to  workers  the 
world  over. 

The  papers  will  appear  in  five  volumes. 
The  initial  collection,  Volume  I,  dedicated  as 
a Memorial  to  Ivor  Dunsford,  contains  eight 
titles  covering  the  A-B-O  system.  Volume  II, 
contains  nine  papers,  covers  the  secretion  of 
blood  group  specific  substances  and  the  Lewis 
system.  Volume  III  contains  four  papers  deal- 
ing with  the  MN  and  P systems  and  a mono- 
graph by  Ludwig  Hirszfeld.  Volume  IV  con- 
tains six  papers  and  a monograph  by  Fritz 
Schiff  covering  anthropologic  and  other  appli- 
cations of  blood  grouping  data.  Volume  V, 
scheduled  for  release  in  1968,  will  commemo- 
rate the  centennial  of  the  birth  of  Karl  Land- 
steiner.  Six  of  the  seven  papers  in  this  volume 
are  by  Landsteiner  and  deal  with  basic  con- 
cepts in  immunology. 

It  is  hoped  that  the  series  of  papers  will 
stimulate  established  workers  in  the  field  of 
immunohematology  and  provide  newcomers 
to  this  area  a sound  indoctrination  in  this 
exciting  discipline. 
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Governor  Appoints  Dr.  Weldon 

Governor  Louie  B.  Nunn  recently  announced  the 
appointment  of  Tom  Weldon,  M.D.,  Covington,  to 
a four-year-term  on  the  Advisory  Council  on  Men- 
tal Health.  Doctor  Weldon  replaces  Frank  Gaines, 
M.D.,  Louisville,  whose  term  has  expired. 


PSYCHIATRIC  RESIDENCIES 
FOR  G.P.  S 

NIMH  residency  training  in  approved  three 
year  program.  Stipend  $12,000  plus  fringe 
benefits.  Applicants  must  have  completed 
four  years  or  more  of  practice  in  field  of 
medicine  other  than  psychiatry  and  an 
approved  internship.  Applicants  should  not 
be  over  45. 

Address  inquiries  to: 

Chairman 

Department  of  Psychiatry 
Medical  College  of  Virginia 
Richmond,  Virginia  23219 

Include  curriculum  vitae  and  recent  photo- 
graph. 


Tuberculosis?  Influenza? 
Pneumonia?  Leukemia? 
Hodgkin’s  Disease?  Syphilis? 
Systemic  Fungal  Diseases? 
Chronic  Chest  Diseases? 
or 

HISTO? 

(Histoplasmosis  — "The  Masquerader”) 


A new  aid  in  differential  diagnosis 

HISTOPLASMIN  JINE  TEST 

(Rosenthal) 

The  LEDERTINE™  Applicator  with  the  Blue  Handle 

Precautions— Nonspecific  reactions  are  rare,  but 
may  occur.  Vesiculation,  ulceration  or  necrosis 
may  occur  at  test  site  in  highly  sensitive  persons. 
The  test  should  be  used  with  caution  in  patients 
known  to  be  allergic  to  acacia,  or  to  thimerosal 
(or  other  mercurial  compounds). 


Ask  your  representative  for  details  or  write  Medical  Advisory  Dept., 
Lederle  Laboratories,  Pearl  River,  New  York  10965.  406-8 
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NEWS  ITEMS 


John  N.  Hafner,  M.D.,  an  ophthalmologist,  is  prac- 
ticing in  Louisville  in  association  with  Roger  D.  Salot. 
M.D.  Doctor  Hafner  graduated  from  the  University 
of  Louisville  School  of  Medicine  in  1961  and  com- 
pleted his  internship  and  residency  training  at  Louis- 
ville General  Hospital. 

Walter  R.  Brewer,  M.D.,  a urologist,  is  associated 
with  Robert  Kinnaird,  M.D.,  in  Lexington.  A 1963 
graduate  of  Wayne  State  University,  Doctor  Brewer 
completed  his  residency  training  at  the  Medical 
College  of  Virginia. 

Paul  Price,  M.D.,  an  obstetrician,  is  associated  with 
Doctors  Priddle,  Bohle  and  Blair  in  Paducah.  A 
1964  graduate  of  West  Virginia  University  Medical 
School,  Doctor  Price  completed  his  internship  and 
residency  training  in  University  of  Chicago  hospitals. 

Gilbert  O.  Harris,  M.D.,  a general  practitioner,  is  as- 
sociated with  the  Fuller-Morgan  Clinic  in  Mayfield. 
Doctor  Harris  graduated  from  Tulane  Medical  School 
in  1967  and  completed  his  internship  at  McLeod 
Infirmary,  Florence,  S.C. 

Theodore  Lawwill,  M.D.,  an  ophthalmologist,  is  now 
an  assistant  professor  of  ophthalmology  at  the  Uni- 
versity of  Louisville  School  of  Medicine.  Doctor  Law- 
will  graduated  from  Vanderbilt  University  Medical 
School  in  1961  and  completed  his  residency  training 
at  the  University  of  Illinois  Medical  School. 

Robert  P.  Goodman,  M.D.,  an  orthopaedic  surgeon, 
is  practicing  in  association  with  W.  K.  Massie,  M.D., 
and  David  B.  Stevens,  M.D.,  in  Lexington.  A 1963 
graduate  of  Vanderbilt  University  Medical  School, 
Doctor  Goodman  completed  his  internship  and  resi- 
dency training  at  Duke  University  and  the  Campbell 
Clinic,  Memphis,  Tenn. 

Robert  H.  Shipp,  M.D.,  a general  practitioner,  is  as- 
sociated with  C.  V.  Dodson,  M.D.  in  Russellville.  A 
1958  graduate  of  the  University  of  Tennessee  School 
of  Medicine,  Doctor  Shipp  has  practiced  in  Shelby- 
ville  and  in  Kingsport,  Tenn. 


ALL  SPECIALTIES  NEEDED  for 
hospital  based  group  practice,  90  bed 
JCAH  hospital,  county  population 
50,000,  diversified  industries,  good 
schools,  housing  available,  hunting 
and  fishing.  Apply  Murphy  Medical 
Center  Inc.  Box  89  Warsaw  Indiana 
46580.  Call  collect  Mrs.  S.  C.  Murphy, 
Adm.  219-267-3121,  Extension  63. 


Jules  J.  McNerney,  M.D.,  an  internist  is  now  di- 
rector of  the  Hopkinsville  Area  Office  of  the  Re- 
gional Medical  Program.  A 1942  graduate  of  Louisi- 
ana State  University  School  of  Medicine,  Doctor 
McNerney  served  in  the  U.S.  Medical  Corps  for  25 
years. 

William  P.  McElwain,  M.D.  is  now  associate  di- 
rector of  the  Fayette  County  Health  Department  in 
Lexington.  Doctor  McElwain  graduated  from  the 
University  of  Louisville  School  of  Medicine  in  1958. 
He  served  as  a medical  director  in  the  Division  of 
Indian  Health,  U.S.  Public  Health  Service,  for  seven 
years. 

Cornelia  B.  Wilbur,  M.D.,  a psychiatrist,  is  now  as- 
sociated with  the  University  of  Kentucky  College 
of  Medicine.  Doctor  Wilburn  has  served  as  a clinical 
professor  of  psychiatry  at  West  Virginia  University 
and  as  superintendent  of  Weston  State  Hospital, 
Weston,  W.  Va. 

Arthur  Leslie  Robertshaw,  M.D,  a psychiatrist  is  now 
on  the  staff  of  the  Community  Mental  Health  Cen- 
ter of  Western  Kentucky  at  Paducah.  Doctor  Robert- 
shaw was  formerly  senior  psychiatrist  in  charge  of 
admission  wards  at  the  Veterans  Administration 
Hospital,  Lexington. 

Jack  L.  Hamman,  M.D.,  is  now  associated  with  the 
Trover  Clinic  in  Madisonville,  limiting  his  practice 
to  thoracic,  vascular  and  general  surgery.  Doctor 
Hamman,  a 1957  graduate  of  the  University  of  Ten- 
nessee School  of  Medicine,  practiced  previously  in 
Kingsport,  Tenn.  and  Roanoke,  Va. 

Joaquin  P.  Baralt,  M.D.,  is  now  a staff  physician 
specializing  in  endocrinology  at  Kentucky  State  Hos- 
pital, Danville.  Doctor  Baralt  graduated  from  Ha- 
vana, Cuba  Medical  School  in  1960.  He  completed 
his  internship  and  residency  training  at  the  Coopera- 
tiva  Medica  De  Dependientes  in  1965. 

Augustin  Sierra,  M.D.,  an  orthopaedic  surgeon,  is 
practicing  in  association  with  the  Henderson  Clinic. 
A 1960  graduate  of  Javeriana  Medical  School,  Bo- 
gota, Colombia,  Doctor  Sierra  completed  his  in- 
ternship at  Prince  George’s  Hospital,  Cheverly, 
Md.,  and  his  residency  training  at  Temple  Unversity, 
Philadelphia,  Pa. 

W.  G.  Begley,  M.D,  has  opened  an  office  in  Bowling 
Green,  limiting  his  practice  to  otorhinolaryngology. 
Doctor  Begley  graduated  from  the  University  of 
Louisville  School  of  Medicine  in  1961.  He  interned 
at  Portsmouth  Naval  Hospital  and  completed  his 
residency  training  in  University  of  Louisville  Hos- 
pitals. He  recently  completed  four  years  of  service 
in  the  U.S.  Navy  Medical  Corps. 

Robert  M.  Senese,  M.D.,  a pediatrician,  is  practicing 
in  Louisville  in  association  with  Henry  DeLong,  M.D. 
Doctor  Senese  graduated  from  Indiana  University 
Medical  School  in  1963  and  completed  his  internship 
and  residency  training  in  Louisville  hospitals. 
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CONSTITUTION 


Article 

1. 

Name  of  the  Association 

Article 

11. 

Purpose  of  the  Association 

Article 

III. 

Component  Societies 

Article 

IV. 

Composition  and  Meetings  of  the  As- 
sociation 

Article 

V. 

Officers 

Article 

VI. 

House  of  Delegates 

Article 

VII. 

Districts,  Sections  and  District  So- 
cieties 

Article 

VIII. 

Board  of  Trustees 

Article 

IX. 

Funds  and  Expenses 

Article 

X. 

Referendum 

Article 

XI. 

The  Seal 

Article 

XII. 

Amendments 

Article 

XIII. 

Definitions 

Article  I.  Name  of  Association 
The  name  and  title  of  this  organization  shall  be  the 
Kentucky  Medical  Association. 

Article  II.  Purpose  of  the  Association 
The  purpose  of  the  Association  shall  be  to  federate 
and  bring  into  compact  organization  the  entire  medi- 
cal profession  of  the  State  of  Kentucky  and  to  unite 
with  similar  associations  in  other  states  to  form  the 
American  Medical  Association,  with  a view  to  the 
extension  of  medical  knowledge;  the  advancement  of 
medical  science  and  charity;  the  evaluation  of  the 
standards  of  medical  education;  the  enactment  and 
enforcement  of  just  medical  laws;  the  promotion  of 
friendly  intercourse  among  physicians  and  the  guard- 
ing and  fostering  of  their  material  interests;  the 
protection  of  the  members  thereof  against  unjust  as- 
saults upon  their  professional  care,  skill  or  integrity; 
and  to  the  enlightenment  and  direction  of  public 
opinion  in  regard  to  the  great  problems  of  state 
medicine  so  that  the  profession  shall  become  more 
capable  and  honorable  within  itself  and  more  useful 
to  the  public  in  the  prevention  and  cure  of  disease 
and  in  prolonging  and  adding  comfort  to  life. 

Article  III.  Component  Societies 
Component  societies  shall  consist  of  those  medical 
societies  which  hold  charters  from  this  Association. 

Article  IV.  Composition  and  Meetings  of  the  Association 
The  Association  shall  consist  of  the  members  of 
the  component  societies  but  the  House  of  Delegates 
shall  have  authority  to  adopt  such  bylaws  regulating 
the  admission  and  classification  of  members  as  it 
may  deem  advisable.  The  Association  shall  hold  an 
Annual  Meeting  and  such  Special  Meetings  as  may 
be  called  pursuant  to  the  bylaws. 


Article  V,  Officers 

Section  1.  The  officers  of  this  Association  shall  be 
a President,  a President-elect,  a Vice  President,  a 
Secretary,  a Treasurer,  a Speaker  and  Vice  Speaker 
of  the  House  of  Delegates,  a Trustee  and  an  Alter- 


nate Trustee  from  each  district  that  may  be  estab- 
lished; and  such  other  officers  as  may  be  provided 
for  in  the  Bylaws. 

Section  2.  The  eligibility,  duties  and  terms  of  of- 
fice of  all  officers  of  the  Association  shall  be  as 
prescribed  in  the  Bylaws. 

Section  3.  All  officers  shall  serve  until  their  suc- 
cessors have  been  elected  and  installed. 

Section  4.  All  officers  shall  be  elected  by  the  House 
of  Delegates  at  its  Regular  Session  and  shall  take 
office  on  the  last  day  of  the  Annual  Meeting. 

Article  VI.  House  of  Delegates 

Section  1.  The  House  of  Delegates  shall  be  the 
legislative  body  of  the  Association  and  shall  have 
power,  by  a two-thirds  vote  of  all  the  delegates 
present  at  that  session,  to  adopt  bylaws  to  carry  out 
the  provisions  of  this  Constitution  and  to  provide  for 
the  government  of  the  Association  in  any  other  man- 
ner not  inconsistent  with  this  Constitution.  It  shall 
meet  in  Regular  Session  annually  during  the  Annual 
Meeting  of  the  Association,  and  may  be  called  into 
Special  Session  under  such  conditions  as  may  be 
prescribed  in  the  bylaws. 

Section  2.  Delegates  shall  be  members  of  and 
elected  by  component  societies  in  such  manner  as 
may  be  provided  in  the  bylaws.  Officers  of  the  As- 
sociation, Delegates  and  Alternate  Delegates  to  the 
American  Medical  Association,  and  the  five  im- 
mediate Past  Presidents  shall  be  ex  officio  members 
of  the  House  of  Delegates  and  entitled  to  vote. 

Section  3.  The  House  of  Delegates  shall  elect  a 
Speaker  and  a Vice-Speaker,  one  of  whom  shall  pre- 
side during  the  meetings  of  the  House  of  Delegates. 
The  presiding  officer  shall  not  be  entitled  to  a vote 
except  in  the  event  of  a tie. 

Section  4.  The  House  of  Delegates  shall  be  the 
final  judge  as  to  the  qualification  of  its  members. 

Article  VII.  Districts,  Sections  and  District  Societies 

The  House  of  Delegates  shall  divide  the  state  into 
Districts  composed  of  one  or  more  counties,  for  ad- 
ministrative purposes.  It  may  also  provide  for  a di- 
vision of  the  scientific  work  of  the  Association  into 
appropriate  Sections,  and  for  the  organization  of  such 
District  Societies,  composed  exclusively  of  members 
of  component  societies,  as  will  promote  the  best  in- 
terests of  the  profession. 

Article  VIII.  Board  of  Trustees 

The  House  of  Delegates  shall  make  provision  in 
the  bylaws  for  a Board  of  Trustees  composed  of  one 
Trustee  from  each  District  and  such  of  the  other 
officers  of  the  Association  as  the  House  may  deem 
appropriate,  which  shall  be  charged  with  the  general 
direction  of  the  Association’s  affairs  during  the 
interim  between  meetings  of  the  House.  The  House 
may  delegate  such  powers  to  the  Board  of  Trustees  as 
are  not  specifically  required  by  this  Constitution  to  be 
exercised  by  the  House,  and  may  limit  the  Board’s 
powers  to  such  extent  as  it  may  determine  to  be  nec- 
essary or  desirable.  Provided,  however,  that  in  no 
event  shall  the  Board  of  Trustees  have  power  to  com- 
mit the  Association  to  any  course  of  action  which  is 
contrary  to  or  at  variance  with  any  policy  established 
by  the  House  of  Delegates. 
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CHAPTER  I.  MEMBERSHIP 


Article  IX.  Funds  and  Expenses 

The  House  of  Delegates  shall  provide  funds  for 
meeting  the  expenses  of  the  Association  by  such 
methods  and  from  such  sources  as  it  may  select, 
including  but  not  limited  to  an  equal  per  capita  assess- 
ment by  class  of  membership,  upon  each  component 
county  society.  Funds  may  be  appropriated  by  the 
House  of  Delegates  to  defray  the  expenses  of  the  an- 
nual session,  for  publications  and  for  such  other 
purposes  as  will  promote  the  welfare  of  the  Associa- 
tion and  the  profession. 

Article  X.  Referendum 

The  membership  of  the  Association,  by  written 
petition  signed  by  not  less  than  10%  of  the  active 
membership,  may  obtain  a referendum  on  any  ques- 
tion pending  before  the  House  of  Delegates.  The 
Secretary,  upon  the  presentation  of  such  a petition  to 
him  shall  cause  the  question  to  be  submitted  to  the 
active  membership  by  mail,  and  if  a majority  of  the 
active  members  shall  signify  its  approval  or  ^s- 
approval  of  a certain  policy  or  course  of  action  with 
respect  to  the  question  thus  submitted,  the  will  of  the 
majority  shall  determine  the  question  and  shall  be 
binding  upon  the  House  of  Delegates  and  the  As- 
sociation upon  certification  of  the  result  of  the  vote 
by  the  Secretary  to  the  President  and  Board  of 
Trustees. 


Article  XI.  The  Seal 

The  Association  shall  have  a common  Seal  with 
power  to  break,  change  or  renew  the  same  at  pleasure. 


Article  XII.  Amendments 

The  House  of  Delegates  may  amend  any  article  of 
this  Constitution  by  a two-thirds  vote  of  the  delegates 
registered  at  the  Regular  Session,  provided  that  such 
amendment  shall  have  been  presented  in  open  meeting 
at  the  previous  regular  session,  and  that  it  shall  have 
been  sent  officially  to  each  component  county  so- 
ciety at  least  two  months  before  the  session  at  which 
final  action  is  to  be  taken. 


Article  XIII.  Definitions 

Whenever  used  in  this  Constitution,  the  Articles  of 
Incorporation  or  the  Bylaws — 

(a)  “County  society,”  “component  county  so- 
ciety,” or  “component  medical  society”  means  “com- 
ponent society.” 

(b)  “Annual  Meeting”  means  the  annual  three- 
day  meeting  of  the  Association. 

(c)  “Scientific  Sessions”  mean  those  sessions  dur- 
ing the  Annual  Meeting  at  which  scientific  subjects 
are  programmed  and  discussed. 

(d)  “Regular  Session”  means  the  regular  session 
of  the  House  of  Delegates  which  is  held  during  the 
Annual  Meeting. 

(e)  “Special  Session”  means  a special,  called  meet- 
ing or  session  of  the  House  of  Delegates. 
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Chapter  IV. 
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Chapter  VIII, 
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BYLAWS 

Membership 

Annual  and  Special  Meetings  of  the 
Association 

The  House  of  Delegates 

Election  of  Officers 

Duties  of  Officers 

Board  of  Trustees 

Discipline — The  Judicial  Council 

Standing  Committees  and  Councils 

Assessments  and  Expenditures 

Rules  of  Conduct 

Rules  of  Order 

County  Societies 

Amendments 


Section  1,  Membership  in  this  Association  shall  be 
coterminous  with  membership  in  a component  county 
society.  No  physician  shall  be  eligible  for  membership 
in  this  Association  unless  he  is  a member,  in  good 
standing  of  a component  society,  nor  may  he  main- 
tain membership  in  a component  county  society 
unless  he  is  a member,  in  good  standing  of  this  As- 
sociation. 

When  a physician  who  meets  the  qualifications 
hereinafter  set  forth,  is  certified  to  the  Secretary  as 
a member  in  good  standing  of  a component  society, 
properly  classified  as  to  type  of  membership,  and 
when  the  dues  pertaining  to  his  membership  classifi- 
cation have  been  received  by  the  Secretary  of  the 
Association,  the  name  of  the  member  shall  be  in- 
cluded in  the  official  roster  of  the  Association  and 
he  shall  be  entitled  to  all  the  privileges  of  his  class 
of  membership.  Provided,  however,  that  members  in 
good  standing  from  other  state  societies  may,  if 
admitted  to  membership  by  a component  society,  be 
accepted  by  KMA  for  membership  without  paying 
dues  for  the  remainder  of  the  calendar  year  in  which 
the  transfer  is  made.  Provided  further,  that  the  Board 
of  Trustees  shall  have  power,  upon  written  applica- 
tion, approved  annually  by  the  county  society  of 
which  the  applicant  is  a member,  to  excuse  any 
member  from  the  payment  of  dues  because  of  finan- 
cial hardship. 

Section  2.  Membership  in  the  Association  shall  be 
divided  into  eight  classes,  to-wit:  Active,  Emeritus, 
Associate,  Inactive,  Student,  Service,  Honorary  and 
Special. 

(a)  Active  Members.  The  active  membership  of 
the  Association  shall  consist  of  the  active  members 
of  the  various  component  county  medical  societies. 
To  be  eligible  for  active  membership  in  any  com- 
ponent county  society,  the  applicant  must  be  a 
doctor  of  medicine  of  good  moral,  ethical,  and 
professional  standing,  who  is  licensed  to  practice 
medicine  in  Kentucky. 

(b)  Emeritus  Members.  Component  societies  may 
elect  as  a member-emeritus  any  doctor  of  medicine 
who  is  70  years  of  age  or  who  has  retired  from 
active  practice  and  who  has  previously  maintained 
active  membership  in  good  standing  in  his  own 
society  for  twenty  years  or  more.  Emeritus  mem- 
bers shall  have  the  right  to  vote  but  shall  not  pay 
dues,  hold  office  or  be  entitled  to  the  benefits  of 
Chapter  VI,  Section  9 of  these  Bylaws.  They  shall 
receive  the  Journal  and  other  publications  of  the 
Association. 

(c)  Associate  Members.  The  associate  membership 
of  the  Association  shall  consist  of  the  associate 
members  of  the  various  component  county  medical 
societies.  To  be  eligible  for  associate  membership 
in  any  component  county  society,  the  applicant 
must  be  ineligible  for  active  membership  and 
qualify  under  one  or  more  of  the  following  groups; 

(1)  Medical  officers  of  the  United  States  Army, 
Navy,  Air  Eorce,  Veterans  Administration,  Public 
Health  Service,  or  other  governmental  service 
while  on  duty  in  the  State. 

(2)  Interns,  residents  or  teaching  fellows  who 
are  doctors  of  medicine  and  who  have  complied 
with  all  pertinent  regulations  of  the  State  Board 
of  Health. 

(3)  Osteopathic  physicians  who  practice  allo- 
pathic medicine. 


Associate  members  shall  not  have  the  right  to  vote 
nor  to  hold  office,  but  shall  receive  the  Journal  and 
other  publications  of  the  Association. 

(d)  Inactive  Members.  The  inactive  membership  of 
the  Association  shall  consist  of  the  inactive  mem- 
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bers  of  the  various  component  county  societies. 
Any  doctor  of  medicine  licensed  to  practice  medi- 
cine in  Kentucky  who  is  not  engaged  in  the  practice 
of  medicine  but  who  is  otherwise  eligible  for  active 
membership  in  the  Association  may  be  admitted  to 
inactive  membership  by  any  component  county 
society.  Inactive  members  shall  not  have  the  right 
to  vote  nor  hold  office,  but  shall  receive  the  Journal 
and  other  publications  of  the  Association. 

(e)  Student  Members.  Any  student  in  an  accredited 
medical  school  m Kentucky  or  any  resident  of 
Kentucky  who  is  a student  in  any  accredited  medi- 
cal school  in  the  United  States  shall  be  eligible 
for  student  membership.  Student  members  shall  not 
have  the  right  to  vote  nor  hold  office.  They  may 
apply  directly  to  the  State  Association  for  mem- 
bership and  be  assigned  to  the  county  society  of 
their  choice.  The  membership  year  for  student 
members  shall  run  from  September  1 to  August  31 
of  each  year. 

(f)  Service  Members.  Members  of  the  Association 
in  good  standing  who  enter  military  service  and 
are  ineligible  for  Associate  membership  shall  be 
classified  as  service  members.  Service  Members 
shall  not  be  required  to  pay  dues.  If  a member 
in  good  standing  enters  service  prior  to  April  1 
and  has  paid  his  dues  for  that  year,  he  shall 
receive  all  publications  and  other  benefits  ap- 
plicable to  his  class  of  membership  in  the  Associa- 
tion and  shall  owe  no  further  dues  until  January  1 
following  his  release.  If  a member  in  good  stand- 
ing enters  service  prior  to  April  1 without  paying 
his  dues  for  that  year,  he  shall  receive  publica- 
tions and  other  benefits  but  shall  owe  the  dues 
applicable  to  his  class  of  membership  immedi- 
ately following  his  release  from  active  duty. 
Members  whose  dues  have  not  been  received  by 
April  1 are  not  in  good  standing. 

(g)  Honorary  Members.  Any  physician  possessed 
of  scientific  attainments  who  is  a member  of  a 
constituent  state  medical  association  and  who  has 
participated  in  the  program  of  the  scientific  ses- 
sion and  who  is  not  a citizen  of  Kentucky  may  by 
unanimous  vote  of  the  House  of  Delegates  be 
elected  to  honorary  membership.  Honorary  mem- 
bers shall  be  entitled  to  the  privileges  of  the 
floor  in  all  scientific  sessions. 

(h)  Special  Members.  Component  societies  may 
invite  dentists,  pharmacists,  funeral  directors,  or 
other  professional  persons  to  become  special  mem- 
bers. Special  members  shall  have  no  rights  or 
obligations  under  these  Bylaws,  but  may  be  ac- 
corded the  privilege  of  attending  and  participating 
in  the  scientific  meetings  of  the  society,  provided, 
however,  that  a registration  fee  may  be  required 
of  special  members  who  desire  to  attend  the  An- 
nual Meeting  of  the  Association. 

Section  3.  Guests  of  Honor.  Any  distinguished 
physician  not  a resident  of  this  State  may  become  a 
guest  of  honor  during  any  Annual  Meeting  upon 
invitation  of  the  Board  of  Trustees  and  shall  be  ac- 
corded the  privilege  of  participating  in  all  of  the 
scientific  work  of  that  meeting. 

Section  4.  No  person  who  is  finally  convicted  of 
a felony  subsequent  to  September  26,  1968,  shall  be 
eligible  for  membership  in  this  Association  unless 
and  until,  upon  proper  application  to  the  Judicial 
Council,  it  is  determined  that  he  is  morally  and 
ethically  qualified.  Except  as  provided  in  Chapter 
VII,  Section  4 of  these  Bylaws,  no  person  who  is 
under  sentence  of  suspension  or  expulsion  from  any 
component  society  of  this  Association  shall  be  en- 
titled to  any  of  the  rights  or  benefits  of  membership 
of  this  Association. 

Section  5.  Every  new  active  member  shall  be  re- 
quired to  attend  and  successfully  complete  an  orien- 
tation course  to  be  presented  at  stat^  intervals  by 


the  Board  of  Trustees  or  one  of  its  committees.  The 
form  and  content  of  this  course  shall  be  prescribed 
by  the  Board  and  unless  excused  by  the  Board  for 
good  cause  shown,  failure  to  attend  and  successfully 
complete  the  course  within  two  years  after  the 
member  is  first  admitted  to  active  membership  shdl 
automatically  revoke  the  delinquent’s  membership 
and  terminate  all  of  his  rights  and  privileges  as  a 
member,  and  he  shall  thereafter,  for  a period  of  one 
year,  be  ineligible  for  membership  in  any  component 
society,  and  shall  not  after  one  year  be  admitted  to 
membership  unless  and  until  he  has  successfully  com- 
pleted the  required  orientation  course. 


CHAPTER  II.  ANNUAL  AND  SPECIAL  MEETINGS 
OF  THE  ASSOCIATION 

Section  1.  The  Association  shall  hold  its  annual  and 
special  meetings  at  such  times  and  places  as  may  be 
determined  by  the  House  of  Delegates. 

Section  2.  The  Annual  Meeting  shall  consist  of  one 
or  more  scientific  sessions,  at  least  two  meetings  of 
the  House  of  Delegates,  and  such  other  gatherings 
as  may  be  authorized  by  the  Board  of  Trustees.  Each 
scientific  session  shall  be  presided  over  by  the  Presi- 
dent or  in  his  absence  or  disability  or  at  his  request 
by  the  President-Elect  or  one  of  the  vice  presidents. 
The  entire  time  of  the  scientific  sessions,  as  far  as 
may  be,  shall  be  devoted  to  papers  and  discussions 
related  to  scientific  medicine. 

Section  3.  The  name  of  a physician  upon  the  proper- 
ly certified  roster  of  members  or  list  of  delegates  of 
a component  society  which  has  paid  its  annual  assess- 
ment, shall  be  prima  facie  evidence  of  his  right  to 
register  at  any  meeting  of  this  Association. 

Section  4.  Each  member  in  attendance  at  any  meet- 
ing shall  enter  his  name  on  the  registration  book 
indicating  the  component  society  of  which  he  is  a 
member.  When  his  right  to  membership  has  been 
verified  by  reference  to  the  roster  of  the  society,  he 
shall  receive  a badge  which  shall  be  evidence  of  his 
right  to  all  the  privileges  of  membership  at  that  meet- 
ing. No  member  or  delegate  shall  take  part  in  any 
of  the  proceedings  of  any  meeting  until  he  has  com- 
plied with  the  provisions  of  this  section. 


CHAPTER  III.  THE  HOUSE  OF  DELEGATES 

Section  1.  The  House  of  Delegates  shall  meet  in 
Regular  Session  at  the  time  and  place  of  the  Annual 
Meeting,  and  shall,  insofar  as  is  practicable,  fix  its 
hours  of  meeting  so  as  to  give  delegates  an  opportun- 
ity to  attend  the  scientific  sessions  and  other  proceed- 
ings. Provided,  however,  that  if  the  business  interests 
of  the  Association  and  profession  require,  the  Speaker, 
with  the  consent  of  the  Board  of  Trustees,  may  con- 
vene the  Regular  Session  in  advance  of  the  Annual 
Meeting,  and  the  House  may  remain  in  session  after 
the  final  adjournment  thereof. 

Section  2.  The  House  may  be  called  into  Special 
Session  by  the  President  with  the  approval  of  the 
Board  of  Trustees,  and  a special  session  shall  be 
called  by  the  President  on  the  written  request  of 
delegates  representing  fifty  or  more  component  so- 
cieties. The  purpose  of  all  special  sessions  shall  be 
stated  in  the  call,  and  all  business  transacted  at  any 
such  special  session  shall  be  germane  to  the  stated 
purpose. 

Section  3.  When  a special  session  is  called,  the 
Secretary  shall  mail  a notice  of  the  time,  place,  and 
purpose  of  such  meeting  to  the  last  known  address 
of  each  delegate  at  least  ten  days  before  such  session. 

Section  4.  The  Speaker  shall,  by  virtue  of  his  office, 
be  responsible  for  making  all  arrangements  for  all 
sessions,  regular  or  special,  of  the  House. 

Section  5.  The  members  of  the  House  of  Delegates 
shall  be  elected  by  the  various  component  societies 
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in  the  manner  prescribed  in  Chapter  XII  of  these 
Bylaws. 

Section  6.  In  the  event  a component  society  is  not 
represented  at  any  meeting  of  the  House,  the  Speaker 
shall  consult  with  any  officer  of  the  component  so- 
ciety who  is  in  attendance  and,  with  the  approval  of 
the  Credentials  Committee,  may  appoint  any  active 
member  of  such  component  society  who  is  in  at- 
tendance, as  its  alternate  delegate.  If  no  officer  of 
such  society  is  present,  the  Speaker  may  make  the 
appointment  without  consultation,  but  with  the  ap- 
proval of  the  Credentials  Committee.  All  such  ap- 
pointments shall  also  be  subject  to  the  approval  of 
the  House. 

Section  7.  Forty  per  cent  of  the  qualified  delegates, 
as  defined  by  Article  VI  of  the  Constitution,  shall 
constitute  a quorum  and  all  of  the  meetings  of  the 
House  shall  be  open  to  the  members  of  the  Associa- 
tion. 7he  House  shall  have  the  right  to  go  into  ex- 
ecutive session  whenever  in  its  judgment  such  action 
is  indicated;  except  that  active  members  of  the  Asso- 
ciation shall  have  the  right  to  attend  all  executive 
sessions. 

Section  8.  Each  resolution  introduced  into  the  House 
shall  be  in  writing  and  signed  by  the  author  and 
presented  to  the  Secretary  following  its  introduction, 
if  the  author  be  an  individual  member,  it  shall  be 
signed  by  him.  If  the  author  be  a group  of  members, 
it  shall  be  signed  by  the  authorized  spokesman  for 
that  group.  Immediately  after  the  Delegate  has  intro- 
duced the  Resolution,  it  shall  be  referred  to  the 
proper  Reference  Committee  before  action  thereon  is 
taken. 

Section  9.  No  resolution  shall  be  introduced  in  the 
first  meeting  of  the  House  of  Delegates  by  any  mem- 
ber or  group  of  members  other  than  the  Board  of 
Trustees  unless  a copy  thereof  was  furnished  to  the 
Headquarters  Office  at  least  seven  days  prior  to  its 
introduction.  The  only  exception  to  this  shall  be  that 
a resolution  which  has  been  signed  by  ten  or  more 
members  of  the  House  of  Delegates  and  of  which 
there  are  sufficient  printed  copies  to  distribute  to  each 
member  of  the  House  of  Delegates  may  be  received 
for  consideration  by  an  affirmative  vote  of  three- 
fourths  of  the  members  present  and  voting.  No  new 
business  shall  be  introduced  in  the  last  meeting  of  the 
House  without  unanimous  consent,  except  when  pre- 
sented by  the  Board  of  Trustees.  All  new  business  so 
presented  shall  require  the  affirmative  vote  of  three- 
fourths  of  those  delegates  present  and  voting,  for 
adoption. 

Section  10.  The  House  shall  give  diligent  attention 
to  and  foster  the  scientific  work  and  spirit  of  the 
Association,  and  shall  constantly  study  and  strive  to 
make  each  Annual  Meeting  a stepping  stone  to  further 
ones  of  higher  interest. 

Section  1 1 . It  shall  Consider  and  advise  as  to  the 
material  interests  of  the  profession,  and  of  the  public 
in  those  important  matters  wherein  the  public  is 
dependent  upon  tlie  profession,  and  shall  use  its 
influence  to  secure  and  enforce  all  proper  medical 
and  public  health  legislation,  and  to  diffuse  informa- 
tion in  relation  thereto. 

Section  12.  It  shall  make  careful  inquiry  into  the 
condition  of  the  profession  of  each  county  in  the 
State,  and  shall  have  authority  to  adopt  such  methods 
as  may  be  deemed  most  efficient  for  building  up 
and  increasing  the  interest  in  such  county  societies 
as  already  exist  and  for  organizing  the  profession  in 
counties  where  societies  do  not  exist.  It  shall  especially 
and  systematically  endeavor  to  promote  friendly  inter- 
course between  physicians  of  the  same  locality  and 
shall  continue  these  efforts  until  every  physician  in 
every  county  of  the  State  who  will  agree  to  abide 
by  the  constitution,  bylaws  and  other  rules  and  regula- 
tions of  the  Association  and  the  appropriate  com- 
ponent society,  has  been  brought  under  medical  society 
influence. 


Section  13.  It  shall  encourage  postgraduate  work 
in  medical  centers  as  well  as  home  study  and  research 
and  shall  endeavor  to  have  the  results  of  the  same 
utilized  and  intelligently  discussed  in  the  county  soci- 
eties. 


Section  14.  It  shall  elect  representatives  to  the 
House  of  Delegates  of  the  American  Medical  Associa- 
tion in  accordance  with  the  Constitution  and  Bylaws 
of  that  body. 

Section  15.  It  shall,  upon  application,  provide  and 
issue  charters  to  county  societies  organized  in  con- 
formity with  the  Constitution  and  Bylaws  of  this 
Association. 

Section  16.  The  State  shall  be  divided  into  the  fol- 
lowing districts: 

No.  1 — Ballard,  Calloway,  Carlisle,  Fulton,  Graves, 
Hickman,  Livingston,  McCracken,  and  Marshall. 

No.  2 — Daviess,  Hancock,  Henderson,  McLean, 
Ohio,  Union,  and  Webster. 

No.  3 — Caldwell,  Christian,  Crittenden,  Hopkins, 
Lyon,  Muhlenberg,  Todd,  and  Trigg. 

No.  4 — Breckinridge,  Bullitt,  Grayson,  Green,  Har- 
din, Hart,  Larue,  Marion,  Meade,  Nelson,  Taylor, 
and  Washington. 

No.  5 — Jefferson. 

No.  6 — Adair,  Allen,  Barren,  Butler,  Cumberland, 
Edmonson,  Logan,  Metcalf,  Monroe,  Simpson,  and 
Warren. 

No.  7 — Anderson,  Carroll,  Franklin,  Gallatin, 
Grant,  Henry,  Oldham,  Owen,  Shelby,  Spencer,  and 
Trimble. 

No.  8 — Boone,  Campbell,  and  Kenton. 

No.  9 — Bath,  Bourbon,  Bracken,  Fleming,  Har- 
rison, Mason,  Nicholas,  Pendleton,  Scott,  and  Robert- 
son. 

No.  10— Fayette,  Jessamine,  and  Woodford. 

No.  11 — Clark,  Estill,  Jackson,  Lee,  Madison, 
Menifee,  Montgomery,  Owsley,  Powell,  and  Wolfe. 

No.  12 — Boyle.  Casey,  Clinton,  Garrard,  Lincoln. 
McCreary,  Mercer,  Pulaski,  Rockcastle,  Russell,  and 
Wayne. 

No.  13 — Boyd,  Carter,  Elliott,  Greenup,  Lawrence, 
Lewis,  Morgan,  and  Rowan. 

No.  14 — Breathitt,  Floyd,  Johnson,  Knott,  Letcher, 
Magoffin,  Martin,  Perry,  and  Pike. 

No.  15 — Bell,  Clay,  Harlan,  Knox,  Laurels,  Leslie, 
and  Whitley. 

District  meetings  may  be  held  as  desired,  and  Dis- 
trict Medical  Associations  may  be  organized  as  de- 
sired, according  to  the  districts  outlined  above. 

Section  17.  It  shall  have  authority  to  appoint  com- 
mittees for  special  purposes  from  among  members  of 
the  Association  who  are  not  members  of  the  House 
of  Delegates  and  such  committees  may  report  to  the 
House  of  Delegates  in  person,  and  may  participate  m 
the  debate  thereon. 

Section  18.  Except  as  provided  in  Chapter  VI, 
Section  4,  it  shall  approve  all  memorials  and  resolu- 
tions issued  in  the  name  of  the  Association  before  the 
same  shall  become  effective. 

Section  19.  A digest  of  proceedings  of  the  House 
of  Delegates  shall  be  published  in  the  Journal  of  the 
Association. 


CHAPTER  IV.  ELECTION  OF  OFFICERS 
AND  DELEGATES  TO  THE 
AMERICAN  MEDICAL  ASSOCIATION 

Section  1.  The  President-Elect  and  the  Vice  Presi- 
dent shall  be  elected  for  a term  of  one  year,  the 
President-Elect  succeeding  to  the  presidency  at  the 
expiration  of  his  term  as  President-Elect.  The  Vice 
President  shall  be  elected  from  the  same  general  area 


11.38 


December  1968  • The  Journal  of  th 


in  which  the  president  resides.  Delegates  to  the  AMA 
and  their  alternates  shall  be  elected  for  terms  of  two 
years.  The  Speaker  of  the  House  of  Delegates,  the 
Vice  Speaker,  the  Secretary,  and  the  Treasurer  shall 
be  elected  for  terms  of  three  years,  but  no  member 
shall  be  eligible  for  election  to  more  than  two  con- 
secutive full  terms  as  Secretary  or  Treasurer.  Trustees 
and  their  Alternates  shall  be  elected  for  terms  of 
three  years  and  Trustees  shall  be  limited  to  serving 
for  not  more  than  two  consecutive  full  terms.  The 
terms  of  the  Trustees  and  their  Alternates  shall 
coincide  and  be  so  arranged  that  one-third  of  the 
terms  expire  each  year,  insofar  as  possible,  provided, 
however,  that  nothing  contained  herein  shall  preclude 
an  Alternate  Trustee  from  serving  two  full  terms  as 
a Trustee.  No  member  shall  be  eligible  for  the  of- 
fice of  President,  President-Elect,  Vice  President, 
Speaker  or  Vice  Speaker  of  the  House  of  Delegates, 
Trustee  or  Alternate  Trustee  who  has  not  been  an 
active  member  of  the  Association  for  at  least  five 
years. 

Section  2.  During  the  last  meeting  of  the  regular 
session  of  the  House  of  Delegates,  the  Speaker  of 
the  House  of  Delegates  shall  submit  to  the  members 
of  the  House  of  Delegates  a list  of  ten  names  from 
which,  by  ballot,  the  House  of  Delegates  shall  select 
five  members  to  serve  as  the  Nominating  Committee 
for  the  next  year.  The  five  names  receiving  the 
most  votes  shall  form  the  committee.  The  committee 
shall  select  one  of  its  members  as  chairman  at  an 
organization  meeting  held  during  the  Interim  Meet- 
ing, or  at  some  other  appropriate  place  designated  by 
the  Board  of  Trustees  at  least  four  months  before 
the  Annual  Meeting.  The  committee,  in  addition  to 
such  other  meetings  as  it  may  choose  to  hold,  shall 
schedule  an  open  meeting  immediately  after  the  close 
of  the  first  meeting  of  the  House  at  each  Annual 
Meeting.  This  open  meeting  shall  be  held  in  the 
meeting  place  of  the  House  of  Delegates,  shall  re- 
ceive broad  publicity,  and  those  who  have  business 
to  discuss  with  the  committee  shall  have  a hearing. 
Before  noon  of  the  following  day,  the  committee 
shall  post  a bulletin  board  near  the  entrance  to  the 
hall  in  which  the  Annual  Meeting  is  being  held,  its 
nominations  for  each  office  to  be  filled,  and  shall 
formally  present  said  nominations  to  the  House  at 
the  time  of  the  election.  Additional  nominations  may 
be  made  from  the  floor  by  submitting  the  nomina- 
tions without  discussion  or  comment.  Vacancies  oc- 
curring on  the  Nominating  Committee  by  virtue  of 
death,  resignation,  or  disability,  shall  be  filled  by 
appointment  of  the  Speaker. 

Section  3.  The  election  of  officers  and  delegates  to 
the  AMA  and  their  alternates  shall  be  held  at  the 
second  meeting  of  the  regular  session  of  the  House 
of  Delegates. 

Section  4.  All  elections  shall  be  by  secret  ballot, 
and  a majority  of  the  votes  cast  shall  be  necessary  to 
elect.  Provided,  however,  that  when  there  are  more 
than  two  nominees,  the  nominee  receiving  the  least 
number  of  votes  on  the  first  ballot  shall  be  dropped 
and  the  balloting  shall  continue  in  like  manner  until 
an  election  occurs. 

Section  5.  Any  member  known  to  have  directly  or 
indirectly  solicited  votes  for,  or  sought  any  office 
within  the  gift  of  the  Association  shall  be  ineligible 
for  any  office  for  two  years. 

Section  6.  The  Delegates  representing  the  counties 
in  each  District  form  the  Nominating  Committee  for 
the  purpose  of  nominating  a Trustee  and  an  Alter- 
nate Trustee  for  the  District  concerned.  This  com- 
mittee shall  hold  a well-publicized  meeting  open  to 
all  active  members  of  the  District  concerned  who 
are  in  attendance  at  the  Annual  Meeting  for  the 
purpose  of  discussing  the  nomination  of  the  Trustee 
and  his  Alternate  to  serve  the  District.  Additional 
nominations  may  be  made  from  the  floor  when  the 
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Nominating  Committee  makes  its  report  to  the  House 
of  Delegates. 


CHAPTER  V.  DUTIES  OF  OFFICERS 

Section  1.  Except  as  provided  in  Chapter  11,  Section 
2 hereof,  the  President  shall  preside  at  all  scientific 
sessions  of  the  Association  and  shall  appoint  all  com- 
mittees not  otherwise  provided  for.  He  shall  deliver 
an  annual  address  at  such  time  as  may  be  arranged 
and  shall  perform  such  duties  as  custom  and  parlia- 
mentary usage  may  require.  He  shall  be  the  real  head 
of  the  profession  in  the  State  during  his  term  of  office 
and  so  far  as  practicable,  shall  visit  by  appointment, 
the  various  sections  of  the  State  and  assist  the  Trus- 
tees in  building  up  the  county  societies  and  in  making 
their  work  more  practical  and  useful.  He  shall  be  re- 
imbursed for  his  reasonable  and  necessary  travel 
expense  incurred  in  the  performance  of  his  duties  as 
President,  in  an  amount  not  to  exceed  the  total 
amount  appropriated  for  that  purpose  in  the  annual 
budget. 

Section  2.  The  President-Elect  shall  assist  the  Presi- 
dent in  visitation  of  county  and  other  meetings.  He 
shall  become  president  of  the  Association  at  the  next 
Annual  Meeting  following  his  election  as  president- 
elect. In  the  event  of  his  death  or  resignation,  or  if 
he  becomes  permanently  disqualified  or  disabled,  his 
successor  shall  be  elected  by  the  House  of  Delegates 
and  shall  be  installed  as  President  of  the  Association 
at  its  next  regular  session. 

Section  3.  The  Vice  President  shall  assist  the  Presi- 
dent in  the  discharge  of  his  duties,  and  shall  perform 
such  other  duties  as  may  be  prescribed  by  the  Board 
of  Trustees.  In  the  event  of  a vacancy  in  the  office  of 
the  President,  the  Vice  President  shall  succeed  to 
the  office  of  the  President. 

Section  4.  The  President-Elect  and  the  Vice  Presi- 
dent, when  acting  for  and  in  behalf  of  the  President, 
may  be  reimbursed  for  their  reasonable  and  necessary 
travel  expenses  incurred  in  the  performance  of  their 
duties,  in  such  amounts  as  may  be  available  out  of 
the  sum  appropriated  in  the  annual  budget  for  travel- 
ing expenses  of  the  President. 

Section  5.  The  Speaker  of  the  House  shall  preside 
at  all  meetings  of  the  House  of  Delegates.  He  shall  ap- 
point all  committees  of  the  House  of  Delegates  with 
the  approval  of  the  House  of  Delegates.  He  shall  be  a 
non-voting  member  of  said  committees,  and  shall  per- 
form such  other  duties  as  custom  and  parliamentary 
usage  may  require. 

Section  6.  The  Vice  Speaker  shall  assume  the  duties 
of  the  Speaker  in  his  absence,  and  shall  assist  the 
Speaker  in  the  performance  of  his  duties.  In  the  event 
of  the  death,  disability,  resignation,  or  removal  of  the 
Speaker,  the  Vice  Speaker  shall  automatically  become 
Speaker  of  the  House  of  Delegates. 

Section  7.  The  Secretary  shall  advise  the  Executive 
Secretary  in  all  secretarial  matters  of  this  Associa- 
tion and  shall  act  as  the  corporate  secretary  insofar 
as  the  execution  of  official  documents  or  institution 
of  official  actions  are  required.  He  shall  perform  such 
duties  as  are  placed  upon  him  by  the  Constitution  and 
Bylaws,  and  in  the  event  of  the  death,  resignation  or 
removal  of  the  Executive  Secretary,  shall  assume  the 
duties  of  that  office  until  the  vacancy  is  filled. 

Section  8.  The  Treasurer  shall  demand  and  receive 
all  funds  due  the  Association,  including  bequests  and 
donations.  He  shall,  if  so  directed  by  the  House  of 
Delegates,  sell  or  lease  any  real  estate  belonging  to 
the  Association  and  execute  the  necessary  papers  and 
shall,  subject  to  such  direction,  have  the  care  and  man- 
agement of  the  fiscal  affairs  of  the  Association.  All 
vouchers  of  the  Association  shall  be  signed  by  the 
Secretary  or  the  Executive  Secretary  and  shall  be 
countersigned  by  the  Treasurer  of  the  Association. 
Under  unusual  circumstances,  when  one  or  more  of 
the  above-named  officials  are  not  readily  available,  the 
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President  or  the  Chairman  of  the  Board  of  Trustees 
is  authorized  to  sign  the  vouchers,  provided  that  in 
any  event  all  vouchers  of  the  Association  shall  bear  a 
signature  and  a counter-signature.  All  five  officiab 
shall  be  required  to  give  bond  in  an  amount  to  be 
determined  by  the  Board  of  Trustees.  The  Treasurer 
shall  report  the  operations  of  h:s  office  annually  to  the 
House  of  Delegates,  via  the  Board  of  Trustees,  and 
shall  truly  and  accurately  account  for  all  funds  be- 
longing to  the  Association  and  coming  into  his  hands 
during  the  year.  His  accounts  shall  be  audited  annu- 
ally by  a certified  public  accountant  appointed  by  the 
Board  of  Trustees. 


CHAPTER  VI.  BOARD  OF  TRUSTEES 

Section  1.  The  Board  of  Trustees  shall  be  the 
executive  body  of  the  House  of  Delegates  and  be- 
tween sessions  of  the  House  of  Delegates  shall  exer- 
cise the  powers  conferred  upon  the  House  of  Dele- 
gates by  the  Constitution  and  Bylaws.  The  Board  of 
Trustees  shall  consist  of  the  duly  elected  Trustees  and 
the  President,  the  President-Elect,  the  Vice- 
President,  the  immediate  Past-President,  the  Speaker, 
and  Vice-Speaker  of  the  House  of  Delegates,  the 
Secretary,  the  Treasurer,  and  the  Delegates  to  the 
American  Medical  Association.  The  Executive  Com- 
mittee of  the  Board  of  Trustees  shall  consist  of  the 
President,  the  President-Elect,  the  Secretary,  the  Chair- 
man of  the  Board  of  Trustees,  the  Vice  Chairman  of 
the  Board  of  Trustees,  and  two  Trustees  to  be  elected 
annually  by  the  Board  of  Trustees.  A majority  of  the 
full  Board,  to-wit,  14,  and  a majority  of  the  full  Exec- 
utive Committee,  to-wit,  4,  shall  constitute  a quorum 
for  the  transaction  of  all  business  by  either  body.  Be- 
tween sessions  of  the  Board,  the  Executive  Committee 
shall  exercise  all  of  the  powers  belonging  to  the  Board 
except  those  powers  specifically  reserved  by  the  Board 
to  itself. 

Section  2.  The  Board  shall  meet  daily,  or  as  re- 
quired, during  the  Annual  Meeting  of  the  Association 
and  at  such  other  times  as  necessity  may  require, 
subject  to  the  call  of  the  Chairman  or  on  petition  of 
three  Trustees.  It  shall  meet  on  the  last  day  of  the 
Annual  Meeting  for  reorganization  and  for  the  out- 
lining of  the  work  for  the  ensuing  year.  It  shall, 
through  its  Chairman,  make  an  annual  report  to  the 
House  of  Delegates  at  such  time  as  may  be  pro- 
vided, which  report  shall  include  an  audit  of  the 
accounts  of  the  Treasurer  and  other  agents  of  this 
Association  and  which  shall  also  specify  the  character 
and  cost  of  all  the  publications  of  the  Association 
during  the  year,  and  the  amounts  of  all  other  property 
belonging  to  the  Association,  or  under  its  control, 
with  such  suggestions  as  it  may  deem  necessary. 
By  accepting  or  rejecting  this  report,  the  House  may 
approve  or  disapprove  the  action  of  the  Board  of 
Trustees  in  whole  or  in  part,  with  respect  to  any 
matter  reported  upon  therein.  In  the  event  of  a 
vacancy  in  any  office  other  than  that  of  President, 
the  Board  may  fill  the  same  until  the  annual  election. 

Section  3.  Each  Trustee  shall  be  organizer,  peace- 
maker and  censor  for  his  district.  He  shall  visit  each 
county  in  his  district  at  least  once  a year  for  the  pur- 
pose of  organizing  component  societies  where  none 
exist,  for  inquiring  into  the  condition  of  the  profession 
and  for  improving  and  increasing  the  zeal  of  the 
existing  component  societies  and  their  members.  He 
shall  likewise  hold  at  least  one  district  meeting  each 
year  in  order  to  afford  a forum  for  the  exchange  of 
views  on  problems  relating  to  organized  medicine  and 
for  postgraduate  scientific  study.  The  necessary  travel- 
ing expenses  incurred  by  a Trustee  in  the  line  of  his 
duties  herein  imposed  may  be  paid  by  the  Treasurer 
upon  a proper  itemized  statement,  but  this  shall  not  be 
construed  to  include  his  expenses  in  attending  the 
Annual  Meeting  of  the  Association. 

Section  4.  The  Board  shall  have  the  right  to  com- 
municate the  views  of  the  profession  and  of  the  As- 
sociation in  regard  to  health,  sanitation,  and  other 


important  matters,  to  the  public  and  press.  Such  com- 
munications shall  be  signed  by  the  President  of  the 
Association  and  the  Chairman  of  the  Board. 

Section  5.  The  Journal  of  the  Kentucky  Medi- 
cal Association  shall  be  the  official  organ  of  the 
Association  and  shall  be  published  under  the  super- 
vision of  the  Board.  The  Editor  of  the  Journal  shall 
be  elected  by  the  Board.  All  money  received  by  the 
Journal  or  by  any  member  of  its  staff  on  its  behalf, 
shall  be  paid  to  the  Treasurer  on  the  first  of  each 
month.  The  Board  shall  provide  for  and  superintend 
the  publication  and  distribution  of  all  proceedings, 
transactions,  and  memoirs  of  the  Association,  and 
shall  have  authority  to  appoint  such  assistants  to  the 
Editor  as  it  deems  necessary. 

Section  6.  All  commercial  exhibits  during  the  An- 
nual Meeting  shall  be  within  the  control  and  direction 
of  the  Board. 

Section  7.  In  the  event  of  the  death,  resignation, 
removal  or  disability  of  a Trustee,  between  sessions 
of  the  House  of  Delegates,  the  Alternate  Trustee 
shall  succeed  to  the  office  of  Trustee.  In  case  of  dis- 
ability, the  Alternate  shall  serve  until  the  disability 
is  removed  or  the  Trustee’s  term  expires,  and  in  the 
absence  of  the  Trustee,  the  Alternate  Trustee  shall 
vote  in  his  place  and  stead. 

Section  8.  The  Association,  upon  the  request  of  any 
member  in  good  standing  who  is  a defendant  in  a 
professional  liability  suit,  will  provide  such  member 
with  the  consultative  service  of  competent  legal  coun- 
sel selected  by  the  Secretary  acting  under  the  general 
direction  of  the  Executive  Committee.  In  addition, 
the  Association  may,  upon  application  to  the  Board 
outlining  unusual  circumstances  justifying  such  ac- 
tion, provide  such  member  with  the  services  of  an 
attorney  selected  by  the  Board  to  defend  such  suit 
through  one  court. 

Section  9.  The  Board  shall  employ  an  Executive 
Secretary  whose  principal  duty  shall  be  to  carry  out 
and  execute  the  policies  established  by  the  House  of 
Delegates  and  the  Board.  His  compensation  shall  be 
fixed  by  the  Board.  The  Executive  Secretary  shall  act 
as  general  administrative  officer  and  business  manager 
of  the  Association  and  shall  perform  all  administra- 
tive duties  necessary  and  proper  to  the  general  man- 
agement of  the  Headquarters  Office,  except  those 
duties  which  are  specifically  imposed  by  the  Constitu- 
tion and  Bylaws  upon  the  officers,  committees,  coun- 
cils and  other  representatives  of  the  Association.  He 
shall  refer  to  the  various  elected  officials  all  admin- 
istrative questions  which  are  properly  within  their 
jurisdiction. 

He  shall  attend  the  Annual  Meeting,  the  meetings 
of  the  House  of  Delegates,  the  meetings  of  the  Board, 
as  many  of  the  committee  and  council  meetings  as 
possible,  and  shall  keep  separately  the  records  of 
their  respective  proceedings.  He  shall,  at  all  times, 
hold  himself  in  readiness  to  advise  and  aid.  so  far 
as  is  possible  and  practicable,  all  officers,  committees, 
and  councils  of  the  Association  in  the  performance 
of  their  duties  and  in  the  furtherance  of  the  purposes 
of  the  Association.  He  shall  be  allowed  traveling  ex- 
penses to  the  extent  approved  by  the  Board. 

He  shall  be  the  custodian  of  the  general  papers  and 
records  of  the  Association  (including  those  of  the 
Treasurer)  and  shall  conduct  the  official  correspond- 
ence of  the  Association.  He  shall  notify  all  members 
of  meetings,  officers  of  their  election,  and  committees 
and  councils  of  their  appointment  and  duties. 

He  shall  account  for  and  promptly  turn  over  to 
the  Treasurer  all  funds  of  the  Association  which  come 
into  his  hands.  It  shall  be  his  duty  to  receive  all  bills 
against  the  Association,  to  investigate  their  fairness 
and  correctness,  to  prepare  vouchers  covering  the 
same,  and  to  forward  them  to  the  Treasurer  for  ap- 
propriate action.  He  shall  keep  an  account  with  the 
component  societies  of  the  amounts  of  their  assess- 
ments, collect  the  same,  and  promptly  turn  over  the 
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proceeds  to  the  Treasurer.  He  shall  within  thirty 
days  preceding  each  Annual  Meeting,  submit  his 
financial  books  and  records  to  a certified  public  ac- 
countant, approved  by  the  Board,  whose  report  shall 
be  submit!^  to  the  House  of  Delegates. 

He  shall  keep  a card  index  register  of  all  practition- 
ers in  the  State  by  counties,  noting  on  each  his  status 
in  relation  to  his  county  society  and  upon  request 
shall  transmit  a copy  of  this  list  to  the  American 
Medical  Association. 

He  shall  act  as  Managing  Editor  of  the  Journal 
of  the  Kentucky  Medical  Association  under  super- 
vision of  the  Board  and  in  a similar  capacity  to  the 
extent  that  other  publications  are  authorized  by  the 
House  of  Delegates. 

He  shall  perform  such  additional  duties  as  may 
be  required  by  the  House  of  Delegates,  the  Board, 
or  the  President,  and  shall  employ  such  assistants  as 
the  Board  may  direct.  He  shall  serve  at  the  pleasure 
of  the  Board,  and  in  the  event  of  his  death,  resigna- 
tion, or  removal,  the  Board  shall  have  the  power  to 
fill  the  vacancy.  From  time  to  time,  or  as  directed  by 
the  Board,  he  shall  make  written  reports  to  the  Board 
and  House  of  Delegates  concerning  his  activities  and 
those  of  the  Headquarters  Office. 

CHAPTER  VII.  DISCIPLINE  — THE 
JUDICIAL  COUNCIL 

Section  1.  There  is  hereby  created  a Judicial  Council 
composed  of  the  Secretary  of  the  Association  and 
four  members  to  be  elected  by  the  House  of  Dele- 
gates for  terms  of  four  years  each.  One  member  shall 
be  elected  from  each  of  the  traditional  eastern,  west- 
ern, and  central  districts,  and  one  member  from  the 
state  at  large.  Members  of  the  first  Judicial  Council 
shall  be  elected  for  terms  of  one,  two,  three,  and  four 
years,  respectively  so  that  thereafter,  one  member  will 
be  elected  each  year.  The  Council  shall  annually 
elect  a chairman. 

To  be  eligible  for  membership  on  the  Judicial 
Council,  a nominee  shall  possess  at  least  one  of  the 
following  qualifications:  (1)  Have  served  one  term 
as  an  officer,  trustee,  or  as  Delegate  to  the  AMA 
or  (2)  Have  served  five  years  as  a member  of  the 
House  of  Delegates. 

It  shall  be  the  duty  of  the  Board  of  Trustees  to 
nominate  at  least  one  candidate  for  each  vacancy  on 
the  Judicial  Council,  but  additional  nominations  may 
be  made  from  the  floor.  Vacancies  which  occur  be- 
tween Regular  Sessions  of  the  House  of  Delegates, 
shall  be  filled  by  the  Board  of  Trustees.  No  member, 
other  than  the  Secretary,  shall  serve  more  than  two 
consecutive  terms. 

Section  2.  The  Judicial  Council  shall  be  the  Board 
of  Censors  of  the  Association.  It  shall  be  the  final 
arbiter  of  all  questions  involving  the  right  and  stand- 
ing of  members,  whether  in  relation  to  other  mem- 
bers, to  the  component  societies,  or  to  this  Associa- 
tion. All  questions  of  an  ethical  nature  brought  be- 
fore the  House  of  Delegates  shall  be  referred  to  the 
Judicial  Council  without  discussion.  A member  who 
has  been  convicted  of  a felony  or  of  any  violation  of 
the  Medical  Practice  Act,  or  who  violates  any  of  the 
provisions  of  the  constitution,  bylaws,  or  any  rule  or 
regulation  of  this  Association,  or  the  Principles  of 
Ethics  of  the  American  Medical  Association  shall  be 
liable  to  censure,  fine,  suspension,  or  expulsion  upon 
order  of  the  Judicial  Council.  Provided,  however,  that 
if  in  addition  to  discipline  by  the  Association,  the 
Judicial  Council  shall  be  of  the  opinion  that  the 
offending  member’s  license  to  practice  medicine 
should  be  revoked,  it  shall  report  this  to  the  Board 
of  Trustees  as  a recommendation  that  the  Board 
refer  the  matter  to  the  State  Board  of  Health  for 
this  purpose. 

Upon  the  complaint  of  any  member  or  aggrieved 
individual  involved,  the  Judicial  Council  may  initiate 
disciplinary  proceedings  against  any  member,  and  may 
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intervene  in  or  supersede  county,  individual  trustee,  or 
district  disciplinary  proceedings,  whenever  in  its  sole 
judgment  and  opinion,  a disciplinary  matter  is  not 
being  handled  in  an  expeditious  manner,  and  may 
render  a decision  therein.  In  all  cases  in  which  the  As- 
sociation, rather  than  a member  or  aggrieved  indi- 
vidual, appears  to  be  the  real  party  in  interest,  the 
Judicial  Council  may  refer  the  complaint  to  the  Board 
of  Trustees  for  a determination  as  to  whether  prob- 
able cases  for  disciplinary  action  exist.  If  the  Board 
of  Trustees  resolves  this  question  in  the  affirmative, 
it  shall  so  charge  the  respondent  and  a representative 
of  the  Board  shall  thereupon  be  responsible  for  pre- 
senting the  evidence  in  support  of  such  charge  at  any 
hearing  held  thereon. 

In  all  proceedings  of  the  Judicial  Council,  the  due 
process  requirements  of  reasonable  notice  and  a full 
and  fair  hearing  shall  be  observed.  No  recommended 
disciplinary  decision  of  an  individual  trustee  or  any 
district  grievance  committee  shall  become  effective 
unless  and  until  approved  by  the  Judicial  Council. 

Section  3.  It  shall  consider  all  appeals  from  the 
recommended  decisions  of  Individual  trustees  and 
District  Grievance  Committees.  In  the  case  of  ap- 
peals from  the  decisions  of  individual  trustees,  the 
Judicial  Council  may  admit  such  oral  or  written  evi- 
dence as  in  its  judgment  will  best  and  most  fairly 
present  the  facts,  but  all  appeals  from  the  recom- 
mended decisions  of  District  Grievance  Committees 
shall  be  considered  on  the  record  made  before  such 
committee.  It  shall  be  the  duty  of  the  Secretary  to 
notify  the  parties  with  respect  to  its  disposition  of 
each  case. 

Section  4.  The  Judicial  Council  may  hear  appeals 
from  the  disciplinary  orders  of  component  societies. 
Provided,  however,  that  such  appeals  shall  be  con- 
sidered on  the  record  made  before  the  component 
societies. 

Section  5.  Efforts  toward  conciliation  and  compro- 
mise shall  precede  the  hearing  of  all  disciplinary 
cases,  but  the  decision  of  the  Judicial  Council  shall 
be  final. 

Section  6.  Component  societies  are  encouraged  to 
create  suitable  disciplinary  procedures  which  guaran- 
tee due  process,  and  to  dispose  of  all  disciplinary 
problems  which  come  to  their  attention.  It  is  recog- 
nized, however,  that  it  may  not  be  feasible  for  some 
societies  to  do  so,  and  the  District  Grievance  Com- 
mittees hereinafter  created,  are  designed  to  meet  the 
needs  of  county  societies  which  are  without  a func- 
tioning grievance  committee. 

Section  7.  The  trustee  of  each  district  is  hereby  de- 
signated the  chairman  of  his  District  Grievance  Com- 
mittee. The  Judicial  Council  shall  designate  two  addi- 
tional trustees  from  districts  adjoining  that  of  the 
chairman,  and  the  three  trustees  thus  selected  shall 
constitute  the  District  Grievance  Committee.  All 
grievances  which  cannot  be  resolved  by  individual 
trustees,  shall  be  referred  to  the  local  grievance 
committee  or  the  district  grievance  committee  for  the 
district  in  which  the  respondent  physician  or  county 
society  resides. 

Section  8.  District  Grievance  Committees  shall  in- 
vestigate every  grievance  coming  to  their  attention, 
taking  care  that  the  physician  complained  of  shall 
have  ample  opportunity  to  respond  to  the  complaint. 
If,  after  careful  investigation,  the  complaint  appears 
to  be  without  merit,  the  committee  shall  so  report 
to  the  Judicial  Council,  including  sufficient  facts  in 
its  report  to  enable  the  Judicial  Council  to  form  its 
own  conclusions. 

If  the  District  Grievance  Committee’s  investiga- 
tion indicates  that  the  member  may  be  a proper 
subject  of  disciplinary  action,  the  committee  shall, 
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upon  reasonable  notice,  hold  a hearing  at  which  the 
complainant  and  the  respondent  shall  be  entitled  to 
be  represented  by  counsel,  to  present  the  testimony  of 
witnesses  in  his  behalf,  and  to  cross-examine  witnesses 
against  him.  All  testimony  shall  be  under  oath  and 
shall  be  recorded  by  a competent  reporter  at  the  ex- 
pense of  the  Association,  but  shall  not  be  transcribed 
unless  and  until  an  appeal  is  taken  as  hereinafter  pro- 
vided. 

When  all  of  the  testimony  has  been  heard  and 
all  evidence  received,  the  committee  shall  make 
written  findings  and  recomendations  which  it  shall 
transmit  to  the  Judicial  Council,  furnishing  copies 
thereof  to  the  parties. 

Section  9.  Any  party  aggrieved  by  the  findings  or 
recommendations  of  the  committee,  may,  within  30 
days,  appeal  to  the  Judicial  Council.  Appeals  shall 
be  taken  by  filing  with  the  Secretary  a copy  of  the 
entire  record  made  before  the  District  Grievance 
Committee  (including  a transcript  of  the  testimony, 
procured  at  the  appellant’s  expense)  together  with  a 
written  statement  of  appeal  pointing  out  in  detail 
wherein  the  committee  has  erred,  and  directing  the 
attention  of  the  Judicial  Council  to  those  portions  of 
the  transcript  upon  which  he  relies,  provided,  how- 
ever, that  the  Judicial  Council  may  extend  the  time 
in  which  the  transcript  must  be  filed,  upon  request 
made  within  the  initial  thirty-day  period. 


CHAPTER  VIII.  COMMITTEES  AND  COMMISSIONS 

Section  1.  The  Board  of  Trustees  shall  have  authori- 
ty from  time  to  time  to  appoint,  fix  the  duties  of,  and 
abolish  such  standing  committees  and  commissions  as 
it  deems  necessary  or  desirable  to  assist  it  in  carrying 
on  the  Association’s  activities  in  the  fields  of  business 
and  scientific  meetings,  medical  education  and  hos- 
pitals, legislation,  medical  services,  communications 
and  public  service,  and  governmental  medical  serv- 
ices. 

Section  2.  The  Executive  Committee  shall  serve  as 
the  no.minating  committee  for  all  standing  committee 
and  commission  appointments,  but  the  trustees  may 
make  additional  nominations.  When  the  Executive 
Committee  sits  as  such  nominating  committee,  the 
President-Elect  shall  serve  as  Chairman. 

Section  3.  The  President,  with  the  advice  and  con- 
sent of  the  Chairman  of  the  Board  of  Trustees,  may 
appoint  temporary,  ad  hoc,  committees  to  perform 
specified  functions.  All  such  committees  shall  expire 
at  the  end  of  the  term  of  the  President  by  whom  ap- 
pointed. 

Section  4.  No  committee  or  commission  shall  have 
power  or  authority  to  fix  or  determine  Associational 
policy  or  to  commit  the  Association  to  any  course  of 
action,  such  powers  being  expressly  reserved  to  the 
House  of  Delegates  and  the  Board  of  Trustees. 

CHAPTER  IX.  ASSESSMENTS  AND  EXPENDITURES 

Section  1.  The  annual  dues  for  membership  in  this 
Association  shall  be  as  follows:  (1)  Active  Members, 
$80,  except  Active  Members  who  devote  all  of  their 
time  to  teaching  or  research  and  have  no  private 
practice,  $55;  (2)  Emeritus  Members,  no  dues;  (3) 
Associate  Members,  $10;  (4)  Inactive  Members,  $10; 
(5)  Student  Members,  $1;  (6)  Service  Members,  no 
dues;  (7)  Special  members,  no  dues.  Dues  fixed  by 
these  Bylaws  shall  constitute  assessments  against  the 
component  societies.  The  Secretary  of  each  com- 
ponent society  shall  forward  its  assessment  together 
with  its  roster  of  all  officers  and  members,  list  of 
delegates,  and  list  of  non-affiliated  physicians  of  the 
county  to  the  Secretary  of  this  Association  as  of  the 
first  day  of  January  in  each  year. 


Section  2.  Any  component  society  which  fails  to 
pay  its  assessments,  or  make  the  report  as  required, 
on  or  before  the  first  day  of  April  in  each  year,  shall 
be  held  as  suspended  and  none  of  its  members  or 
delegates  shall  be  permitted  to  participate  in  any  of 
the  business  or  proceedings  of  the  Association  or  of 
the  House  of  Delegates  until  such  requirements  have 
been  met. 

Section  3.  All  motions  and  resolutions  appropriat- 
ing money  shall  specify  a definite  amount  or  so 
much  thereof  as  may  be  necessary  for  the  purpose, 
and  must  have  prior  approval  of  the  Board  of  Trus- 
tees before  they  can  become  effective.  No  motion 
or  resolution,  the  adoption  of  which  would  require  a 
substantial  expenditure  of  funds,  shall  be  considered 
by  the  House  of  Delegates  unless  the  funds  have 
been  budgeted  or  are  provided  by  the  motion  or 
resolution. 


CHAPTER  X.  RULES  OF  CONDUCT 

The  principles  set  forth  in  the  Principles  of  Ethics 
of  the  American  Medical  Association,  together  with 
the  Constitution  and  Bylaws  of  the  Association  and 
all  duly  adopted  resolutions  of  the  House  of  Dele- 
gates, shall  govern  the  conduct  of  members  in  their 
relation  to  each  other  and  to  the  public. 


CHAPTER  XI.  RULES  OF  ORDER 

The  deliberations  of  this  Association  shall  be  gov- 
erned by  parliamentary  usage  as  contained  in  Robert’s 
Rules  of  Order,  unless  otherwise  determined  by  a 
vote  of  its  respective  bodies. 


CHAPTER  XII.  COUNTY  SOCIETIES 

Section  1.  Except  as  provided  in  Section  4 of  this 
Chapter,  all  county  medical  societies  in  this  state 
which  have  adopted  principles  of  organization  not  in 
conflict  with  this  Constitution  and  Bylaws  shall,  upon 
application  to  the  House  of  Delegates,  receive  a char- 
ter from  and  become  a component  part  of  this  As- 
sociation. 

Section  2.  As  rapidly  as  can  be  done  after  the 
adoption  of  this  Constitution  and  Bylaws,  a medical 
society  shall  be  organized  in  every  county  in  the  state 
in  which  no  component  society  exists,  and  charters 
shall  be  issued  thereto. 

Section  3.  Charters  shall  be  issued  only  upon  ap- 
proval of  the  House  of  Delegates  and  shall  be  signed 
by  the  President  and  Secretary.  The  House  of  Dele- 
gates shall  have  authority  to  revoke  the  charter  of 
any  component  society  whose  actions  are  in  conflict 
with  the  letter  or  spirit  of  this  Constitution  and  By- 
laws. 

Section  4.  Only  One  component  society  shall  be 
chartered  in  any  county.  Membership  in  the  compo- 
nent society  thus  created  shall  entitle  the  members 
thereof  to  all  the  rights  and  benefits  of  membership 
in  the  Kentucky  Medical  Association. 

Section  5.  In  sparsely  settled  sections  two  or  more 
component  societies  may  join  for  scientific  programs, 
the  election  of  officers,  and  such  other  matters  as 
they  may  deem  advisable.  The  component  societies 
thus  combined  shall  not  lose  any  of  their  privileges 
or  representation.  The  active  members  of  each  com- 
ponent society  shall  annually  elect  at  least  a Secre- 
tary and  a Delegate  for  the  transaction  of  its  busi- 
ness with  the  Association. 

Two  or  more  adjacent  component  societies  may 
also  combine  into  one  multi-county  component  so- 
ciety by  adopting  resolutions  to  that  effect  at  special 
meetings  called  for  that  purpose  on  at  least  ten 
days’  notice.  Copies  of  the  resolutions,  certified  as 
to  their  adoption  by  the  Secretary  of  each  society, 
shall  be  forwarded  to  the  Headquarters  Office.  If 
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approved  by  the  Board  of  Trustees,  the  multi-county 
society  shall  thereupon  be  issued  a charter,  the  con- 
solidating county  societies  shall  cease  to  exist  and 
the  multi-county  society  shall  become  a component 
society  of  this  Association;  provided,  however,  that 
the  active  members  residing  in  each  county  com- 
prising the  multi-county  society  shall  be  entitled  to 
elect  a delegate  or  delegates  to  the  House  of  Dele- 
gates, as  if  each  such  county  constituted  a component 
society  within  the  meaning  of  Section  12  of  this 
Chapter;  and  provided,  further,  that  multi-county  so- 
cieties may  elect,  at  large,  one  alternate  delegate  for 
each  delegate  to  which  it  is  entitled  under  this  sec- 
tion and  such  alternate  may  serve  in  the  absence 
of  the  delegate  for  whom  he  is  the  designated  alter- 
nate. 

Section  6.  Each  component  society  shall  be  the 
sole  judge  of  the  qualifications  of  its  own  members. 
All  members  of  component  societies  shall  be  members 
of  the  Kentucky  Medical  Association,  and  shall  be 
classified  in  accordance  with  Chapter  I,  Section  2 
of  these  Bylaws.  Provided,  however,  that  no  physician 
who  is  under  suspension  or  who  has  been  expelled 
shall  thereafter,  without  reinstatement  by  the  Board 
of  Trustees  be  eligible  for  membership  in  any  com- 
ponent society.  Any  physician  who  desires  to  become 
a member  of  the  Kentucky  Medical  Association  shall 
first  apply  to  the  component  society  in  the  county 
in  which  he  resides,  for  membership  therein.  Except 
as  hereinafter  provided  in  Sections  7 and/or  9 of 
this  chapter,  no  physician  shall  be  an  active  member 
of  a component  society  in  any  county  other  than 
the  county  in  which  he  resides. 

Section  7.  Any  physician  who  may  feel  aggrieved 
by  the  action  of  the  component  society  of  the  county 
in  which  he  resides,  in  refusing  him  membership,  shall 
have  the  right  to  appeal  to  the  Board  of  Trustees, 
which,  upon  a majority  vote,  may  permit  him  to 
apply  for  membership  in  a component  society  in  a 
county  which  is  adjacent  to  the  county  in  which  he 
resides. 

Section  8.  When  a member  in  good  standing  in  a 
component  society  moves  to  another  county  in  the 
State,  his  name,  upon  request,  shall  be  transferred 
without  cost  to  the  roster  of  the  component  society 
into  whose  jurisdiction  he  moves,  if  he  is  admitted  to 
membership  therein. 

Section  9.  A physician  whose  residence  is  closer 
to  the  headquarters  of  an  adjacent  component  society 
than  it  is  to  the  headquarters  of  the  component  society 
of  the  county  in  which  he  resides,  may,  with  the 
consent  of  the  component  society  within  whose  juris- 
diction he  resides,  hold  membership  in  said  adjacent 
component  society. 

Section  10.  Each  component  society  shall  have 
general  direction  of  the  affairs  of  the  profession  in 
the  county,  and  its  influence  shall  be  constantly  exert- 
ed for  bettering  the  scientific,  moral  and  material 
conditions  of  every  physician  in  the  county.  Systematic 
efforts  shall  be  made  by  each  member,  and  by  the 
society  as  a whole,  to  increase  the  membership  until 
it  embraces  every  qualified  physician  in  the  county. 

Upon  reasonable  notice  and  after  a hearing,  com- 
ponent societies  may  discipline  their  members  by 
censure,  fine,  suspension  or  expulsion,  for  any  breach 
of  the  Principles  of  Medical  Ethics  or  any  bylaw, 
rule  or  regulation  lawfully  adopted  by  such  societies 
or  this  Association.  At  every  hearing,  the  accused 
shall  be  entitled  to  be  represented  by  counsel  and 
to  cross-examine  witnesses,  and  the  society  shall  cause 
a stenographic  record  to  be  made  of  the  entire  pro- 
ceedings. The  stenographer’s  notes  need  not  be  tran- 
scribed unless  and  until  requested  by  the  respondent 
member. 

Any  physician  aggrieved  by  the  disciplinary  action 
of  a component  society  may,  within  ninety  (90)  days 
appeal  to  the  Judicial  Council,  whose  decision  shall 
be  final.  This  appeal  shall  be  in  writing  and  shall 
point  out  in  detail  the  errors  committed  by  the  county 
society.  It  shall  be  accompanied  by  a transcript  of 


the  proceedings  before  the  county  society,  procured 
ill  appellant’s  expense,  and  the  statement  of  appeal 
shall  direct  the  attention  of  the  Judicial  Council  to 
those  portions  of  the  transcript  upon  which  he  relies. 

Any  member  who  fails  or  refuses  to  comply  with 
the  lawful  disciplinary  orders  of  his  component  so- 
ciety shall,  if  such  failure  or  refusal  continues  for 
more  than  thirty  (30)  days,  be  automatically  sus- 
pended from  membership.  Provided,  however,  that 
an  appeal  shall  stay  the  suspension  until  a final  de- 
cision is  made  by  the  Judicial  Council. 

The  resignation  of  a member  against  whom  dis- 
ciplinary cnarges  are  pending  or  who  is  in  default 
of  the  disciplinary  judgment  of  his  county  society, 
a district  grievance  committee  or  the  Board  of  Trus- 
tees shall  not  be  accepted  and  no  member  who  is 
suspended  or  expelled  may  be  reinstated  or  read- 
mitted unless  and  until  he  complies  with  all  lawful 
orders  of  his  component  society  and  the  Board  of 
T rustees. 

Section  11.  Frequent  meetings  shall  be  encouraged, 
and  the  most  attractive  programs  arranged  that  are 
possible.  The  younger  members  shall  be  especially  en- 
couraged to  do  postgraduate  and  original  research 
work,  and  to  give  the  society  the  first  benefit  of  such 
labors.  Official  positions  and  other  references  shall 
be  unstintingly  given  to  such  members. 

Section  12.  At  the  time  of  the  annual  election  of 
officers,  each  component  society  shall  elect  a delegate 
or  delegates  to  represent  it  in  the  House  of  Delegates. 
The  term  of  a delegate  shall  commence  on  the  first 
day  of  the  regular  session  of  the  House  following  his 
election,  and  shall  end  on  the  day  before  the  first  day 
of  the  next  regular  session.  Provided,  however,  that 
component  societies  may  elect  delegates  for  more  than 
one  term  at  any  election.  Each  component  society 
may  elect  one  delegate  for  each  25  members  in  good 
standing,  plus  one  delegate  for  one  or  more  members 
in  excess  of  multiples  of  25.  Provided,  however  that 
each  component  society  shall  be  entitled  to  at  least 
one  delegate  regardless  of  the  number  of  members  it 
may  have  and  the  secretary  of  the  society  shall  send 
a list  of  such  delegates  to  the  Secretary  of  this  Associ- 
ation not  later  than  45  days  before  the  next  Annual 
Meeting.  It  shall  be  the  obligation  of  a component 
society  which  elects  delegates  to  serve  more  than  one 
year,  to  provide  the  KMA  Headquarters  Office  with 
a certified  list  of  its  delegates  each  year. 

Section  13.  The  secretary  of  each  component  society 
shall  keep  a roster  of  its  members  and  a list  of  non- 
affiliated  licensed  physicians  of  the  county,  in  which 
shall  be  shown  the  full  name,  address,  college  and 
date  of  graduation,  date  of  license  to  practice  in  this 
State,  and  such  other  information  as  may  be  deemed 
necessary.  He  shall  furnish  an  official  report  containing 
such  information  upon  blanks  supplied  him  for  the 
purpose,  to  the  Secretary  of  the  Association,  on  the 
first  day  of  January  of  each  year,  or  as  soon  thereafter 
as  possible,  and  at  the  same  time  the  dues  accruing 
from  the  annual  assessment  are  sent  in.  In  keeping 
such  roster  the  secretary  shall  note  any  change  in  the 
personnel  of  the  profession  by  death  or  by  removal  to 
or  from  the  county,  and  in  making  his  annual  report 
he  shall  be  certain  to  account  for  every  physician  who 
has  lived  in  the  county  during  the  year. 

Section  14.  The  secretary  of  each  component  society 
shall  report  to  the  Journal  of  the  Kentucky  Medical 
Association  full  minutes  of  each  meeting  and  for- 
ward to  it  all  scientific  papers  and  discussions  which 
the  society  shall  consider  worthy  of  publication. 


CHAPTER  XIII.  AMENDMENTS 

These  Bylaws  may  be  amended  at  any  session  of 
the  House  of  Delegates  by  a two-thirds  vote  of  all 
the  delegates  present  at  that  session,  after  the  amend- 
ment has  laid  on  the  table  for  one  day,  provided, 
however,  that  an  amendment  may  be  proposed  in  the 
report  of  a reference  committee  and  considered  by 
the  House  without  having  laid  on  the  table  for  one 
day. 
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Meningococcemia  and  Intravascular  Cloning:  The  Use  of  Heparin 
in  Management,  807 
Metastatic  'Tumors  of  the  Brain,  260 


Mycobacteria,  A Short  Term  Survey  of,  263 

P 

Pancreatic  Injury,  613 
Paroxysmal  Nocturnal  Hemoglobinuria,  445 
Pituitary  Freezing  As  A Means  of  Destruction  of  the  Gland, 
Experience  with  the  Technique  of.  43 
Pneumothorax,  Spontaneous,  Diagnosis  and  Treatment  of  in 
Patients  Aged  40  and  Over,  976 
Primary  Idiopathic  Segmental  Infarction  of  the  Greater  Omentum 
in  Children,  57 

Protein  and  Bilirubin-protein  in  Amniotic  Fluid  from  Rh- 
Isoimmunized  Mothers,  Significance  of,  363 

R 

Renovascular  Hypertension,  887 

s 

Shigellosis:  Complications  and  Associated  Diseases  in  Infants 
and  Children.  542 

Shock — Current  Concepts  of  Etiology,  Pathophysiology  and  Ther- 
apy, 1 69 

Sinus  and  Ear  Disease,  The  Management  of,  443 
Smoke.  Management  of  the  Patient  Overcome  by,  1051 
Splenic  Artery  Aneurysm;  Brief  Review  with  Two  Case  Re- 
ports, 811 

T 

Template  Technique  for  Cleft  Lip  Repair.  The.  366 

U 

Upper  Extremity,  Management  of  Acute  Injuries  of  the,  705 
Urinary  Tract  Injuries  during  Pelvic  Surgery.  457 


AUTHORS  OF  SCIENTIFIC  ARTICLES 
A 

Andrews,  B.  F.,  357,  363 

B 

Bobo,  Mary  Frances,  807 
Bryant,  Lester  R„  701,  891 

C 

Camp.  Frank  R.,  Jr.,  1057 
Capapas,  Lena,  970 
Caudill,  Neville.  895 
Conner,  Eugene  H.,  1051 

D 

Deuschle,  K.  W„  263 
Dzenitis,  Andrievs  J.,  260 
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E 

Eakins,  J.  Kenneth,  439 

F 

Ferguson,  F.  F.,  887 
Fleming,  Sally  J.,  803 
Fleming,  Timothy  G.,  803 
Fullmer,  Mark  A.,  169 


G 

Gabhert,  William  R.,  967 
Gardner,  William  C„  887 
Griffen,  Ward  O.,  Jr.,  57 


H 

Hall,  Bryan  Davis,  626 
Haynes,  Douglas  M.,  457 
Heumpfner.  H.  R.,  263 
Hilbun,  WUliam  B„  978 
Hoffman,  J.  H..  357,  363 
Hopwood,  Anne  H.,  967 
Holland,  Phillip,  807 
Hopkins,  William  E.,  354 
Hrdlicka,  Larry,  895 
Hughes,  Walter  T.,  542 
Humphrey,  Loren  J.,  535 
Hutchins,  Louise  G.,  149 


J 

Jernigan,  William  R„  887 


K 

KalayU,  P„  357 
Kauffman.  H.  M.,  Jr.,  535 
Kim,  Myung-Hi,  542 
IGatz,  Robert  C.,  366,  443 


L 

Lansing,  Allan  M.,  347 
Leight,  Leonard,  970 
Limper,  Margaret  A.,  439 
Litzenberger,  W.  A.,  156 
Long,  Graydon  A.,  976 


M 

Maddy,  James  A.,  43 
Marshall,  T R„  540 
Mayo,  Porter,  976 
McCrocklin,  Kenneth  H.,  613 
McElvein,  Richard  B„  976 
McWhorter,  Howard  B.,  445 
Moore,  Condict,  255 
Mullen,  J^es  W.,  57 
Mullins,  Fitzhugh,  255 


N 

Norrell,  Horace,  43 


SPECIAL  ARTICLES 
B 

Border  Physicians  May  Be  Subject  to  Fair  Labor  Standards 
Act.  814 

C 

ChallengK  We  Face,  The,  898 

Community  Medicine  in  Argentina:  Experiences  in  a Cross- 
Cultural  Clerkship,  465 
Conference  on  Medical  Education,  554,  628 
Costs  for  Custodial  Care  in  a Hospital  or  Extended  Care  Facil- 
ity Under  Part  A or  Part  B of  Title  XVTII  Are  Not  a Lia- 
bility of  the  Government  under  the  Medicare  Act,  271 

D 

Drugs  and  the  Physician-Patient  Relationship,  1062 

H 

Home  Evaluation  Forms  for  High-Risk  Infants,  174 

I 

Inactivated  Measles  Vaccine;  Discontinuance  of  Use.  62 

M 

Medical  Problems  in  Riot  Situations,  464 

O 

OEO  Programs  in  Kentucky,  712 

P 

Presidential  Address,  984 

R 

Remarks  of  the  President,  369 


AUTHORS  OF  SPECIAL  ARTICLES 
A 


Asman,  Henry  B.,  898 
Brockman,  George  F.,  984 

Cunningham.  Guy  C.,  174 

Fleming,  Sally  J.,  465 
Fleming,  Timothy  G.,  465 

Hughes,  Walter  T.,  62 


B 

C 

F 

H 

R 


Rouse,  Milford  O.,  369 

S 

Smith,  Donn  L.,  M.D.,  1062 

EDITORIALS 


O 

Oberst,  Charles  R.,  457 


P 

Playforth,  R.  Herman.  169 


R 

Riedel,  Richard  D..  347 


S 

Sexton,  Jo  Anne,  37 
Shabetai.  Ralph,  701,  891 
Shackelford,  Ellen.  807 
Shields,  Charles  E.,  1057 
Slusher,  Eugene,  811 


T 

Tennant,  Forest  S.,  Jr  , 618 
Thomas,  Donald  M„  1051 
Thomas,  P P.,  363 
Trinkle,  J.  Kent,  169,  701,  891 


W 

Watson,  K.  A.,  263 
Weeks.  Paul  M„  705 
Weiss.  Moiris  M.,  Jr.,  618,  970 
Wilson,  Charles  B.,  43 
Winternitz,  William  W.,  43 
Wolfe.  W M..  Jr.,  357,  363 
Wood,  Richard  C,  701 


A 

Appalachia  and  the  Presbyterians,  650 

C 

Challenge,  822 

Come  to  the  Meeting,  821 


G 

Gastroscopy  As  a Diagnostic  Aid,  986 
Group  Practice  of  Medicine.  The,  562 


Joseph  P.  Sanford,  470 


J 


One  Step  Further,  63 


O 


P 

Polluted  Air,  175 
President,  The  New,  986 
Progress  Report,  821 


R 

Rebirth,  273 

Report  of  the  Health  Manpower  Commission,  176 
Revival  of  the  Physical  Examination,  905 


S 

Seeking  Public  Office — A Challenge  to  the  Physician,  1064 


T 

Tetanus  Prophylaxis.  274 
Thank  You,  A.  1064 
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w 

Where  Are  We  Headed?,  720 

Whether  True  or  False — It  Seems  To  Make  No  Difference,  375 


AUTHORS  OF  EDITORIALS 
C 

Chambers,  J.  S.,  822 

Coe,  Walter  S.,  176,  562,  720,  821,  905,  986,  1064 

G 


Gardner,  Hoyt  D.,  273 


H 


Hume,  Walter  I.,  Jr.,  175 

O 

Overstreet,  Sam  A.,  63,  375,  470,  650,  821,  986 


Robbins,  Robert  E.,  274 


R 


Stevens,  David  B.,  1064 


S 


ORGANIZATION  SECTION 


A 


AMA  Clinical  Convention,  Annual,  To  Be  Dec.  1-4  in  Miami 
Beach,  830 

AMA  Convention,  Color  TV  and  Scientific  Programs  To  High 
light,  378 

AMA  Convention,  Annual,  Kentucky  Represented  by  90  Phy 
sicians  at,  756 

AMA  Convention  in  Houston,  28  Ky.  Doctors  Attend,  78 

AMA  Councils,  Committees,  Seven  Ky.  Physicians  Appointed  to 
284 

AMA.  KMA  Praise  PAC  Movement;  Urge  Continuing  Support 
187 


AMA  Names  N.Y.  Physician  President-Elect  in  June,  755 
AMA  Plans  117th  Annual  Meeting  June  16-20  in  San  Eran- 
cisco,  282 

AMPAC  Workshop,  Eleven-Member  Ky.  Delegation  Attends,  379 
Annual  Meeting,  Color  TV,  President’s  Luncheon  To  High- 
light, 830 

Annual  Meeting,  KMA,  Auxiliary  Plan  Reception  during,  830 
Annual  Meeting  Scientific  Program  Sept.  25,  "Emergency  Med- 
ical Care”  Color  TV  Panel  Discussion  and  Speeches  To  Be 
Highlight  of,  566 

Annual  Meeting,  Twenty-One  Scientific  Exhibits  Set  for  Dis- 
play at,  831 

Applegate,  William,  Named  KMA  Executive  Assistant,  912 
Arthritis  Foundation,  UL  To  Hold  Rheumatic  Diseases  Sympo- 
sium, 284 

Association  Funds  Distribution  Depicted  by  Graphs,  917 
Auto  Safety  Research  Program  Begins  Fourth  Study  Phase,  758 
Automobile  Safety  Study  Enters  Third  Phase  of  Program  in 
Ky.,  79 

Automotive  Safety  Awards  Go  To  Post  Office,  Div.  of  Police,  660 
Auxiliary  Elects  Mrs.  Gardner,  Installs  Mrs.  McBeath,  989 
Awards  Nominations  Accepted  at  KMA  Interim  Meeting,  187 


B 

Board  of  Trustees  Minutes,  Digest  of,  577 

Brockman,  George  F.,  M.  D.,  AMA  Board  Appoints  to  Newly 
Formed  Committee,  282 


C 

Cawood,  Walter  L.,  M.D.,  House  Chooses  KMA  President- 
Elect,  988 

Committees  and  Commissions.  KMA,  for  1968-69  Associational 
Year,  1124 

Cox.  Robert  G.,  Board  of  Trustees  Names  Executive  Secretary 
of  KMA,  567 


D 

Diabetes  Camp,  Third  Children’s  Set  August  4-17  in  Lexington, 
385 


F 

Fair  Labor  Standards  Act,  How  Much  Do  You  Know  About?, 
286 

Fortune.  Carl  L.,  M.D.,  Wathen,  Charles  A.,  M.D.,  KMA  Top 
Awards  Given  To 


0 

Golf  Fans  Urged  To  Mail  Coupon,  578 

H 

Harvey,  Daryl  P.,  M.D.,  Governor  Appoints  to  State  Board  of 
Health.  187 

Health  Conf.,  Planning  Mtg.  for.  Includes  Four  Ky.  Participants. 

912 

Hess,  Lee  C.,  M.D.,  Board  Names  Chairman,  Sehlinger,  George 
A.,  M.D.,  Vice  Chairman,  988 

Home  Care  Conference  Schooled  October  16-17  in  Louisville, 
831 

House  of  Delegates  Summary,  KMA,  999 


I 

Immunization  Week,  State,  May  5-11  Proclaimed  by  Governor 
As.  380 

Inactive  Health  Manpower  Proj.  Seeks  Physician  Panicipation, 
474 

Interim  Meeting  Termed  Highly  Successful,  Well-Attended,  568 

Interim  Meeting,  High  Attendance  Anticipated  at  KMA,  378 

Interim  Meeting  April  17-18,  Stimulating  Sessions  Featuring 
Prominent  National  Speakers  To  Highlight  19th  Annual 
KMA,  77 

Interim  Meeting  April  17  and  18,  Topics  of  Vital  Interest  to 
Physicians  Planned  by  Authorities  Scheduled  To  Speak  at.  280 

Interim  Meeting,  1969.  To  Be  March  26-27  in  Lexington,  1122 

Isbell,  Harris,  M.D.,  Lansing,  Allan  M..  M.D.,  Receive  1968 
KMA  Faculty  Awards,  990 

J 

Johnston,  Coleman,  M.D.,  To  Head  Ky.  Chapter,  American 
College  of  Surgeons,  473 


K 

KAGP  Annual  Assembly  To  Have  Prominent  Guest  Speakers,  379 
KEMPAC  Elects  Officers  at  Annual  Board  Meeting,  1122 
KEMPAC  Seminar,  Annual,  Hosts  Ky.  Senatorial  Candidates, 
830 

KEMPAC  Seminar  Program,  AMPAC  Board  Member  to  Appear 
on,  830 

Ky.  Chapter  AAP  and  CEC  To  Hold  Pediatrics  Symposium  Feb. 
28.  188 

Ky.  Chapter.  ACS  Meeting,  Two  Special  Committees  Announced 
for.  756 

Kentucky  Dental  Association,  Dr.  Downing  Named  President- 
Elect  of,  473 

Ky.  General  Assembly  Summarized  by  Dr.  Rainey.  Actions  of, 
472 

KHA  Elects  Mr.  Crozier  at  Mtg.;  Installs  Mr.  Meriwether,  474 
KMA  Annual  Meeting,  Out-of-State  Guest  Speakers  To  Parti- 
cipate on  Color  TV  Panels  with  Kentucky  Physicians  at.  Sept. 
24-26,  654 

KMA  Annual  Meeting,  Preliminary  Program  Released  For,  567 
KMA  Annual  Meeting  September  24-26  in  Louisville,  Color 
TV  Panel  Sessions  To  Be  Featured  on  Scientific  Program  at 
1968.  472 

KMA  Auxiliary  Fall  Conference  Held  November  14  in  Louis- 
ville, 1122 

KMA  Session,  Medical  Groups  Plan  Meetings  To  Complement, 
832 

KMA  Trustee  Districts  Hold  Meetings  in  May,  Three,  573 
KMA  Trustee  Districts  Schedule  May  Meetings,  Three,  378 
KNA  Holds  62nd  Convention  Oct.  9-1 1 in  Louisville,  1122 
Ky.  Ob-Gyn  Society  To  Have  Annual  Session  April  26,  283 
KPA  Names  Louisville  Pharmacist  President-Elect  at  July  Meet- 
ing, 831 

Ky.  Public  Health  Assn.  Chooses  President-Elect  at  Annual  Mtg., 
478 

Ky.  Senate  and  House  Rosters  Listed  for  1968  Assembly,  82 
Ky.  Surgical  Program  To  Feature  Speaker  from  Yale  University. 
380 

Key  Man  Orientation  Conference  Held  January  4 at  Frank- 
fort. 188 

KSAMA  Has  Record  Attendance  at  Sixth  Annual  Convention,  660 
Ky.  Thoracic  Society  Plans  Fall  Conference  Nov.  8-9,  911 

L 

Lansing,  Allan  M.,  M.D..  Isbell,  Harris,  M.D.,  Receive  1968 
KMA  Faculty  Awards.  990 

L.  E.  Smith  Lecture.  Canadian  Physician  To  Deliver  Annual,  912 
Lewis,  Blaine,  M.D.,  Named  President-Elect  of  Kentucky  Sur- 
gical Society.  656 

M 

Medical  Education  Conf.  Termed  Highly  Successful,  Second,  286 
Medical  Scholarship  Fund.  Eight  Students  To  Receive  Loans  from. 
572 

Medicare  Law  Changes  Outlined  in  Letter  to  Ky.  Physicians.  192 
Membership,  KMA,  Reaches  All-Time  High  This  Year.  1006 
Membership  Roster,  KMA  Adds  30  Physicians  To,  661 
Methodist  Hospital  Postgraduate  Day  Set,  Annual,  1122 

N 

Newborn  Symposium  Planned  November  12-13,  Second,  911 
Nigh’s,  Lt.  Governor,  Talk  Highlights  Luncheon,  990 
Noer,  Rudolf  J.,  M.D.,  Elected  President  of  Southern  Surgical 
Society,  78 

O 

Ob-Gyn  Meeting,  Ky.  Div.,  American  Cancer  Society  To  Support, 
380  , . 

Oral  Cancer  Symposium  on  Diagnosis  To  Be  Sept.,  14,  Fourth, 

Orientation  Course  Attendance  Reported  for  Sixth  Session,  759 
Orientation  Course  To  Be  Offered  April  17,  New  Member.  280 
Orientation  Program,  KMA,  Draws  Record  Attendance  Sept.  23. 
1005 

OVRMP  Panel  Discussion  To  Feature  Outstanding  Personalities  at 
KMA  Interim  Meeting  Opening  Session  April  17,  186 

P 

Pediatricians  and  Radiologists  Plan  Annual  Spring  Programs,  282 
Placement  Service  Provides  Two-Way  Information  Flow,  KMA. 

President’s  Luncheon  To  Feature  Oklahoma’s  Lt.  Governor  Nigh. 

Public  Comment,  Report  C on.  Adopted  by  AMA  House,  911 


1146 


December  1968  • The  Journal 


Q 


Quertermous,  John  C.,  M.D.,  Reports  Results  of  KEMPAC 
Candidate  Support,  78 


R 

Radiology,  Visiting  Professor  of,  To  Lecture  at  UK  Med.  Center, 
380 

Roddick,  John  W..  M.D.,  Ky.  Ob-Gyn  Society  Names  Pres.- 
Elect,  656 

Rulander,  John  G.,  To  Head  KAGP;  Rainey,  Fred  C.,  M.D., 
Honored  at  Mtg.,  573 


S 

Sanford,  Mr.,  Honored  by  KMA  at  President’s  Luncheon,  991 

Scholarship  Fund,  Contribution  to.  Honors  Graduation  Cen- 
tennial, 385 

Sehlinger,  George  A.,  M.D.,  Hess,  Lee  C.,  M.D.,  Board  Names 
Vice  Chairman,  Chairman,  988 

Senior  Day  Programs  for  UL,  UK  Medical  Students,  KMA 
Holds,  473 

Senior  Day  Programs  To  Feature  Dr.  Wilbur  and  Dr.  Jarvis,  284 

Seventh  KMA  Trustee  District  To  Meet  in  Shelbyville,  187 

Simpson,  G.  L.,  M.D.,  Day  Proclaimed  Dec.  2 in  Muhlenberg 
County,  79 

SMA  Meeting  Has  High  Attendance  Among  Kentucky  Physi- 
cians, 78 

Spurling,  Glen,  M.D.,  Neurosurgeon,  Dies  in  California  at  73, 
286 


T 

Tenth  Trustee  District  To  Meet  February  13  in  Lexington,  186 

Third  KMA  Trustee  District  Plans  April  23  Meeting,  378 

Trustee  Districts  Meet  in  1967-68  Associational  Year,  Twelve, 
657 

Trustee  Districts  To  Meet  in  January,  Three  KMA,  77 


U 

U of  L Alumni  Chairmen  Selected  for  Annual  September  Re- 
unions, 656 

U of  L Oral  Cancer  Symposium  Scheduled  February  10,  79 


W 


Wathen,  Charles  A.,  M.D.,  Fortune,  Carl  L.,  M.D.,  KMA  Top 
Awards  Given  To,  990 

Wilson,  M.  Robert,  M.D.,  Among  Guests  To  Speak  at  Lex- 
ington Clinic  Conference,  188 


TWO  INTERNISTS— Board  Eligible 
or  Certified,  wanted  by  multi-spe- 
cialty group  in  Central  Texas  As- 
sociated with  100-bed  hospital;  $20- 
$24,000  annual  salary;  early  partner- 
ship; no  investment.  Write  G.  H. 
Wahle,  Jr.,  M.  D.  King’s  Daughters 
Clinic,  Temple,  Texas,  or  call  collect 
817  778-5501. 


% 


Just  one  tablet  at  bedtime  • Prevents  pain- 
ful night  leg  cramps  • Permits  restful  sleep 

How  many  of  your  patients  stamp  their  feet  at  night 
and  lose  sleep  because  of  painful  leg  cramps?  Un- 
less prompted,  they  usually  fail  to  report  this  dis- 
tressing condition  and  suffer  needlessly. 

One  tablet  of  QUINAMM  at  bedtime  usually  con- 
trols distressing  night  cramps  and  permits  restful 
sleep  with  the  initial  dose. 

Prescribing  information  — Composition:  Each  white,  beveled, 
compressed  tablet  contains:  Quinine  sulfate,  260  mg.,  Amino- 
phylline,  195  mg.  Indications:  For  the  prevention  and  treat- 
ment of  nocturnal  and  recumbency  leg  muscle  cramps,  in- 
cluding those  associated  with  arthritis,  diabetes,  varicose 
veins,  thrombophlebitis,  arteriosclerosis  and  static  foot  de- 
formities. Contraindications:  QUINAMM  is  contraindicated  in 
pregnancy  because  of  its  quinine  content.  Side  Effects/ 
Precautions:  Aminophylline  may  produce  intestinal  cramps 
in  some  instances,  and  quinine  may  produce  symptoms  of 
cinchonism,  such  as  tinnitus,  dizziness,  and  gastrointestinal 
disturbance.  Discontinue  use  if  ringing  in  the  ears,  deafness, 
skin  rash,  or  visual  disturbances  occur.  Dosage:  One  tablet 
upon  retiring.  Where  necessary,  dosage  may  be  increased  to 
one  tablet  following  the  evening  meal  and  one  tablet  upon 
retiring.  Supplied:  Bottles  of  100  and  500  tablets. 

THE  NATIONAL  DRUG  COMPANY 

DIVISION  OF  RICHARDSON  MERRELL  INC. 

PHILADELPHIA,  PENNSYLVANIA  19144 
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HENRY  B.  ASMAN,  1169  Eastern  Pkwy.,  Louisville  (502)  454-4649  President 

WALTER  L.  CAWOOD,  1200  Bath  Ave.,  Ashland  (606)  325-1665 President-Elect 

GEORGE  F.  BROCKMAN,  2 E.  Main  Cross,  Greenville  (502)  338-3660.  . . .Immediate  Past  President 

EDWIN  P.  SOLOMON,  JR.,  910  Heyburn  Bldg.,  Louisville  (502)  585-4123 Vice  President 

S.  RANDOLPH  SCHEEN,  1249  Medical  Arts  Bldg.,  Louisville  (502)  451-1661 Secretary 

KEITH  P.  SMITH,  Medical  Arts  Bldg.,  Corbin  (606)  528-3211  Treasurer 
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In  the  meantime... Ornade"^ 


Prompt  relief  from  nasal  congestion  and  hypersecretion  due  to  colds. 

Before  prescribing,  see  complete  prescribing  information  in  SK&F  literature  or  PDR. 
Contraindications:  Glaucoma,  prostatic  hypertrophy,  stenosing  peptic  ulcer,  pyloroduodenal  or 
bladder  neck  obstruction. 

Precautions:  Use  cautiously  in  the  presence  of  hypertension,  hyperthyroidism,  coronary  artery 
disease:  warn  vehicle  or  machine  operators  of  possible  drowsiness. 

Usage  in  Pregnancy:  Use  in  pregnancy,  nursing  mothers  and  women  who  might  bear  children  only 
when  potential  benefits  have  been  weighed  against  possible  hazards. 

Note:  The  iodine  in  isopropamide  iodide  may  alter  PBI  test  results  and  will  suppress  1'^'  uptake; 
discontinue  'Ornade'  one  week  before  these  tests. 

Adverse  Reactions:  Drowsiness,  excessive  dryness  of  nose,  throat  or  mouth;  nervousness; 
insomnia.  Other  known  possible  adverse  reactions  of  the  individual  ingredients:  nausea,  vomiting, 
diarrhea,  rash,  dizziness,  fatigue,  tightness  of  chest,  abdominal  pain,  irritability,  tachycardia, 
headache,  incoordination,  tremor,  difficulty  in  urination.  Thrombocytopenia,  leukopenia  and 
convulsions  have  been  reported. 

Supplied  : Bottles  of  50  capsules. 

One  capsule  q12h  for  round-the-clock  relief 


Ornade' 

Spansule"^  capsules 


Trademark  Each  capsule  contains  8 mg.  of  Teldrin®  (brand  of 
chlorpheniramine  maleate) ; 50  mg.  of  phenylpropanolamine 
hydrochloride;  2 5 mg.  of  isopropamide,  as  the  iodide. 


brand  of  sustained  release  capsules 


Smith  Kline  & French  Laboratories 


tor  bed. 


hut  not 
tor 
sleep 


because  psychic  tension 
may  not  stop  at  niyht 

The  calming  action  of  Valium  (diaz- 
epam) helps  counteract  psychic  ten- 
sion and  reduce  overreaction  to 
stresses  during  the  day.  Often  the  t.i.d. 
dosage  schedule  is  enough  to  prevent 
build-up  of  tenseness  that  may  inter- 
fere with  sleep  at  night. 

However,  when  psychic  tension  does 
contribute  to  sleeplessness.  Valium 
can  be  especially  useful.  A tablet  at 
bedtime,  added  to  the  daytime  t.i.d. 
dosage,  can  help  your  patient  be 
ready  for  bed  and  for  sleep. 


Before  prescribing,  please  consult  complete 
product  information,  a summary  of  which 
follows: 

Indications:  Tension  and  anxiety  states; 
somatic  complaints  which  are  concomitants 
of  emotional  factors;  psychoneurotic  states 
manifested  by  tension,  anxiety,  apprehension, 
fatigue,  depressive  symptoms  or  agitation; 
acute  agitation,  tremor,  delirium  tremens  and 
hallucinosis  due  to  acute  alcohol  withdrawal; 
adjunctively  in  skeletal  muscle  spasm  due  to 
reflex  spasm  to  local  pathology,  spasticity 
caused  by  upper  motor  neuron  disorders, 
athetosis,  stiff-man  syndrome,  convulsive 
disorders  (not  for  sole  therapy). 

Contraindicated:  Known  hypersensitivity  to 
the  drug.  Children  under  6 months  of  age. 
Acute  narrow  angle  glaucoma. 

Warnings:  Not  of  value  in  psychotic  patients. 
Caution  against  hazardous ijccupatiohs 
requiring-complete  mental  alertness.  When 
used  adjunctively  in  convulsive  disorders, 
possibility  of  increase  in  frequency  and/or 
severity  of  grand  mal  seizures  may  require 
increased  dosage  of  standard  anticonvulsant 
medication;  abrupt  withdrawal  may  be 
associated  with  temporary  increase  in 
frequency  and/or  severity  of  seizures.  Advise 
against  simultaneous  ingestion  of  alcohol  and 
other  CNS  depressants.  Withdrawal  symp- 
toms have  occurred  following  abrupt 
discontinuance.  Keep  addiction-prone 
individuals  under  careful  surveillance 
because  of  their  predisposition  to  habituation 
and  dependence.  In  pregnancy,  lactation  or 
women  of  childbearing  age,  weigh  potential 
benefit  against  possible  hazard. 

Precautions:  If  combined  with  other  psycho- 
tropics or  anticonvulsants,  consider  carefully 
pharmacology  of  agents  employed.  Usual 
precautions  indicated  in  patients  severely 


depressed,  or  with  latent  depression,  or  with 
suicidal  tendencies.  Observe  usual  pre- 
cautions in  impaired  renal  or  hepatic 
function.  Limit  dosage  to  smallest  effective 
amount  in  elderly  and  debilitated  to  preclude 
ataxia  or  oversedation. 

Side  Effects:  Drowsiness,  confusion,  diplopia, 
hypotension,  changes  in  libido,  nausea, 
fatigue,  depression,  dysarthria.  Jaundice, 
skin  rash,  ataxia,  constipation,  headache, 
incontinence,  changes  in  salivation,  slurred 
speech,  tremor,  vertigo,  urinary  retention, 
blurred  vision.  Paradoxical  reactions  such  as 
acute  hyperexcited  states,  anxiety,  hallucina- 
tions, increased  muscle  spasticity,  insomnia, 
rage,  sleep  disturbances,,.stiflTtiTation,  have 
been  reported;  shouldThese  occur,  discon- 
tinue drug^Js^ated  reports  of  neutropenia, 
jaundice,-  periodic  blood  counts  and  liver 
function  tests  advisable  during  long-term 
therapy. 


Valium' 

( diazepam) 


Roche® 

LABORATORIES 
Division  of  Hoffmann-La  Roche  Inc. 
Nutley.  New  Jersey  07110 


/ c 


't 


1 » . 


-1  -W  ' 


^ ' ... 


■ rU-1 


. it.  ■ . - • • ’. 


'f  .;  •' 


iC\ 


•S- 


t 


:»  / 


4 

i *■ 


K 


< ' ■ < 


I 


r ^ •-  ^ - , -.  . li 


a 


rV'-^ 


r 


r.  .■' 

L . 


¥ 


r- 


'.  <54 


: ^ 


L (.t*  ■ ' 


,> 


7 


/ 


'• 


i 


1 


/-\T’ 


COLLEGE  OF  FLTSICIANS 
OF 


fir - 


This  Book  is  due  on  the  last  date  stamped 
below.  No  further  preliminary  notice  will  be 
sent.  Requests  for  renewals  must  be  made  on 
or  before  the  date  of  expiration. 


DUE 


DUE 


t \ 


9,  >4  ^976 


A fine  of  twenty-five  cents  will  be  charged  for 
each  week  or  fraction  of  a week  the  book  is 
retained  without  the  Library’s  authorization. 


